
THE 



American Medical Association 

Published Under the Auspices of the Board of Trustees 



VOL. 168^4 IN’O. 1 


CHICAGO, ILLINOIS 

CoPvwGTTr, 1938, bv Amebica^ Medicat, Association' 


SEFTEMBER 6, 1958 


RESPONSE OF PREGNANT WOMEN AND THEIR INFANTS^JTO 

POLIOMYELITIS VACCINE 


DISTRIBUTION OF POLIOVIRUS ANTIBODY IN PREGNANT WOMEN BEFORE AND 
AFTER VACaNATION—TRANSFER, PERSISTENCE, ANT3 INDUCTION OF 
ANTIBODIES IN INFANTS 

• Afauricio Martins da Silva, M,D,, Komld A. Prem, M.D^ Eugene A. Johnson, Ph^D., JolmXi--MSKelvey, M.D 

and ^ ^ 

Jerome T- Syverton, M,D., Minneapolis" 


HE NEMLY BORN human .or animal in¬ 
fant demonstrably has ca^citj' to acquire 
passh’e npmunity against toxins, bacteria, 
^nd'Vinises after injection of the corres¬ 
ponding' antigen into the mother during pregnancy': 
Poliovirus antibodies were first showm to be passive- 
h' transferred from the human-mother to her infant 
by Aycock and Kramcr'^in 1930.' Since that time 
passively transmitted maternal immunity has been 
recognized as a factor in the resistance of newborn 
children to poliomyelitis.® 

It has been suggested that placentaliy transfened 
passive immunitj' to poliomyelitis can be converted 



to active immunity by subclinical infection during 
the phase of declining protection by maternal anti¬ 
body,' Such induction of active immunity could 
partially e.xplain the low frequency of poliomyelitis 
epidemics in most tropical and subtropical coun¬ 
tries/ a fregnency, houwer, which seems to in¬ 
crease as socioeconomic and hygienic conditions 
improve in these areas. 
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The present study was designed (a) to deter- 
inine the incidence by titer of naturally occurring 
poliovirus antibodies in pregnant women; (b) to 
compare tlie antibody response of pregnant women 
to formalinized (Salk) poliomyelitis vaccine'* ad¬ 
ministered subcutaneously or intradermally; (c) to 
measure naturally occurring and vaccine-induced 
poliovirus antibodies passively transferred from 
mother to infant and the persistence of maternal 
antibodies in tlie infant; and (d) to evaluate tlie 
response to poliomyelitis vaccine of infants with¬ 
out previous actively immunizing e.xperience. 

Materials and Methods 

The studies begun at the University of Minne¬ 
sota in May, 1955, through combined eflForts of tlie 
departments of bacteriology and immunology, ob¬ 
stetrics and gynecology, and pediatrics and the 
School of Public Health were made possible by 
voluntary participation of 188 pregnant women 
registered for obstetric care at the University of 
Minnesota Hospitals. The average patient age was 
26.7 years (range, 17-42); about two-thirds of the 
' group ivere private patients. 

Table h-Percentage Distribution of 
by Immunotype and Titer Among iS6“ 
fore Vaccination (Naturally Occurring) and """ 

Women After Two Injectionsf of Poliomyelitis Vaccine 

Antibodies, Tj’Pe,, , 
Nnturally Occurring After Vaccination 

3 


Titer Level 1 21 3 

4,090 or greater ... 

1,024 . 

2.56'.-..:. 

04 ..;. 

10 . 

4 . 

Not mensurable «4) ... 

* Two serum specimens lost. 
t Given subcutaneously ”{or'tvue ” 

t One serum specimen not annlyred for type .. 


. 2.7 

4.3 

1.0 

15.1 

. 4.3 

11.3 

7.0 

22.4 

. 13.5 

IB.O 

15.0 

13.4 

. 12.9 

15.0 

17.2 

18.7 

. 21.0 

9.1 

11.3 

11.9 

.r 10.7 

.-J3.4 

7.5 

0.7 

. 34.9 

32.3 


.11.2 


2 

25.0 
22 8 
21.3 
10.2 
12.5 
1.5 
07 


21.3 

24.3 

19.8 
88 

11.8 
3.7 

10.3 


-cimens.-Samples of maternal blood for anti- 
c y were obtained by antecubital fossa veni- 
infant blood was withdrawn from the 

,(’£' 1 ™!; of Poliooims 
jdu -For antibody assays, HeLa ce 1 cultures 
nrenared and rinsed as previously recom- 
ded *^for application of the dispersed cel tech- 
t use of mammalian cells in continuous 
que to diluted 1'4 in yeast extract 

“v diluted fourfold in YEM suppli^ 
^’---ken or monkey serum and 
-.i-o maintenance, and 
'-'•-.r tubes per 


'vere 


calculated to destroy 50% of tlie culture tubes in¬ 
oculated. Serum tests, including those with appro¬ 
priate cell and serum controls, were assayed Math 
100 tissue culture infective doses (TCip,-;o) of polio¬ 
virus types 1-3 according to titers detefmined^n 
each day of testing. When primary serum dilutions” 
(1:4) were inactive, titers were classified as “not 
measurable.” 

Results 

Distribution of Poliovirus Neutralizing Antibody 
in Pregnant Women.—Serum specimens representa¬ 
tive of 186 of the 188 pregnant women participating 
in the study were successfully assayed for neutral¬ 
izing antibody. Distribution of “naturally (furring” 
poliovims antibodies in tliese women priw to recep¬ 
tion of any poliomyelitis vaccine is shmvn by titer 
in table 1. No antibOdierto'any type cjf poliovirus 
were detected in serums (1:4) from lr.^k^% of the 
group. Antibodies to one or two types were 
in 53.6%. Antibodies to all three types of 
were detected/in serums from 35.1% of the ffl <yP» 
Therefore, 65% of these women were incoipletely- 
protected by antibody. Only a small numb* of the 
women exliibited antibody titers equal iji> or ex¬ 
ceeding 1,024. J , . 

Response of Pregnant Women to PohomyeliUs 
Vacchie.-Subsequent to the 1955 poliomyelitis sea¬ 
son in Minnesota, 138 pregnant women participated 
in a study program of immunization with baiK* 

‘ vaccine prepared in diree lots by two commercial 
manufacturers. Approximately 50 women were in¬ 
jected with each lot; half of the group received a' 
smaller amount of the vaccine intradermally (two. 
doses of 0.2 ml. given three to four weeks apart) 

ratlier than tlie usual larger amounts 

iy (two doses of 1.0 ml. given three to four veeks 

immediatel) ^etore second. Witli ver)' few 

mately four weeks ate tl ^e^med by the, 

exceptions, px inu^adermal injections 

same investigate! (K. A. ^ 

of 0.1 ml. of vaccine “‘o ^ tech- 

surface of of vaccine was adminis- 

nique, a total of 0. . j. {.q 2.0 ml. given 

tered “fooderma! y, completed on serums 

- -taneoosy.^ As^ys^s 

■ among tlie 133 va- 
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follows: antibody titer to vims of all tj-pes, 33.1%; 
to that of one or two tspes, 58.6%; and to that of 
no t)-pe, 8.3%. After two injections of poliomyelitis 
vaccine, 82% of the women responded with meas¬ 
urable antibody titers to all three poliovims h'pes. 
Complete failure of antibody response occurred 
u'ith 18% of tlie women. These figures indicate that 
73% of the women previously without complete 
antibody protection developed measurable anti¬ 
body to all tliree poliovirus t>T)es after two in- 
iecbons of Salk vaccine. Frequency of pregnant 
women responding watli antibody titers of 1,024 or 
greater was increased significantly for each polio- 
viras 1)^)6 (table 1). 

In women wath measurable antibody titers be¬ 
fore and after vaccination (table 2) vaccine given 
intradermally elicited as satisfactory' an antibody 
response as vaccine given in larger amounts sub¬ 
cutaneously'. However, a greater proportion of preg¬ 
nant women vaccinated intradermally failed to re¬ 
spond measmabh' to one or more poliovims ty'pes, 
in contrast to the proportion of women so respond¬ 
ing when subcutaneously' vaccinated (table 2). 


quired antibody titer for each infant for each 
poliovims immunotype. Within the error of such 
determination, rates of decline did not differ con¬ 
sistently with respect to ty'pe of passively trans¬ 
ferred poliovirus antibody'. The rate of decline also 
did not appear to be influenced by the initial titer 
level. Accordingly, rates of decline for all infants 
were averaged to determine the half-life of die 
passively' transferred antibody (see figure). The 
indicated half-life of the polioi'iras antibody was 
nearly 37 days. At 9 to 12 months of age, the ma¬ 
jority' of infants widi cord blood titers of 1,024 or 
greater still e-shibited detectable titers of antibody’. 
The figure also illustrates the ty'pical gradual de¬ 
cline in antibody titer found for two of the tested 
infants in the first year of life. 

Response of Unexposed Infants to Poliomyelitis 
Vflccinc.—Seventy-seven infants bom of mothers in¬ 
cluded in diis study' were given tivo subcutaneous 
injections of 1 ml. each of commercially available 
Salk vaccine four weeks apart. The infants were 
injected initially eitiier on reaching 1 y’ear of age 
or on revealing a not-measurable low titer of pas- 


T.VDI.E ^..—Response of 136 Vregnont Women io Two injections of Poliomyelitis Vaccine, Measured as Geometrically Averaged 
Ratios of Poliovirus Antibody Titers, and Proportion of Pregnant Women with Titers Not Measurable Before and After Two 

Injections 
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♦Xamber o{ averaged ohser^-atlons Is rcconicd In parcntbc«c«. 


Transfer of PoUot^mts'Knlibody from Mother to 
Infant and PefstMence of Transferred Antibody in 
Infants.—At delivery of the studied mothers, a diird ‘ 
specimen of maternal blood and a sample of cord 
blood were obtained. At approximately tlmee-montli 
inters'als during the following year, or until tests 
revealed no detectable titer of persisting antibody, 
blood samples were collected again from infants. 
Comparison of maternal poliox'iras antibody titer 
at deliveiy with cord blood antibody titer (table 3) 
showed agreement within the error of the assay' 
metliod (e.xpected error equiv'alent to one serial 
dilution) in more tli3n_85% of instances. In no in¬ 
stance did tlie cord antibody titer significantly ex¬ 
ceed that of the maternal blood taken at delivery. 
Cord antibody titers less than maternal titers at 
delivery by two or-more semm dilutions were ob¬ 
served for any type of poliovims in no more than 
14% of instances (table 3). 

Antibody titers recorded successive!”,:^!'i- 
■■■"! infant were converted 
Fig- l-p'—Hte rate 

. .v-* ^ Association. 
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sively transferred poliox’ims antibody; usually', in¬ 
jections were begun from 3 to 12 months after 
delivery'. Four weeks after a second injection, a 
blood specimen was obtained for determination of 
antibody response. Antibody response of vaccinated 
infants was calculated as the geometric increase in 
poh'ovims antibody titer after vaccination, corrected 
for tlie e.xponentiaI drop in titer of passively trans¬ 
ferred antibody as determined by the half-life esti¬ 
mate. Of these infants who had no previous actively 
immunizing experience with poliovims (respons''‘T 
in infants whose antibody levels after^Cgr>i^^~,-(.v;> ' 
were not measurable were cons’d-’*' 

failures and were exclijd” ’"’ , n t 

1 ..j - '■ _ .'S%.Tce Committee callcti 

(O.U(/oj resume of the situa- 

(the Board of Trustees and die 
12,1-11131 the As.sodation sliould exercise 
a complete stand-by program and 
'.i-'the over-all iinport.mee of the whole laccine 
tusnrifaution^P'';bIem, It urged the completion of the forth¬ 
coming, rpplementary report on mass immunization at the 
earliest date possible, and recommended that no action be 
taken at this time. 
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STAPHYLOCOCCIC PNEUMONIA IN INFANCY AND CHILDHOOD 

ANALYSIS OF SEVENTY-FIVE CASES 
W. Hardy Hendren Jll, M.D. 

and 

Robert J. Haggerty, M.D., Boston 


In recent years a change has occurred in the 
spectrum of pulmonary infections requiring hos¬ 
pitalization.’ During the winter and spring months 
pediatric wards are no longer filled witli numerous 
patients with pneumococcic and streptococcic pneu¬ 
monia; most of the time such patients are being 
treated satisfactorily with antibiotics in the home. 
Tliere does seem to be, however, an increasing 
incidence of primary staphylococcic pneumonia.''' 

To characterize this disease as it has been seen in 
recent years, a detailed analysis has been made of 
75 consecutive patients treated at tlie Childrens 
' Medical Center during a period of approximately 
"Six and one-half years (1951 through July, 1957.) 
presentation of these data will emphasize that 
is an important entity which requires tlie atten- 
n of botli physician and surgeon, for a patient 
idi staphylococcic pneumonia often needs the 
.services of both. 

Criteria for Inclusion of Cases 

N 

■are concerned in this paper only with 
pneumonia produced by the hemolytic 
dococcus pyogenes var. aureus. This series 
notto'citoe numerous paUents mth 

ronio debiiitaHng'diseSSijyy!' as pancreaUc 
fibrosis or agammaglobulinemia 
monia is merely a complicating event 
which tlie lung frequently yields at autopsy a posi--^ 
tive culture for Staph, pyogenes var. aureus. 

Tlie following criteria for diagnosis of stairhy- 
lococcic pneumonia have been used; (1) a positive 
culture for hemolytic Staph, pyogenes var.^^ aureus 
(hereafter designated as “positive culture } from 
empyema fluid, or from lung parenchyma at au¬ 
topsy, together with a compatible clinical and 
radiologic picture; or (2) the roentgenographic 
finding of cystic, radiolucent areas in the lungs of 
.^an infant with active pneumonia. A positive nose 
~ ♦^1-irqat cultu/e' for Staphylococcus in tire pres- 
’■-■^afoigns of pneumonia is not a valid 
diagnosis of staphylococcic 
' -■'^b proportion of pa- 
''' also harbor 


Primary staphylococcic pneumonia is an ' 
important entity which requires the attention 
of both physician and surgeon, for a child 
with this illness often needs the services of 
both. As with any pneumonia in infancy, the 
presenting signs and symptoms may suggest 
an acute abdominal condition. The following ■ 
are the criteria for diagnosis of staphylococ¬ 
cic pneumonia: (1) a positive culture for 
hemolytic Staphylococcus pyogenes var. 
aureus from empyema fluid, or from lung 
parenchyma at autopsy, together with com¬ 
patible clinical and radiologic findings, or ^ 

(2) the roentgenographic finding of cystic, 
radiolucent areas in the lungs of an infant 
with active pneumonia. Treatrr/enf of these 
patients includes vigorous supportive care, 
blood transfusions, prolonged treatment with 
specific antibiotics, and, frequently, closed- ' » 

tube thoracotomy drainage. 


Radiologic Findings 

Tliere are several distinctive x-ray findings 
staphylococcic pneumonia in infancy that are fo 
■j;,^^teriqlpgi5aIly'^fGv6d cases" and rarely 15 
associated -with pneumonias of other etiology.'’ 
recognition of these characteristic roentgenograp 
changes permits die presumptive diagnosis 
staphylococcic pneumonia even when one can 
obtain cultural proof, eitlier because tliere is 
pleural fluid or because the patient has recei\ 
antibiotics previously. 

Distribution.—ThQre may be a focal, segme 
or lobar distribution of the infiltration on roent 
ographic examination of tlie chest. This corre 
witli studies of Reimann^ suggesting bro 
genous entrance of bacteria with extension 
periphery by way of Ijunphatics and inte 
tissues. One may note various stages in a lu 
single examination. 

Initially, x-ray examination of tlie chest or 
an exti-emely ill child may reveal very little 
a faint focal mottling of die lung parencli) 
may progress rapidly to patchy 
•'bcral distribution, unlike 
spiratio 
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a later .stage, coincident M’ilh broncliia] and alveolar 
nccro.sis, c]tavactcri.stic of thj.s supi^urativ'e pneu¬ 
monia, multiple evst-like emphysematous blebs ap¬ 
pear. These result when air enters the interstitial 
spaces by wa\’ of necrotic areas in the small bron¬ 
chi, becomes traiDped, and gi\'es a picture suitably 
described by Neuhauser and ^Vittenborg *' as “lobu¬ 
lar ectasia” (iig, 1). This roentgenographic finding 
was present in 65 patients (87%) in this series. 
Ihose patients in whom this finding was not pres¬ 
ent were principally older children tvho presented 
as having neglected empyema (fig. 2). This corre¬ 
lates clinicall)’^ with the superior ability of the older 
patient to localize tlie infection,’ as opposed to in¬ 
fants, in whom a spreading infection with bron- 
chiolar necrosis seems to be an almost constant 
feature of stajrhj'lococcic pneumonia. 

Pneumatocele Formafton.—Certain of these small 
cyst-like accumulations of air may then expand 
witlr alarming rapidity, comj)ressing adjacent lung 
tissue and frequently rupturing into the pleural 


m the ^eft; and in 10 

t -j 1 ° 1 ^ bilateral. We have not encountered 
bilateral pleural complications, such as pneumo¬ 
thorax, requiring tube drainage o£ both pleural 
spaces, but certainly this can occur." 


It is important to emphasize tlie great rapidity 
with which the x-ray findings may progress, from 
minimal infiltration to empyema and tension pneu- 
motliorax in a few hours. This is graphically illus¬ 
trated by a patient (fig. 1) in whom the initial film 
showed only minimal ill-defined localized increase 
in density in the right lower lung field, which pro¬ 
gressed in 12 hours to a large pleural effusion and 
in 24 hours to a tension pneumothorax, requiifng 
decompression as a lifesaving measure. 

It is also worthy of emphasis that there may b( 
a complete dissociation of the clinical state of tin 
patient and his x-ray findings. Not only may a ven 
ill child present few roentgenographic signs ini 
tially, but later, during convalescence, a child win 
appears clinically well and afebrile may develoj 



-Roentgenograms of 13-year-olcl girl. A, unresolved empyema 
jnth of catheter drainage and use of enzymatic debridement. L, 


after initial treatment elsewhere. B, appearance afte 
essentially normal appearance after decortication. 


ce, causing a tension pneumothorax, which usu¬ 
ally requires immediate decompression. Thirty-four 
patients (45%) in this series did develop such 
pneumatoceles (fig. 3). Ther^ were 14 patients 
(19%) with simple ]pneumothorax, but, moie im- 
. portant, there we 17 patients (23%) with tension 
pneumothorax. Tliere were four patients (5%) with 

fibrothorax. , 

Empt/emfl,— Empyema is the second most fre¬ 
quent finding, occurring in 53 of tliese patients 
•^?71%) (fig.-2 and 4). Indeed, it is rare for empyema 
’ff?j6znt to be due to any agent othei than 
' var. aureus. The combination of 

'^Hrorax (pyopneumothorax) 
-'f infection. 

tlrat most 


remendous pneumatoceles and a degree of pul 
nonary comj)ression with which one would expec 
rreat disriess to the patient. This is well demon 
’trated in tlie patient shown in figure 3, in whon 
pneumatocele formation after hospital discharge 
prompted readmission of die child in spite of nn 
jlinical well-being, for fear tliat sudden difficulty 
night arise at home, 100 miles distant. 

Duration of X-ray Findings.-lt often takes sev¬ 
eral weeks for the pulmonary roentgenograph 
signs to subside completely; this has prompte 
continuation of therajry with antibiotics for 
to six weeks after discharge. Pleural thicW 
may be evident by x-ray for four to six months, 
no case has permanent change ^een apparent» 
Rfrhftv lune or -oleura on long-term follow-up 


Clinical Features __ 

' •'■iV/cnce.—Figures 5 and 6 depict Ae ty 
incidence in the 75 patients 
"mber of patients seen )• 
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tures. Blood cultures yielded hemolytic Staph, 
pyogenes var. aureus in five additional patients, in 
whom pleural fluid cultures were not performed. 
We have not resorted to the lung puncture tech¬ 
nique as reported by Disney” for establishing a 
diagnosis of staphylococcic pneumonia. 

With bacteriological proof of hemolytic Staph, 
py'ogenes var. aureus in only 40 ( 53%) of the 75 
patients in this series, one might well raise the criti¬ 
cism that pulmonary^ disease in the remaining pa¬ 
tients was not due to this agent. As mentioned 
above, however, and pre\iously by Campbell,'' it is 
possible to rely on tyqpical roentgenographic find¬ 
ings to make this diagnosis when cultures fail to 
grow because of previous administration of anti¬ 
biotics, or when no pleural fluid is available for 
culture. 

Antibiotic Sensifioities.—Complete antibiotic sen- 
sitivit)' tests u’ere not performed in a number of the 
earlier cases in this series. Disk sensitivity’ tests 
were done, however, in 46 patients (61%), and in 
40 of these the organisms were resistant to peni¬ 
cillin. None were reported as resistant to chlor¬ 
amphenicol or erv'thromycin. 

White Blood Cell Cotinf.—These patients charac¬ 
teristically present with an elevated white blood 
cell count. The average value for this series was 
31,000 white blood cells per cubic millimeter. The 
highest value of 104,000 occurred in a 2-month-old 
infant with a tension pyopneumothora.v. The lowest 


IS 
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Fig. 6.—Seasonal incidence of staphylococcic pneumonia, 
1951-1957 ( 75 cases). 




count, 600 white blood cells per cubic millimeter, 
was observed in a moribund premature baby who 
died on the second hospital day. 

Treatment.—These are usually critically ill in¬ 


fants. Many require, in addition to appropriate 
antibiotics, such vigorous general supportive care 
as blood transfusions, oxygen, humidified 
phere, and, often, surgical dr^pa^^ 
are frequently anemie,^f'''^Jdf^''^^" rJ?%Mecome 

•■■2-'^ .^.'iiical .'tssociation. 


hemoglobin values of 7 to 8 Gm. %, secondary to 
overwhelming sepsis and loss of blood constituents 
in formation of empv’ema fluid. They often benefit 
from multiple transfusions to keep their hemoglobin 
values in die range of 12 to 13 Gm. %, at which 
level they’ seem to recov’er better from their iUness. 

Therapy’ with antibiotics must be specific and in 
adequate dosage. One caimot rely on penidllin 



satcepenzia 

Fig. 7.—Age and ses distribution of stapMococcic pneu¬ 
monia, 1951-1957 (75 cases). 


alone, because the vast majority’ of these organisms 
are resistant to penicillin. IMost of these infants are 
now treated at this institution with a combination 
of chloramphenicol and erythromy’cin as soon as the 
clinical, radiologic, or bacteriological picture sug¬ 
gests the diagnosis of staphylococcic pneumonia. 
The concomitant use of these two drugs may' be 
more effective than either alone, for there is experi¬ 
mental evidence that the emergence of resistant 
organisms is less hkely’ to occur when they’ are used 
together.’” We usually’ administer the drugs by’ thi 
intrav’enous or intramuscular route initially, switch 
ing to the oral route only’ after a satisfactory’ clin 


ical response. Usual drug dosages are in the 
of 100 mg. per kilogram per day' for April 

col and 50 mg. per kilogram p^r 
my’cin to a maximum of Conpiiftce callctl 

— ^___-'--aiS briej-resGnie of the situa- 

IS c^ent thc-BW of Trustees and tlic 

to tour ija-tliat the Assotiahon should exercise 

a complete stand-by program and 
xtS' the over-all import.!nce of the whole vaccine 
rlistnfautionjvrsblem. It urged the completion of the forth- 
coming^.^ippTementary report on mas"- immunization at the 
earliest date possible, and recommended that no action be 
taken at this time 
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other drugs as well. Eighteen i?atients (24%) were 
treated \\^itli other antibiotics, principally during 
the early part of the series. Figure 8 illustrates tlie 
chest of a patient ti'eated solely by medical means. 

Closed-tube thoracotonw' was necessar^^ in 30 
patients (40%). Enz^wnafic debridement was em- 
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Surgical Considerations 

Several distinctive features of staphylococcic 
pneumonia are of surgical significance. UemStIs 
e extieme rapidity with which events may pro¬ 
gress. Vi e have seen a moderately Ill child with 
minimal indications of pneumonia change in a few 





Fig. 8. Roentgenograms of patient treated with chloramphenicol and erythromcyifi.'A, infiltration, multiple bleb.s, ami 
pleural Huid. B, one pneumatocele. C, essentially normal appearance. 


loyed in 12 patients (16%). Decorticatioi/ was 
Hired in four patients (5%); none of th4e pa¬ 
nts had been treated initially at this institution, 
t tliey were referred at a later stage with un¬ 
solved empyema and resultant pleural thickening, 
idi encasement of the lung. The conditions of all 
atients ultimately cleared completely, with no 
scoliosis resulting. 

Deaths 

'ere nine deatlis (12%) in tliis series, four 
ire babies and all but one in infants 
onths of age. The table summarizes 


hours to an exceedingly distressed baby, at death’s 
door, with a tension pyopneumothorax. This is 
illustrated well by the roentgenograms in figure 1, 
of a 5-month-old male with a distended abdomen 
referred for consideration of an intra-abdominal 
process. Examination revealed minimal signs of 
pneumonia. He developed tension pyopneumo¬ 
thorax within 24 hours, necessitating insertion of a 
chest tube as a lifesaving measure. 

The use of closed-chest drainage in selected cases 
performs a dual role. First, by evacuation of air 
and pus from the pleural space, tliere is often an 
immediate improvement in ventilation, a point of 


Staphylococcic Pneumonia: Nine Deaths from Series of Seventy-five Cases 


0. 

Date 
Jan., 1953 

2 mo. 

July, 1953 

3 mo. 

Dec., 1953 

2 wk. 

May, 1951 

2 wk. 

Kov., 1951 

19 mo. 

April, 1955 

1 wk. 

Juno, 195G 




Remarks 

4 lb. (1,814.4 Gin. prcinatuic; treated in hospital for 22 days with penicillin, 
streVtomycin, sulliulia/ino, find oxytctracycline (Tcrrninycin); priidiuil down¬ 
hill' cour.se 

Respiratory distress for four wk.; referred as diaphrasmatie hernia: massive 
enipycina; treatment started with penicillin and streptomycin; died on first 
A'ospitul day, before scheduled drainaKC could he performed 

.■Premature with couRh for 2 wk.; treated with penicillin and streptomycin, and 
later chloramphenicol (Chloromycetin) and erythromycin; gradual decline. 


Premature; a twin; icspiratory distress since fourth day of life; admitted with 
referral dicRnosis of trncheoesophaKcal fistula; pjmpncumothorax; tube in¬ 
serted; died on sixth hospital day: penicillin, streptomycin, chlorainphcnicol, 
and erythromycin used 

Thico days of anorexia, respiratory ilistress, and vomiting: massive left em- 
pycina (fig:. 4); therapy with jienieillin, stiejjtomyein, chloromyeetin, and 
erythromycin started; died on flist day in hospital, without drainage 
Treated for two months clsewheic for pneumonia, slo ' " ’ two 

days after admission; on thei'apy with chloramphcnicf 
Premature admitted in extremis; develojicd tension , ■ cvcd 

with a tube; therapy with penicillin, .sulfadia.:inc, chloramphenicol, erythromy¬ 
cin" improved, hut then aspirated a garage feeding. 

Admitted in poor condition with pyloric stenosis; continued to vomit postop- 
erativelv developed .Staphylococcus infection at site of scalp vein infusion, 
then pneumonia with ton.sion pneumothora.x; tube inserted; died in six hours; 
••■lonuafe untHiiotic dosage . ^ , 

' in acute distress with pyopneumothorax; immediate tube; cblor- 
' -n erythromycin; dramatic initial improvement but sudden dc- 
''-uday' 


Pertinent Autopsy Findings 
Bilateral multiple 
lung abscesses 

Pneumonia with abscess 
formation; empyema; 
skin furuneles: osteo¬ 
myelitis of skull 
Bilateral pneumonia; 
left pneumothora.x; 
hypoplastic kidaeys 
Bilateral pneumonia; 
loft empyema 


Massive empyema; 
bilateral pneumonia 

Marked lobar consolidation, 
with areas of empyema 
Bilateral pneumonia: 
aspiration of feeding 

Bilateral pneumonia; 
pyloric canal adenuato 


Bilateral lung abscesses 
(fig. 0); pus in peri¬ 
cardium 


consi(3erable importance when parenchymal in- 
”^ent is sufficiently extensive to reduce thf 
"">acity to a low level. One frequentl) 
'■’'nil in the over-all toxic slat® 
exudate, as show^ 
erature feS 
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from 105 F (40.6 C) to 99 F (37.2 C) in 12 hours 
after removal of 150 cc. of empyema fluid. Second, 
by producing prompt reexpansion of the lung, one 
averts the distressing complication of fibrothorax, 
which eventually requires decortication, a formida¬ 
ble and not always a satisfactor>' surgical under¬ 
taking. 

Indications for Tube Drainage.—One cannot de¬ 
fine dogmatically tlie precise indications for use of 
a tlioracotomy tube, except to state that it is a 
conseiA'ative measure which should be used per¬ 
haps more often than it is. Certainly, tubes have 
been used in a higher proportion of the patients, 
in die latter part of this series of 75, uath gratify¬ 
ing results, and no compheations have resulted 
from insertion of tliese tubes in tlie 30 patients 
(407o) treated in this manner. Of the nine patients 
who died, four had had tubes inserted. One died 
of aspiration of a gavage feeding. In another, the 



Fig 9.—Portion of left lung of infant who died from acute 
staphlococcic pneumonia. Note multiple abscesses. 

tube was inserted at a time when the child was 
already moribund with ovenvhelming generalized 
sepsis. Two others died udth massive bilateral 
pulmonary involvement in spite of adequate evac¬ 
uation of their empyema and pneumothora,x, which 
was unilateral in each patient. It is highly significant 
that only four deaths occurred in those patients 
with complications requiring tube drainage, for 
that group of patients were, generally speaking, the 
most severely ill of the series. 


amount of fluid, and the patient is improxnng rapid¬ 
ly, one may be justified in watching him for a few 
days, but not if there is any appreciable collapse 
of the ipsilateral lung. It is imperative to obtain 
frequent roentgenographic examination of the chest, 
especially in the initial days of this disease. Needle 
thoracentesis was performed on 30 patients in this 
series, principally as a single tap for bacteriological 
study of empyema fluid. 

We have tended to avoid repetition of needle 
insertion for several reasons: First, insertion of a 
chest tube is verx"^ little more of a procedure and 
is infinitely more effective. We have repeatedly 
obserx'ed that chest taps xxntli needles of apparently 
adequate caliber jield only a few cubic centimeters 
of pus, whereas a chest tube used immediately 
thereafter evacuates over 100 cc. of material. Sec¬ 
ond, there is a real danger of lacerating underhung 
lung parenchxTua with a needle’s sharp beveled 
edge as the lung ex-pands. 

A tube should be inserted immediately in any 
case in which a tension pneumothorax develops, 
and it is probably the safest course to take when 
any pneumothorax appears spontaneously early in 
the course of this disease, for a small pneumothorax 
can build up fatal tension in a very short time. If 
faced with such an emergency, without equipment 
ready for immediate insertion of a tube, one can 
always release a tension pneumothorax by insertion 
of an ordinary hoUow-bore needle through an inter¬ 
space. A further refinement consists of attaching a 
piece of rubber tubing to the needle, placing the 
distal end of the tubing just beneath the surface 
of some water in a container, a so-called w’ater- 
seal, which permits egress of air under tension but 
prevents ingress of air on inspiration by the patient. 
It is sometimes impossible to differentiate between 
a loculated tension pneumothorax and a very' large, 
thin-w'alled pneumatocele later in the course of this 
disease, and w’e have observed no ill-effects from 
insertion of a chest tube directly into such an air 
collection in several instances. 

We prefer the use of 8 to 10 cc. of w'ater of 
suction, combined wdth a w'ater-seal bottle closest 
to the patient (fig. 10). It is important, and some¬ 
times overlooked, that the chest tube never be 
clamped during the early phase of this illness, 
such as when the patient leaves his ward to have 
an x-ray examination performed, lest a tension 
pneumothorax should occur. Instead, the chjid 
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sitU', dopcmling on the operators preference and tlie 
de|:r«'e of tlic patients respirator}’ distress. Some 
patients with tension pneumothorax seem to have 
bettor ventilation in tl)c sitting posih'on during tliose 
critical minutes before drainage is perfonned. Tlie 
child must be lostrained finnl}’, but gently, pre¬ 
ferably by two nurse-assistants. Unless tliere is a 
loctdated collection of air or fluid which indicates 
the most favorable location for the tube, one 
chooses a coin’cnient point in ai^proximately the 
anterior axillars’ line in tlie fourth or fiftli inter¬ 
space. This is often slightly higher tlian would 
seem ideal, by roentgenogram, but one must be 
careful not to position die tube too low, for on 
e\-acuation of pleural fluid die diaphragm may rise 
and render less efFecti\’e die drainage from a tube 

placed too low. , 

After suitable cleansing of die skin, a very sniaJl 
cutaneous incision is made, widi the patient under 
local anesthesia, to facilitate passage of thejrocar^ 
The trocar is pushed in obliquely with a hvisting 


'■ i 



iwo-bottle chest Bubble^rn U^demon- 

.er-seal,” closer to patient. 
cce of active bronchopleural fistula. 

£ fAW but with resti-aint to avoid 
•on, forcefully, traversing the 

mging A ,i,e child's chest toward 

irietal plema. Flexing interspace and 

e opposite side op j 

cilitates passage of toe . jy prepared 

,e stylot from Are i, ^iftdrar™, 

'-J-.tested tube is m > posi- 

d^^ be- 

“ - around ftc lube wU- 

• ^-nn of the tube, 

•_1. 


The duration of such drainage is variable. It may 
be required for only a few days, or it may be 
necessary for three or four weeks. The average 
duration in this series was 13 days; the longest was 
for 33 days. The tube is kept on suction until there 
is no evidence of further leakage of air or of 
purulent drainage. It may then be put on water- 



Fik 11-Child immediately after insertion of che-st 
catlieter, done in uprigiit position because of e\tremel> 
severe respiratory distress. 


eal for a day or two, dien clamped for a da}’ or 
wo and if all is well by clinical and roentgen- 
igraphic examinadon the tube may be removec . 
lese tubes have been irrigated with small 
mounts of sodium chloride solution penodically 
0 insure patency, but such irrigations should be 
Inne eeiitlv in order not to flood the bronchial 
ee should a bronchopleural fistula be present. 

It is occasionally nccessaiy to use more than a 
ingle U.be, and one should not hesUate to repos,- 
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For infants, a 10 to 12 F. tube is adequate; a 14 to 
16 F. tube is required for older children. Figure 12 
illustrates the rather simple equipment one needs 
for this procedure. 

In no case ha^'e we observ'ed a bronchopleural 
fistula from staphylococcic pneumonia fail to close 
spontaneously on closed drainage. None of die 
patients required surgical closure. The longest dura¬ 
tion of air leakage was 31 days. 

Pncifmnfocc/es.—Resolution of pneumatoceles 
may be a slow process, taking weeks or even 
months (fig. 8). As has been emphasized by 
Caffey,” surgical estirpation of tliese lesions is not 
necessary, because they disappear spontaneously. 
As pre\'iously mentioned, it is sometimes impossible 
to differentiate between a pneumatocele and a 
well-localized, loculated pneumothorax. Under such 
circumstances, with gradual enlargement of the 
cystic space and compression of adjacent lung, we 
have tlirust a tube directly into the cyst, with no 
untoward effect, and with deflation of the cyst over 


tube clamped. If either of tire above reactions 
occur, the enzymes should be drained immediately 
by unclamping the tube and irrigating with sodium 
chloride solution. These agents are often remark¬ 
ably effective in liquefxang thick pus and facilitat¬ 
ing drainage. We have observed a moderate degree 
of intrapleural bleeding in two patients after tlie 
use of enzxTues. However, both were children until 
abnormally low platelet counts. 

Differential Diagnostic Considerations 

As with any pneumonia in infancy, tlie presenting 
picture may seem occasionally to be an acute ab¬ 
dominal condition. An infant in respiratory distress 
may swallow a sufficient quantity'' of air to produce 
abdominal distention and furtlier embarrass respira¬ 
tion. Under such circumstances, nasogastric Levin 
tube suction may be indicated. 

A diaphragmatic hernia witli intrathoracic loops 
of intestine may mimic clinically and by roentgen¬ 
ogram tlie picture of staphyloccic pneumonia. 



Fig. 13—Roentgenograms of baby «itli clinical picture of pneumonia and respiratory’ distress. Multiple “cystic lesions” 
simulate changes in staph)lococcic pneumoma (A), which proved to be diaphragmatic herma witli loops of intestine in left 
pleural space, apparent after ingestion of banum sulfate (B). 


a period of several dai's. ^^^e have not encountered 
a situation in which it was necessary^ to e.xcise 
such a pneumatocele as described by Fisher and 
Swenson 


especially if there is compression atelectasis of tlie 
lung, until fever, secondary^ pneumonitis, and res¬ 
piratory’ distress. Figure 13A shows such a case. 
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Children s Medical Center. Bacteriological cultures 
of liemolytic Staphylococcus pyogenes var. aureus 
were obtained from empyema fluid or the lung in 
40 patients (53%) in tliis series. Typical x-ray find¬ 
ings of slaphyJococcic imeumonia were present in 
all other patients. Distinctive roentgenographic 
features included the formation of usually multiple, 
small, iDulmonary, radiolucent areas, pneumatocele 
formation, empyema, pneumotliorax, and rapid 
change from one appearance to another. 

Males outnumbered females by a 2:1 ratio. Al¬ 
though principally a disease of infants, occasionally 
cases occurred in older children. A significant num¬ 
ber of patients had concomitant cutaneous staphy¬ 
lococcic infections. Many had previously received 
antibiotic treatment. Physical signs of pneumonia 
were not present initially in some patients. 

We stress die need, in treatment of tliese pa¬ 
tients, for vigorous supportive care,_ blood trans¬ 
fusions, prolonged treatment witli specific antibi¬ 
otics, and, frequently, closed-ttibe thoracotomy. 

Closed-tube tlioractomy must be regarded as a 
conservative measure which is simple to perform 
and often lifesaving. Among die indications for 
insertion of a closed-thoracotomy tube are a signifi- 
eant collection of pleura] fluid and tension pneu¬ 
mothorax. Attention should be paid to the proper 
technique of such drainage. 

Enzymes have been employed in some patients 
whose illness is complicated by empyema. Differ¬ 
ential diagnostic considerations which have been 

-afe^eminai^emm'gencieS^^ 
matic hernia, and intrathoracic tumor. Nine 
occurred in this series, and pertinent facts 
to them have been listed. Staphylococcic 
onia is an important entity with which physi- 
and surgeon alike should be familiar, since a 
proportion of patients require the services of 
th. 

300 Longwood Ave. (15) (Dr. Haggerty). 

Tlris study was aided by a grant from the Commonwealth 
Fund. 


J.A.M.A., Sept. 6, 1958 
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T riple VACCINES.-A group of infants was inoculated during the neonatal 
period with aluminum phosphate adsorbed or aluminum hydroxide adsorbed 
diphtheria-tetanus toxoid and pertussis vaccine, combined. The infants were 
observed up to 1 year following completion of the series of three inoculations. Based 
on diphtheria antitoxin tib-ations, responses to the aluminum phosphate and alumi- 
■^um hydroxide absorbed antigens were comparable. Based on pertussis agglutination 
'' montli and 1 year following vaccination, the aluminum phosphate was better 
'"'um hydroxide adsorbed preparation. Better combined protection 
'^ertussis followed inoculation with the aluminum phosphate 
-“s in local or systemic reactions following the bvo 
confirm the desirability of a fourth dose 
''•^on is begun during the neonatal 
^*1 T. M. Chapman, M.D., 
- 1958. 
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FWE-YEAR FOLLOW-UP STUDY OF MEN WHO RETUBNED 
TO WORK AFTER A MYOCARDIAL INFARCTION 


Morris M. Weiss Sr., M,D. 
and 

Morris M. Weiss Jt., M.D., Louisville, Ky. 


Most physicians agree that a great many individ¬ 
uals who sunive an acute myocardial infarction can 
and should make an economic recover)’. It is well 
documented that over 50% of those who recover 
from a myocardial infarction return to work.* Some 
elect to retire in the absence of disabling symptoms. 
There are varied reasons for tliis decision: enticing 
disabilit)’ insurance, inabiliU’ to change work classi¬ 
fication, forced retirement on account of age, state 
of the economy as influencing tlie number of un¬ 
employed, accessabilit)' of welfare funds, and the 
emotional reaction to the illness. In addition, tliere 
are occupational hazards which must be avoided 
by an indiridual who has had an infarction and 
which might preclude reemplo)'ment. This has been 
discussed in a prerious report."’ 

There is need for follow-up studies of men who, 
after their first myocardial infarction, became em¬ 
ployable to a degree as to constitute economic re¬ 
habilitation. Conner and Holt * reported that, of H7 
patients with tlieir first attack of coronar)’ throm¬ 
bosis, 75% were in good health at the end of one 
year after this attack and 21% at tire end of five 
years. By good health was meant a state of healtfi 
which permitted tlie patient to live his accustomed 
life and to regard himself as essentially well. Not 
aU were entirely free of symptoms, but tliese symp¬ 
toms were not sufficient to cause tlie patient to 
modify his mode of life or to prevent his working. 
Lerine and Phillips*’ found that 18 (32%) of 56 
men irith myocardial infarction who had returned 
to work for a shipbuilding company were still 
working at the end of a year. Chambers ■* found 
that over 50% of his patients who survived a myo¬ 
cardial infarction for a year, witli or without a re¬ 
currence, were working either full or part time. 
Others have stated that of those who returned to 
full capacity or who had only partial disability 
after an infarction, 40% died witliin five years.*' 
Crain and Missal * reported from the Eastman Ko¬ 
dak Company that 65% of 151 reemployed individ¬ 
uals who had myocardial infarction continued to 
work for five or more years. Master, Jaffe, and Kis- 
sane® reported that 41% of 200 individuals (men 
and women) returned to full emplo)'ment after cor¬ 
onary occlusion and maintained this employment 
for an average of seven years. 


In a five-year follow-up of men who had 
o myocardial infarction, 431 returned to some 
form of gainful employment in an average 
time of three months after their first infarc¬ 
tion. In general, the onset of economic re- 
habilitation paralleled the functional cardiac 
status, but many patients returned to work 
despite symptoms of coronary insufficiency or 
heart failure. This particularly applied to phy¬ 
sicians. Within 5 years, 33% (143 patients) 
had died or had retired. The younger patients 
worked longer than the older ones. Sixty- 
seven per cent of the 143 patients bad died. 
It is of coincident interest that seven men in 
their eighth decade returned to gainful em¬ 
ployment. 


Nature of Study Group 


The present report is a five-yeSrralow-up stud) 
of men who returned to work after their first myo¬ 
cardial infarction. Since there were only a few re¬ 
corded instances in employed women, they were ex¬ 
cluded from this study. All the patients were seen 
in private practice. Only those with characteristic 
clinical and eletrocardiographic evidence and tliose 
whom the onset of the infarction could be deter¬ 
mined with certainty were selected. None of the pa¬ 
tients received any special long-term medical ther¬ 
apy or surgery designed to improve the coronar)’ 
arter)' circulation. 

Four hundred thirty-one men rnk-ibe above cri¬ 
teria. This represents a total of 95% ^ilab]£> for 
follow-up study. The period during whi«)eiihyo-' 
cardial infarction had its onset ranged j 

1940, to Jan. 1,1953, and the patients 
until Jan. 1, 1958. Previously a five-yearP^sfy^j^ ■ 
was done on only 117 patients observed 
tlirough 1944.'* 
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men are more likely to have been retired or will 
retire or be unable to work after an infarction. It is 
of coincident interest diat seven men in their eighth 
decade returned to gainful employment. In the age 
group 60-69, there were 81 patients; 50-59, 187; 40- 
49,120; 30-39,35; and 20-29,1, 

^Vitliin five j^ears 143 (33%) had ceased n^ork due 
to death or retirement; 288 (67%) worked more 
than five 5 ^ears after the infarction. 

Table 1.—Relation of Age at Onset of Disease to Duration 
of Work After Infarction 


, _ „ Worted Less 

Ape Groiiji, Yr. Thiw » Yr., Na. 

20-21). 0 

30■^3!). 0 

40-49 . 3 ^ 

.. 59 

00-09.37 

ro-79. 4 

Total. 143 


Worked More 
Than 6 Yr., No. 
1 

2G 

S> 

128 

44 

3 

288 


3.A.M.A., Sept. 6, 1958 
or the number of 

those who subsequently died was no greater in the 
worbng group than in those who did not return to 
work (even though tJie nonworkers included a large 
number of extremely ill patients). Reports from 
work classification units« are in accord in that con¬ 
tinued regulated employment had no adverse effect 
on the course of patients with myocardial infarc¬ 
tion, but controls are not mentioned. Billings and 
associates found that the mortality rate for pa¬ 
tients with myocardial infarction (not all were 
studied from tlie first attack) who were able to re¬ 
turn to some type of useful activity was higher than 
tliat of the normal population of Tennessee for the 
first two years after infarction only. After tliree years 
it paralleled that Jo/ the Tennessee population of 
the same age, sex, and racial distribution. 

Comment 


Table 1 shows the age of the patient at the time 
of the onset of the infarction and tlie work status at 
the end of five years. Obviously younger men will 
work longer than the older ones. It is noteworthj’ 
tliat tJii'ee patients who had the onset of their in¬ 
farction after the age of 70 years were still working 
at the end of five years. 

Table 2 lists the duration of work after infarction ' 
of the 143 patients Avho retired or died within five 
years. The major cause for termination of work was 
death. In this category is included only those who 
■■uied-'stii^deJQ]-)'’-.pr after only a short illness. Sixty- 
seA^en per cent died' withiti five years, whereas in 
this same interval only 33% retired after returning 
vork. The yearly deaths were approximately the 
for each of the five years. Of those who even- 
retired, few did so within tlie first two years, 
of those who retired subsequently died, but 
are not included in the group who died within 
years. The detailed causes for death are not 
ed. In a previous report' it was found that car- 
iovascular disease was responsible for 82% of the 
deadis which occurred within five years after the pa¬ 
tients’ returning-io work after a myocardial infarc- 
tion.i The e)f: 3 Ct incidence of death from anotlier 
' myolardiil infarction could not be determined, 
sined mfny patients did not live long enough in 
theiAfinU illness to have electrocardiographic ex- 
aminatiefs and since an insufficient number of au- 
''^'>nsie's performed. Sudden or relatively sudden 
^urred in 25% of the patients who died. . 
'•^ble to secure a control group for 
’ did not work after the in- 
' 1^0 work, were aheady 
•we and thus 


The patients in this study returned to some form 
of gainful employment in an average time of three 
months. There were no fixed criteria for the decision 
to return to work. Each patient had bis own physi¬ 
cal, psychological, and economic problems which 
required evaluation. Consultation with employers, 
personnel managers, and company physicians was 
valuable in establishing early rehabilitation. The 
type of disability insurance which tlie patient has 
may influence the decision as to when full-time work 
is resumed. The more liberal the policy, the longer 
will die individual be tempted to remain away from 
his job. Since sudden or relatively sudden death can 
occiw in 25% of those who ultimately die, men en¬ 
gaged in work hazardous to tlieir fellow employees 
or to the public-such as crane operators, bus driv¬ 
ers, and railroad engineers—were encouraged to 
seek other employment. Time was required to find 
another job. 


Table 2.—Duration of Work After Infarction of J43 Patients 
Who Retired or Died Within Five Years 


Work Period, Yr. 

0-1 . 

1-2 . 

2-3. 

.3-4. 

4-r... 

Totfii. 


Retired, No. Died, No, 

2 23 

7 21 

12 15 

11 1 " 

15 M 

47 Ofi 


In general, the onset of economic rehabilitation 
paralleled the functional cardiac status, but many 
patients returned to work despite symptoms of cor¬ 
onary insufficiency or heart failure. This particu¬ 
larly applied to physicians. No attempt was made 
to analyze the dwation of work as compared to t le 
functional status of the heart on the patient s rebim 
to work. Obviously, the patient who has made a 
good functional recovery ivill live and work longer 
' "'ne who survives the initial impact but is dis- 
■ ■'restive heart failure, angina pectons, 
' '’-cm. It has previously been 
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Data from Tests for Esophagitis in Thirty-three Fatients itif/i Abdominal Pain 


E'ophagOBCopic Fm< 3 Ing«J 


E«opbaelti«Te«t| 


Oa«e. 

\o \r 


Po«-ifii.^ Te«ts 


Granu- 
Erythema larity 


1 

25 

2 

32 

3 

25 

4 

2S 

"j 

32 

6 

33 

7 

31 

c 

33 

A 

40 

10 


egatUe Tes 

11 

Cl 

12 

42 

IS 

42 

14 

59 

35 

34 

16 

41 

17 

61 


Clinical Dlat:no-l«* X ray DIafmo«i«f 

Group with Ho Slpnlfitant Gastro-lntestln*! X-ray AbnormalUJej 

\hdomJnal pam. c v : peptic ulcer (hi‘itory) Prolapse oi antral Tnuco«a 
Abdominal pain, c u ; peptic ulcer (history) Normal 
\hdomlnal pain, cu ; duodenal ulcer Normal 
(history) 

Abdominal pain, c u Nonna! 

Abdominal pain, c u Normal 

Abdominal pain, e u : peptic ulcer (history) Normal 
Abdominal pain, c u Normal 

PneumonW, abdominal pain, c u Normal 

Chrome bronchitis; abdominal pain, cu Normal 
Abdominal pam. c u Normal 


Abdominal pain, c u Normal 

Abdominal pain, cu Normal 

Peptic ulcer (hl'-tory) Abdominal pain, c.u Nonnat 
Abdominal pain, c u Normal 

Cirrhosjc; abdominal pain, c u ; superficial Prolapse of antral mucous 
castntls (on j:a«tro«copy) 


Vance'- Response 


Cntena of 
Esophageal 
Ongm 


Abdominal pain, c u 

Emphy'-eiua: arthntis; chest and 
abdominal pain, c u 

Positi%e Unrelated Tests 

IS 49 Abdominal pam, c u 

19 45 Abdominal pain, c u ; gastrointestinal 

bleeding, c u 

20 So Abdominal pain, o u *, coronary artery 

disease 


Normal 

Duodenal diverticulum 


Normal 

Prolapse of antral mucosa 
Prolapse ot antral muco«a 


Group V 


Positive Te^ts 

21 39 

22 


Duodenal ulcer 


’‘‘fonmty 


Abdominal pain, c u possible ^ 
dNeo«e 




23 

24 


70 

43 


Pn‘‘umonia; duodenal uloe 
Cholelithiasis; cholec*- 




Negative Tests 
25 49 


2C 


29 

30 

31 

32 


3C 

47 

GO 

3S 

29 

51 

49 


Duodenal ulcer 
Duodenal ulcer 
Coronary art 


prepyloric ^ , 

Duodenal * ^ ^ 

nancrea J-r vO- AP 




-almaco'a; Faint 
KsUbladder (3 

■odenal 


. o' lo c^’ r.C>^ 


-s^ VH 'ey' -S' 


pancrep 
disease" 
Duode’ 


■S' 


aiatus 

oer 


Duo 




i?'' 


.o N. •yS' 




A'?' “S? 

/S’ ’ vO <<£'- ''5’ 


muty, hiatus 
jeformitv 

jpl and antra! deformities 

odenal detoimlty; gastric 
div erticulum 

Duodenal ulcer niche 


diae/ ^ \y !\ 

/^''Ny ■'P 








LM 

w 

... 

•f* 

B,D,E 

L/t 

L/4 

... 

a. 

BJJJE 

I//2 

JjlZ 

1-/2 

— 

B.'D.E 

L/2 

L/2 

L/J 


B,D,E 

L 2/3 

L 2/3 

I- 2/3 

-f 

BJ)£ 

I//2 


1-/2 

-1. 

B,C,D,E 

... 


11/3 


B,D 

... 

hli 


a. 

B,D.E 

... 

.. 

3/3 

4- 

B,I),E 

Not 

examined 


... 


B.T),E 



1 2/3 

. 


... 

... 

I-/2 

— 

... 

Normal 

... 

,, 


... 

... 


t/3 

— 


... 

... 

in 

— 

... 

h/i 

I//3 

L/3 

— 

... 

Not 

CTamlned 

... 

... 

— 

... 

Normal 



•4-iinrcI. 

A,B 

Not 

evammed 



-f-unrel. 

A,C 

Not 

erammed 



-funrel 

.4,B,D 

titles 

3/3 


S/3 

4- 

BJ),E 

; • • 

X/3 

... 

■+• 

B,C,D.E 

Xonnal 

... 

... 

4* 

BJ>JS 

Not 

examined 

... 

... 

+ 

B,C4>.E 

3/3 



«... 


I//3 

113 

... 

— 


- 

I./4 

... 

“ 

... 

Normal 

... 

... 

- 

... 

... 

... 

Hi 

_ 

... 

Not 

examined 

... 

... 

— 

... 

Not 

examined 



_ 


Not 

examined 

... 

... 

- 

... 

Not 

exammed 



-runrel 

A,BJ) 


e*5ophaEitH te^t or c'^ophago^copy Vtidommal pain, cn. (cau-e rmdetermined), rra^ pre^'^Cr 
X ray abnonnalities It duodenal delonnity were present and the hi-tory were not 

- IT'S"’ 


■S^ 

.S? ^ po^lthe; —. negative, -t- unrel, po'itiveunrelated See tevt tor deamtion nf r«irv» ' Contm’Kee called 


In W Reported abnorraalitie- indicate remainder of etaininations were normal 
>,■1 L/t, lower fourth; L 2/3, lower two third*; M/3, middle third, etc. Vance* ^ 




csponse« 
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esophagitis-bernstein et al. 


tients with gastrointestinal x-ray abnormalities. Re¬ 
sults of the tests were related to esophagoscopic 
examinations performed in most cases. 

Methods 
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petitive circumstances, the smaU increments of 
acid and antacid can alter the pH of the esopha¬ 
geal but not of the entire gastric contents to ex¬ 
tremes of pH. 


■Esop/iagoscopi/.—Esoplmgoscopy was performed 
with the Eder-Hiifford esophagoscope. Notations 
weie made as to the location and severity of granu- 
I'U’itv, erythema, and varices. In tliese cases, there 
were no instances of severe, ulcerating esophagitis. 
The endoscopic diagnoses were agreed on by at 
least two observers who were unaware of the acid 
perfusion test response in most instances. 

Test for Esovhagifis.-The test for esophagitis 
was performed as previously described,*'^ In all 
cases but one, hvo plastic tubes were used, one 
in tile esophagus (30-35 cm. from the nares) and 
the other in the stomach. Acid or saline solutions 
were delivered from intravenous fluid bottles hung 
behind the patient through either tube, changes 
being made without the patient s knowledge. After 
administi-ation of the control saline solution (6-7,5 
ml. per minute for 10-15 minutes), the 0.1 N hydro¬ 
chloric acid solution was administered for a mini¬ 
mum of 30 minutes at 6-7.5 ml. per minute or until 
severe or typical discomfort was produced. In many 
instances, the duration and/or rate of acid per¬ 
fusion were increased. The criteria previously de¬ 
scribed which were used to difEerentiate esopha¬ 
geal from gastroduodenal origins of induced 
symptoms are as follows: 

A. Distribution of Symptoms; Midline symptoms 
e.\'tending above the level of the xiphoid cannot 
be considered to be of gastric, duodenal, or small 
’ tI origin ® and are therefore presumably of 
origin. However, since upper abdominal 
be of gastric, duodenal, small intbstinal, 
geal origin, this criterion does not localize 
'i in patients with solely abdominal dis- 
of symptoms. 

i "'.y of Disappearance of Symptoms After 
tion of Esonhageal Acid Administration: Ces- 
'on of acid delivery for a few minutes allows the 
acid stimulus to be removed quickly from the esoph¬ 
agus, while the intragastric pH is not altered sig¬ 
nificantly. If the symptoms are in fact produced by 
alteration of pH, disappearance of symptoms within 
a few minutes after cessation of acid perfusion in- 
-..dicates that the symptoms.must have originated in 
rather than'the stomach. 

'''"'■-'-of Disappearance of Sjunptoms After 
'-yon; A small dose of adminis- 
'"3ges in esophageal and 
.cessation of acid 
•^'^‘arance of 
'^■"ates 


E. Introduction of Acid into Stomach for Com- 
parative Effects: The esophageal origin of solely 
abdominal symptoms is indicated by reproduction 
of symptoms with esophageal perfusion but not 
with gastric delivery of acid. Thus, esojrhageal acid 
administration initially (and repetitively) causes 
S 3 Tnptoms which are relieved by stopping acid 
flow; the acid tlien delivered directly into the 
stomach causes no sjonptoms; then readministra¬ 
tion of acid into the esophagus repetitively causes 
the abdominal symptoms. The failure of acid de¬ 
livered directly into the stomach to produce symp¬ 
toms, whereas, both immediately before and after, 
acid delivered into the esophagus elicited symp¬ 
toms, must be considered as the most crucial evi¬ 
dence of their esophageal origin. 

Classification of Results 

Results of the test were characterized as (1) 
positive; reproduction of the clinical abdominal 
symptoms originating in the esophagus, (2) nega¬ 
tive; failure of test to elicit s)miptoms, and (3) 
positive-unrelated: production of-chest sjmiptoms 
from an esophageal source which were unrelated 
to the abdominal complaints .being investigated. 
Thus, for this report, the abdominal symptoms not 
being reproduced by die test, positive-unrelated 
response represents a negative response to the test 
in regard to the investigated complaints. 

The acid perfusion test for esophagitis was per¬ 
formed on 33 patients, of whom 24 were examined 
esophagoscopically. Of tlie 20 patients with the 
diagnosis of abdominal pain, cause undetermined 
(having normal gastrointestinal x-ray examinations), 
the test was positive in 10 (cases 1-10), negative 
in 7 (cases 11-17), and positive-unrelated in 3 
(cases 18-20). Of the 13 patients with definite 
gastrointestinal x-ray abnormalities, the test was 
positive in four (cases 21-24), negative in eight 
(cases 25-32), and positive-unrelated in one (case 33). 

The table summarizes the ages; clinical, x-ray, 
and esophagoscopic diagnoses; and results of the 
tests performed. Figure 1 presents the disti’ibu- 
tion of symptoms in the patients Avith negative 
x-ray findings but with abdominal pain of esopha¬ 
geal origin (cases 1-10). Figui'e 2 indicates tlie 
abdominal sjTnptoms of esophageal origin in pa¬ 
tients with abnormal x-ray findings of the gastro¬ 
intestinal tract lesions which were asymptomatic 
and unrelated to the patient’s present symptoms 
(cases 21-24). 

Results of Tests for Esophagitis 


' with Abdominal Fain, Cause Undeter- 

~ ■'vere 20 patients with a diagnosis 
undetermined. These pa- 
x-ray abnormali- 
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COUNCIL ON DRUGS 


SYMPOSIUM-PANEL DISCUSSION ON THE USE AND ABUSE OF 

ADRENAL STEROIDS 

An A. M. A. symposium and panel discussion on the captioned subject, sponsored by the 
Council, will he presented at the Lisner Auditorium of the George Washington University 
School of Medicine, 21sf and H Streets, N.W., Washington, D. C., September 25, 1958. The 
meeting, ichich is being held in cooperation with the University and the Medical Society 
of the District of Columbia, is open to all physicians, including graduate and undergraduate 
students of medicine. Registration will be optional and free of charge. The program, which 
follows, has been arranged by authorization of the Council. H. D. Kautz, M.D., Secretary. 


1:15 p. m.: Welcome 

Dr. Johx P.vrks, Dean. George Washington 
Universit)' School of Medicine 
Dr. J.ames W. Watts, President, the Medical 
SocietN’ of tire District of Columbia and 
Professor of Neurological Surgerj', George 
Washington University' School of Medicine 
Dr. Hugh H. Hussey Jr., Member, A. M. A. 
Board of Trustees and Dean, Georgetow'n 
University’ School of Medicine 
1:30 p. m.: Opening Remarks by the Chairman- 
Moderator 

Dr. Thom.4S McP. Brosw, Member, A. M. A. 
Council on Drugs, E.xecutive OfiBcer of the 
Department and Eugene Mey'er Professor 
of Medicine, George Washington University' 
School of Medicine 

1:45 p. m.: Steroid Therapy in Endocrine Disorders 
Dr. Johx E. Howard, Associate Professor of 
Medicine, Johns Hopkins University School 
of Medicine 

2:05 p. m.: Steroid Therapy in Rheumatoid Diseases 
Dr. L. Maxwell Lockie, Professor and Head 
of the Dh'ision of Therapeutics, University 
of Buffalo School of Medicine 


2.25 p. m.: Steroid Therapy in Sijstemic Infections 
Dr. Monroe J. Ronlaxsky, Professor of Medi¬ 
cine, George Washington University' School 
of Medicine 

2:45 p. m.: Steroid Therapy in Skin Disorders 

Dr. Riohard B. Stoughtox, Director of Derm¬ 
atology’, Western Reser\'e University' School 
of Medicine 

3:05 p. m.; Steroid Therapy in Surgical Patients 
Dr. Warrex H. Cole, Professor of Surgery 
and Head of the Department, University' of 
Illinois College of Medicine 
3:25 p. m.: Steroid Therapy in Ophthalmic Lesions 
Dr. Irmxg H. Leopold, Professor and Head of 
die Department of Ophthalmology’, Univer¬ 
sity’ of Pennsylvania, Graduate School of 
Medicine 

3:45p.m.: Intermission (15minutes) 

4:00 p. m.: Panel Discussion of Adrenal Steroid 
Therapy 

Sloderator: Dr. Brou’X 
Paaelists: Dbs. How.mo, Lockie, Rom.axski', 
Stoughtox, Cole, and Leopold 
The panel v'ill open the preceding presentations 
to general discussion and will consider questions 
from the audience. 


CHEMICAL LABORATORY 


The Chemical Laboratory has authorized publi¬ 
cation of the following statement. 

Walter Wolmax, Ph.D., Director. 

Monographs of tests and assays for new and 
nonofficial drugs adopted by the Chemical Lab¬ 
oratory of the American Medical Association rep¬ 
resent an expression of opinion as to what might 
constitute adequate tests and assays to serve as a 
reference guide to those interested in the identity 
and quality of a new and nonofficial drug. 

Completed monographs are publisbf^'uecome 
journal Drug Standards for thos/* --‘•cal Association, 
details of the procedure-^ ' 


lowing drugs have appeared in the March-April, 

1958, issue of that journal, except for the mon 

graph on fludrocortisone acetate which appea 

in the January-February, 1958, issue. 

tion of the listed pharmaceuti'''"’/- 

mshed les a the 

, , , " ''^oard of Tnistees 

Acetazol 

\ stand-by p 

"'h 

' -iistributio yipletion 

comin'^_,u ! inimni' 

earliest d led th 

taken at t * 


Acetazola 
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COMMITTEE ON MEDICOLEGAL PROBLEMS 


HANmVWTING, SPEECH, AND BEHAVIOR CHANGES 

Emil Bogen, M.D., Olive View, Calif. 

This report is chapter 8 from a 7?imwa2, being prepared htj the CommiUee on Medwoleml 

Problems, dealing laitli medical and legal procedures involved in the use of chemical tests tor 
mtoxication. ' o ^ i , 


Tlie reliability, accuracy, and speciBcity of fbe 
^^arious chemical tests for the alcoholic content of 
tlie breath, blood, urine, or other materials have 
been extensively determined. The correlation be- 
tvveen the level of alcohol in the body fluids and 
the physiological and psychological reactions of the 
subject have been verified by a multitude of ob¬ 
servers. The legality of such examinations has been 
establislied not only by scholarly briefs and local, 
state, and federal court decisions but also by spe¬ 
cific legislative enactments. 

In any particular instance, however, the x>ossi- 
bilities of error in tlie collection, identification, 
analysis, and recording of results of the tests may 
cast doubt on their applicability. The bare report 
of a laboratory finding may fail to convince a 
judge or jury in tlie absence of confirmatory clinical 
data, especially in the face of a stout denial on tlie 
part of the culprit and die array of uatnesses who 
testify to his sobriety. In ©very case, tlierefore, it is 
important tliat a modicum of observations should 
be made by die arresting officer and die e.\amining 
’ ’ ' and the results recorded to support die 
die chemical tests. Motion pictures, 
lie recordings, and holographic samples 
iting form additional useful exhibits in 
tested cases. 

ished face, red nose, congested conjunctiva, 
'ng peripheral vasodilatation, a fast bounding 
e, deep or rapid respiration, and dilated pupils 
dicating general excitation or die rex-erse during 
die later depressed stages, and liiccups, xomiting. 
or other visceral effects of alcoholic liquors should 
be noted. Such symptoms may arise from many 
"~dther cafeTSSrJbvil diese may be often excluded by 
odier information ahS''g^nerany are consistent with 
the chemical findings. 

- Behavior Change 

'-‘^nnt clinical evidences of alco- 
’ sou gilt in the diaracter- 
' of the individual 
"''irvous system. 

' <;ohere. 


ceptihle alterations in judgment and disposition 
through the various manifestations of central and 
peripheral nervous disturbances to the deepening 
stupor and coma which may eventuate in deadi. 

Tlie psychic changes are associated with lower¬ 
ing in the sensory sensitivit}^ with a rise in the 
threshold of sensation or a lessening of central 
attention, so diat a person is not as conscious of 
what is happening around him or ev^en of what he 
is doing himself. The reaction time is prolonged 
and reflex irritability lessens. Lessening in muscu¬ 
lar coordination represents impaired nerv’e conduc¬ 
tion from tlie brain to the muscles ratlier than 
mere muscular weakness. 

The earliest influences of alcohol, with blood 
levels of less tlian 0,1%- are usually so slight as to 
be readily overlooked. The diminution in inhi¬ 
bitions and social restraints may be at first mani¬ 
fested in slight departures from good taste and 
manners and lessening in self-control and consid¬ 
eration for otliers. .•Effective changes may lead to 
alterations in mood and disposition, wadi a feeling 
of euphoria and good feUow^ship, along wadi an 
increased confidence in ones mental and physical 
prowess which may lead to dangerous recklessness. 
At tJie same time attention, ohsen^ation, deliber¬ 
ation and judgment, and self-criticism may be 
blunted and suggestibility and inipulsiv'eness in¬ 
creased. Accidents and crimes may result, there¬ 
fore, from levels of blood alcohol at which sensorv’ 
or motor chimges remain imperceptible unless deli¬ 
cate measurements are compared with careful ob¬ 
servations made previously or later in die absence 
of alcohol. 

Ill die so-called stage of excitement, when die 
concentration of alcohol passes 0.1 self-conscious- 
ne.ss and self-control dimimsh. Some persons be¬ 
come exalted, gav*, and garrulous and otliers senti¬ 
mental. affectionate, and confidential. Still others 
become boasting and boisterous or suspicious and 
bellicose, while some seem depressed and become 
slusrgisb, quiet, and sleepy vvidiout showing^ the 
more usual excitation. There may be emotional 
instability with sudden shifts from hilarious merri¬ 
ment to maudlin weeping, denionstiratiVe affection 
.abusive pugnacity. Disorderliness, dirtiness, 
"v and slovenline.ss ay appear. Hearing 
a<- cular movements 

evideno'^'' 
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muscular incoordination and beginning clumsiness 
can be detected by careful obser%'ation or simple 
tests. 

In the more advanced stages of drunkenness, 
with blood levels of 0.2% or 0.37o, the mental ob¬ 
fuscation is intensified and incoordination becomes 
more prominent. Tlie disposition and personalit}’ 
changes become greater; there may be flight of 
ideas and pressure of actiwh- or sluggishness and 
loss of attention and response. Dizziness, double 
vision, or roaring in the ears may dex'elop, and the 
senses of touch and pain as well as of sight and 
hearing may be blunted and refle.x actirity in¬ 
creased. Tlie movements become incoordinated or 
uncontrolled, tlie subject may be unable to stand 
erect witliout swaying or falling. iWien his eyes are 
closed,- his gait may become staggering, he cannot 
walk in a straight line or place his finger unhesi- 
tatingh' on a desired jpoint Fumbling movements 
of the fingers and hands, with the familiar difficulty 
in inserting a key in a keyhole, or lighting a ciga¬ 
rette, or in buttoning a garment may be noted. 

As tlie into.vication deepens the subject reacts 
less and less well to the external environment, tlie 
early stages of apparent excitation disappear and 
tlie stage of apathy and general inertia develops. 
Ataxia and general incoordination become marked; 
die subject becomes unable to stand or even to sit 
up. Consciousness becomes impaired so that only 
strong stimulations elicit a response. A semistupor- 
ous or even comatose condition may ensue, with 
complete unconsciousness and paralysis and even¬ 
tual fatality. 

Speech Changes 

The same kind of changes in drought, feeling, 
sensation, and action which are seen in general 
beharior under the influence of alcohol may also be 
recognized in the activities concerned in speech. 
These are less noticeable when the patient merely 
states his name or odier familiar material, but diey 
may be elicited on reading or repeating test phrases 
' and may be more noticeable on spontaneous speech 
as in narrating the circumstances preceding the 
examination. The first changes in the speech reflect 
the early changes in the psychic sphere. With less¬ 
ening of inhibitions, profanity, epithets, and in¬ 
decent words and gestures are used even in die 
presence of women or children. The speech is apt 
to become louder and more rapid and voluble, 
though occasionally it may become slower and 
appear stilted. Impairment in enunciation, widi 
slurring and coarsening of speech and die running 
of words together may be noted. As intoxication 
develops, die content of speech becomes less re¬ 
strained, relevant, and intelligent. Slurring and 
diickening in speech, ndth lessening in control of 
the vocal cords, may increase. Mental confusion, 
may be reflected in omissions, transposidn^’” * 1^1116 
tions, repetitions or substituHo’— • Association, 

or syllables, 


spasmodic or sporadic inarticulate sounds, snoring, 
or stertorous breathing until no further sounds may 
be elicited. 

HandwTiting Changes 


The same processes which produce alterations in 
speech under the influence of alcohol may be ex¬ 
pected to result in analogous changes in the hand- 
uTiting. The preseri'ation of specimens of hand- 
rniting which -demonstrate these changes may often 
supply valuable evidence in a contested case. Even 
the signature may be affected in overinto.vication, 
but copying from a sample or from dictation, or 
preferably an extemporaneous writing, such as an 
account of his condition, are more apt to demon¬ 
strate significant alterations. The choice of words 
and subjects in writing shows the same loss of 
inhibitions which may be noted in speech and 
actions. Handwiting at an early stage is apt to be 
larger and hearier and more ornate than usual. 
Tlrere may be a tendency for die writing to rise or 
fall, and to vari' in die size of letters. Later the 
changes become more marked and the letters less 
legible, with more misspellings, crossing out or 
erasures, overwriting, and wth excess duph'cations, 
insertions, omissions, or transpositions of strokes, 
letters, or words similar to the corresponding 
changes in the enunciation of spoken language. 
The witi'ng becomes more scrawling and illegible 
and eventually merely a sprawling fine before die 
person becomes entirely unable to scribble. 

Delayed effects of alcohoh’c intoxication may be 
seen in persons with alcoholic psychoses, in de¬ 
lirium tremens, in persons recovering from a bout, 
and in inebriates, whedier chronic alcoholics or 
periodic drinkers. But diese effects are to be noted 
chiefly in the content of behawor, speech, and 
writing and in the weakness or tremors which may¬ 
be present, and the incoordination of die acute 
phases is less often or conspicuously noted. 

Individual variations in manifestations of alco- 
hoUc intoxication are marked. Loss of coordination 
which may make a clerk stagger without affecting 
his handwTiting may greatly impair a patrolma^ 
orthography without affecting his gait An en^p 
enced automobile driver may be too drunk to 
and yet succeed in driving long distances 
ically, but without remembering an)^ details of®, 
trip, the condition being comparable to sleepw^" 
ing. Under diese conditions he w'ould'not be 
pared for unusual emergencies or particularly psSi 
ing or baching his car. The range of anesfl 
stages imder alcoholic influence is so 
degree of central nerv'ous rii«t'r., p''Cn .. -e t 


related to the concentrating' 
that an experienc-^-^'f 
ra&er 

e.xists^^^'the over-all im 
bssiriDution^^rstiiem. It urg 
coming_.5ppleinentar>' report 
earliest date possible, and r 
taken at this time. 
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PROCEEDINGS OF THE SAN FRANCISCO MEETING 


Legislation and Public Relations 

R. J. AzzAm, Chairman, New York 
Paul D. Fosteh, California 
Fhancis F. Hollakd, Florida 
J. Arnold Bargen, Minnesota 
Dan C. Ogle, United States Air Force 


Medical Education and Hospitals 

Non^^AN A. Welch, Chairman, Massachusetts 
Peter Murray, New York 
Wesley W. Hall, Nevada 
\VALTEn C. BoRNEAfEtER, Illinois 
Willard A. Wright, North Dakota 

Medical MiHlar>' Affairs 

Troy A. Siiaeer, Chairman, Texas 
W. Vinson Pierce, Kentucky 
Francis M. Forster, Section on Nervous and Mental 
Diseases 

Archie O. Pitman, Oregon 
H. Thomas McGuire, Delaware 

Miscelianeous Business 

Frank A. MacDonald, Chairman, California 
John J. Masterson, New York 
Lucien R. Pyle, Kansas 
J. M. Pfeipfenberger, Illinois 
Charles F. Strosnideb, North Carolina 

Reports of Officers 

James Q. Graves, Chairman, Louisiana 
Earl W. Mericle, Indiana 
B, E. Montgomery, Illinois 
Charles G. Hayden, Massachusetts 
Harold Gardner, Pennsylvania 

Rules and Order of Business 

Joseph C. Griffith, Chairman, Wisconsin 

Ezra A. Wolff, New York 

Louis C. Theobald, New Hampshire 

B. W. McNease, Alabama 
Philip Foisie, Massachusetts 

Sections and Section Work 

Wilkie D. Hoover, Chairman, Oklahoma 

H. Kenneth Scatliff, Illinois 

Winfred A. Showman, Section on Dermatology 

Jesse W. Read, Washington 

Kenneth B. Gastleton, Utah 

ellers 

E^rl Malone, New Mexico 
Albert T. Sudman, Wyoming 
Milo Fritz, Alaska 
James Feldmaver, -California 
„ ^Paul F. Orr, Ohio 

Sergeants at Arms 

C. Paul White, Master, Illinois 
Eustace A. Allen, Georgia 

L. O. SiMENSTAD, Wisconsin 

of New Delegates.-The new delegates intro- 
' Robert E. Hastings, Arizona; Donald A. 
M„nry Gibbons, California; Harlan A. 
•^or, Connecticut; J. W. Cham- 
' Indiana; George H. 
Michigan; John R. 
Paul F. Orr, 


J.A.M.A., Sept. 6, 1938 


>^edical Association, notice of whose death had 
een received since the 1957 Annual Meeting. The dates 
following the^names indicate the years of smdee in the 
House or as officers of the Association. 

Bates, W. A., South Dakota, 1933-193S. 

Bailey, Clark, Kentucky, 1945-1950; 1953-1957; Vice-Presi¬ 
dent, 1954-1955. 


Blaine, IVaJter C, Illinoi.s, 1919. 

Blankenhorn, Marion A., Ohio, Vice-Chairman, Section on 
Practice of Medicine, 1934-1935; Chairman, Section on 
Internal Medicine, 1948-1949. 

Bloch W. H., Louisiana, 1922-1923. 

Boswell, Henry, Mississippi, 1922-1924; 1926; 1928. 
DeBuys, L. R., Louisiana, 1917-1918; 1921. 

DeVigne, Harry C., Ala.ska, 1926. 

Donaldson, Walter F.. Pennsylvania, 1923-1927; 1929-1933- 
1935-1948. 


Drennen, W. E,, Alabama, 1915. 

Ellis, E. F., Arkansas, 1930-1931. 

Fawcett, Ivan, West Virginia, 1938-1949. 
f itzgibbon, John H., Oregon, 1936-1943; Member, Board of 
Trustees, 1945-1950. 

Fouts, Roy W., Nebraska, Vice-Speaker, House of Delegates, 
1938-1945; Speaker, House of Delegates, 1946-1947; 
Vice-President, 1948-1949. 

Giordano, Alfred S., Indiana, 1945-1951; Vice-Cbairman, 
Section on Pathology and Physiology, 1949-1950, 
Harris, C. H., Te.vas, 1906. 

Hammond, Roland, Rhode Island, 1924-1928; 1930-1933; 
1937-1938. 


Hart, W. Lee, U.S. Army, 1928; 1930. 

Kindleberger, C. P., U.S. Navy, 1930. 

Kump, Albert B., New Jersey,.1953-1955. 

Lockwood, Ira Hiram, Missouri, Vice-Chairman 1950-1951, 
and Chairman, 1951-1952, Section on Radiology. 
Matas, Rudolph, Louisiana, 1903; Chairman, Section on Sur¬ 
gery and Anatomy,-1907; Vice-President, 1932-1933. 
McCracken, J. H., Texas, 1912. 

Mellen. Dan, New York, 1956-1957. 

Orton, Henry B., New Jersey, Chairman, Section on Laryn¬ 
gology, Otology, and Rliinology, 1948-1949. 

Paryzek, Harr>' V., Ohio, 1942; 1944-1946. 

Peacock, Cassius Lee, Louisiana, 1944; 1946. 

Pedersen, V. C., New York, 1910. 

Pruitt, Marion C., Georgia, 1942. 

Rice, E. E., Oklahoma, 1911. 

Risser, Arthur S., Oklahoma, 1941-1944. 

Robinson, George W., Missouri, 1913; 1924-1927. 

Ross, Alonzo A., Texas, 1930-1933; 1935-1940. 

Schmidt, Louis E., Illinois, Secretary, 1912-1915, and Cliair- 
man, 1916, Section on Genito-Urinary Diseases. 

Senear, Francis E., Illinois, Secretary, Section on Dermatol¬ 


ogy and Syphilology, 1929-1933. 
hephard, John Hunt, California, 1933; 1935-1936. 
mith, Scott Lord, New York, 1945-1951. 
prague, B. H-, Soutli Dakota, 1918. 

'higpen, Charles A., Alabama, 1916. 

Fliite, John Hutchings, Oklahoma, 1913-1914. 

Vinslow, Floyd S., New York, 1933-1952; 1954-1957, Mem¬ 
ber, Council on Constitution and Bylaws. 

'he House rose in silent tribute to the memory of its de- 


Distinguished Guests.-The following distinguished guests 
were introduced by the Speaker: 

Mr. E. D. Bronson, American Bar Association 

Dr. B. C. Kingsbury Sr., American Dental Association 

buuc yuui- and Edwin L. Crosby, Amencan Hos- 

euiuRjx'asin on uNi 


-“ ir lerican 

-nal Medical TesliL . 

Rar of the City 


Veterinary Medical Asso- • 
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Dr. Walter Hedgcock, British Medical Association 
Dr. A. D. Kelly, Canadian Medical Association 
Dr. S. C. Sen, Indian Medical Association 
■Mrs. Muriel C. Henry, National League for Nursing 
■Mr. Harry' P. Loynd, Pharmaceutical Manufacturers Associa¬ 
tion 

Mr. Louis J. Fischl, American Pharmaceutical Association 
Miss Evelyn M. Haniil, American Nurses Association 

Woman’s .Auxiliary.—Tlie President of the Woman's Auxil¬ 
iary, Mrs. Paul C. Craig, addressed tire House of Delegates 
indicating that future plans of the Auxiliary will be focused 
on the correlation and continuity of its actir-itics through in¬ 
creased communication with the state auxiliaries as well as 
with organization-s whose interests dovetail with those of the 
.Auxiliary. 

The Reference Committee on Reports of Officers, to which 
the address was referred, was impre.ssed with tire progre.ss 
the Auxiliary had made and expressed the gratitude of the 
House for its outstanding job. 

.Address of the President—Dr. David B. Allman, President, 
delix'ered his address, which was referred to the Reference 
Committee on Reports of Officers. Dr. Allman summarized 
accompli.shnrents of the past year; he pointed out that tire 
A. M. A. had taken a positix’e attitude in the field of federal 
legr.slation affecting the health and safety of tire American 
people, and e,xpressed fire following hope; (1) that every 
physician wall rededicate himself to the serxace of mankind 
and that every medical society will strengthen its discipli¬ 
nary system to prevent the very few from besmirching the 
vast majority; (2) that members of the medical profession— 
as American citizens—be high-minded, incomrptible men 
and women above reproach; (3) that tire House of Dele¬ 
gates and the entire medical profession continue to have 
a profound sense of duty and of social justice; and (4) that 
the final criterion of any contemplated step be the greatest 
good for the greatest number. 

The Reference Committee expressed its agreement witii 
the hopes of Dr. Allman and congratulated him on his 
report. 

Address of the President-Elect.—Dr. Gunnar Gundersen, 
President-Elect, delix'ered his address, which was referred 
to the Reference Committee on Reports of Officers. Dr. 
Gundersen urged that active cooperation be given to the 
Committee to Study A. M. A. Objectix'es and Basic Pro¬ 
grams and stated that closer liaison and constructive plan¬ 
ning in conjunction xvith specialty groups and other medical 
organizations is essential to achieve the kind of medical 
unity which xvill serx'e the best interests of both medicine 
and the public. Dr. Gundersen further stated (1) that a re- 
evaluation of the A. M. A. legislative situation is necessary, 
which will inx'olve a reorganization of the Washington 
Office; (2) that the A. M. A. intends to expand its states 
relations and make every effort to strengthen tlie bonds be¬ 
tween all levels of medical organization, national, state, and 
local; and (3) that another matter of concern is the better 
coordination of the Association’s research program. 

The Reference Committee commended Dr. Gundersen on 
his ability to e.x'press himself and joined him in urging closer 
liaison and constructive planning in conjunction with spe¬ 
cialty groups and other medical organizations. 

Report of the Secretary.—Dr. George F. Lull, Secretary, pre¬ 
sented his report, which was referred to the Reference Com¬ 
mittee on Reports of Board of Trustees and Secretarx-. 

Application of Virgin Islands Medical Society' 

On June 2, 1958, the Secretary received a communication 
from the Xhrgin Islands Medical Society dated Maj' 24, 1958, 
which constituted an application by the Society to become 
a constitutent society of the American Medical Association. 


Accompanying the application was an oath of allegiance to 
the Constitution, Bylaws, and Principles of Medical Ethics 
of the Association, signed by all, of the members of the 
Virgin Islands Medical Society, together with a copy of its 
Constitution and Bylaws. 

The Reference Committee, althougli cognizant that the 
chartering of a new constituent .society is not a common 
cx'cnt, beliex’ed tliat the Society had comph’ed with the 
necessary requirements, and therefore recommended that 
the admission of the Virgin Islands Medical Society as a 
constituent society of the American Medical Association be 
approved in principle. It suggested that this matter be re¬ 
ferred to the proper department of the A. M. A. for favor¬ 
able action after all the x>ertinent facts have been obtained 
with the adxice and counsel of the Law Department. 

Resignation of Dr. Mulholland 

Tlie Secretary reported tliat he had received the resigna¬ 
tion of Dr. Henry' B. Mulholland from the Council on 
Mctlical Service effective June 2-5, 195S. 

Proceedings of the House 

Dr. Lull reported that tlie June 1957 Proceedings of the 
House of Delegates had been mailed to members of the 
Hou.se and others during the first part of June, and that the 
December 1957 Proceedings were mailed during the latter 
part of June. He also pointed out that the format of the 
Proceedings had been revised and comments and suggestions 
w'ould be welcomed. 

The Reference Committee approved of the revised format 
of the Proceedings and commended tlie Secretary’s Office for 
instituting these changes. 

Report of Board of Trustees.—Tlie Spe.'iker referred items in 
the report of the Board of Trustees as printed in the Hand¬ 
book of the House of Delegates (see The Jourxai., May 17, 
pages 343-345) as indicated below; 

Reference Committee on Report.i of Board of Trustees and 
Secretary 

Matters Referred by House of Delegates 

Financial Statement 


Matters Referred by House of Delegates 

Aviation Alcdfcine.—The Reference Committee noted that 
the Board complied with tlie directive of the House, adopted 
at its 1957 Philadelphia Meeting, which recommended that 
a completely adequate and competent medical department 
be established in the Civil Aeronautics Administration, di¬ 
rectly' responsible to the C. A. A. Administrator. A state¬ 
ment had been sent to Sen. Warren G. Magnuson urging 
the passage of S. 1045, 83tli Congress, to accompbsh the 
purpose of the directive. The committee commended this 
action of the Board, but recommended continued efforts on 
the part of the Association to secure the enactment of ap¬ 
propriate legislation because of the rapidly expanding ac¬ 
tivities in the field of aviation medicine. 

Identification of Hospital Solutions.—Tlie Reference Com¬ 
mittee approv'ed the action of the Board in instituting r 
study of this subject by tlie Council on Drugs. The complete 
report of the Council was publi.shed in The Jour^j— 

19. page 1988). 

Vaccine Distribution.—The ReferenceCj>«»»rrtfq called 
the attention of the House of thc silil.i- 

tion. It was in agreement of Tru.stecs and t)ie 

Committee on Influenza Association .slioiild c.vcrclvc 

leadership in developing /t'anplctc .stand-by' program and 
emphasized the ov'er-all / ’itortance of fiie vv'hoJc vaccine 
distribution rijsiblem. It frcrd file completion of the fortli- 
comin,'' „.-^iIwnentan' mass inmuinizalion at flic 

earliesf date possible, reeoiiimeiidcd that no .'iction be 
taken at this time. ' 
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RcltalnlUoiion Cotwthation Scrvice.-Thc ReffiTOic<? Com- 

T- V ostahhshment of an 

•i / rdiahihtatjon consultation semce to tlie con- 
>;'W''caI societies, and recommended that the House 
inn 1 s action of tlie June 1957 meeting approving the 
project and urging its early implementation 
Amcriam Retirement Plon.-The Reference Committee re¬ 
viewed the rciiort of the Board and agreed with its opinion 
fiiat It would not be feasible for the American Medical 
Association to conduct an ins'estigation of the Social Security 
bsistein.^ However, altliougb the Committee recognized the 
diiiiculties that would be encountered in persuading the 
Congress to initiate such an investigation, it believed that 
renewed effort should be made to accomplish tlie objectives 
of the resolution. It recommended therefore that the matter 
again be considered bj’ the Board of Trustees. 

Radioactive Isotopes,—The Reference Committee endmsi- 
asticalJy recommended tlie appointment of the Committee 
on Atomic Afcdi’cine and Ionizing Radiation as reported by 
the Board, and further recommended that the committee 
concern itself with informing the American public from 
time to time on all phases of radiation hazards, including 
“fall-out," having to do with the health of the nation. 

Financial Statement 

The Reference Committee renewed die financial state¬ 
ment of the Association as rendered by the Board of Trustees 
and the auditor's report. The committee noted with satisfac¬ 
tion that membership dues were received from 138,600 
members in 1957, as compared with receipts from 136,000 
in 1956. Careful supervision and management of dre As.so- 
ciation’s resources have resulted in an increasing return on 
investments, from a yield of 2.96!S in 1956 to 3.16% in 1957. 

The committee commended the Board of Trustees, the 
Treasurer, and the General Manager for their sound manage¬ 
ment of the fiscal aflairs of the Association, which has re¬ 
sulted in a substantial increase in its net worth. 


J-A.M.A., Sept, e, 195S 


nf I!!*’ recognized tliat the thoughtful cooperation 

prognm^of required to implement a sound 

and indicated that formal consultations with sucii specialti' 
groups will be held as an essential preliminaiy to the more 
specific and detailed planning of the proposed minimal 
program. It expects to include consideration as to whether 
tins program of preparation for general praedee should be 
called an ]ntem.ship or a residency, or identified in some 
other manner. The committee, in cooperation with specialty 
groups involved, will give consideration to the type of recog¬ 
nition that may be developed for those individuals who 
surcessfulJy complete a part or all of this proposed program. 

The Reference Committee on Medical Education and Hos¬ 
pitals recommended that full consideration of the pre¬ 
liminary report be given by all members of the House of 
Delegates, and tliat comments or suggestions be submitted 
to the Committee on Preparation for General Practice. It 
commended the efforts and studies of the committee and 
awaits with interest the completion of its studies and tlie 
final report. 

B. Commission on Medical Care Plans.—Tlie commission 
made its sixth progress report indicating that, altbougb it 
bad hoped to have its final report completed by this date, 
it was unable to finalize its report at the April 11-13 meet¬ 
ing. However, the statistical portion of the report, desig¬ 
nated as Part II, Statistical Appendices and Bacl^round 
Materials, had been completed and distributed to members 
and alternates of the House of Delegates. It is anticipated 
tliat tlie remainder of the report containing other findings, 
as well as conclusions and recommendations by the Com¬ 
mission, will be completed for consideration at its meeting 
in September, and subsequently .submitted to the Board for 
review. 

The Reference Committee on Insurance and Medical 
Serx’ice approved the progress report and commended the 
Commission on Medical Care Plans for the tremendous task 


Supplementary Reports of Board of Trustees 

Supplementary reports were presented to the House by 
title or by the Chairman, Dr. E. S, Hamilton; 

A. Preparation for General Practice.—The Committee on 
> . ■ I rtion for General Practice, a study group of repre- 
'ves of the A. M. A. Council on-Medical Education 
; ispitals, the Association of American Medical Col- 
tiie American Academy of General Practice, and the 
v'ialty areas, made a preliminary report to present the 
trrent thinking of tlie committee. 

The committee report outlined general considerations; as 
working definition of the medical practice involved the 
following statement was adojited by the committee: 
“General Practice is that aspect of medical care performed 
by the Doctor of Medicine who assumes comprehensive and 
continuing responsibility, commensurate with his professional 
competence, for the patient or his family.” It suggested tliat 
a new graduate educational program for general practice 
lie developed and tliat primary consideration be given to 
an education experience enabling the physician to provide 
medical care for all members of the family irrespective of 
age. The graduate program proposed as preparation for 
general jpractice is de.signed to be more comprehensive than 
interfishipxin regard to patient respon.sibility, educational 
eouten\,,.aticl continuity of experience. - 

Under existuis^ circumstances, the' committee believes that 
a period of at least two years- of formal hospital training 
following attainment of the medical degree is necessary in 
preparation for general practice of medicine. The two-year 
period would be minimal even wliere oth^ factors of edu¬ 
cational quality and content are optimal, two-year 

experience, in the opinion of the committee, wM^urnish 
a sound base for further graduate medical education in any 
field. 


it lia.s undertaken. The committee indicated that members of 
the House were favorably impressed with tlie voluminous 
amount of data collected as evidenced by the section of tlie 
report entitled Part II. It was felt that the studies of this 
Commission would assist in tlie solution of the numerous 
pressing problems discussed at reference committee hearings. 
The committee, recognizing the desire of tlie membership 
for a final report from the commission, urged that the group 
do its utmost to complete its final report so that it may be 
considered at the 1958 Clinical Meeting. 

C. Resolutions 20 and 24, adopted in December, 1957.—The 
Board of Trustees following the December, 1957, meeting 
of the House of Delegates, referred resolutions 20 and 24 
concerning the relationship of the medical profession with 
the United Mine Workers Welfare Fund and witli^ other 
"third party” mechanisms, to the Council on Medical Sendee 
and the Council on Industrial Health for study and recom¬ 
mendations. , t. I 

A report was prepared by the Committee on Medical 
Care for Industrial Workers, a joint committee of the two 
councils; it was approved by the two councils, and sub¬ 
mitted to the Board of Trustees by the Council on Medical 
Service on May 18, 1958. The report expressed ^agreement 
witli the recommendation of resolution 20 that medicines 
side of this controversy should be presented to the medica 
profession and subsequently to tlie public. However, it 
was suggested that further consideration should be give 
to the following three specific aspects of tire problem be ore 
an educational campaign is initiated; 

1. Scope and Timing of Educational Campaign. 

2. Definition of Term “Freedom of Choice. 

3. State or National Educational Program. 

The Board of Trustees considered and concurred /n n 
above suggestions but recommended that final , 

these resolutions be postponed until the final repo 


f 
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Commission on Medical Care Plans is received, inasmuch as 
hvo of tlie items referred to have been the suhiect of in¬ 
tensive study by the commission. 

Tlie Reference Committee on Insurance and Medical 
Sendee, althoush concurring in the opinion of the Board of 
Trustees that final action on these resolutions should be 
postponed until the final report of the commission is received, 
believed that in the interim the Board should implement the 
purposes of resolutions 20 and 24 to the greatest degree 
consistent with good judgment, and recommended that the 
Board consider authorization to the Department of Public 
Relations to publicize in areas where indicated by local 
conditions the first p.irt of resolution 20 svhich reads as 
follows: 

“RESOt-VED, tliat the House of Delegates condemns the 
current attitude and method of operation of the U. M. W. A. 
Welfare and Retirement Fund as tending to lower the 
quality and availability of medical and hospital care to its 
benefici.aries.” 

Tire House of Delegates, however, after considerable de¬ 
bate, adopted the following amendment made on the floor: 
"that this section of the Reference Committee report be 
.amended to show that our A. M. A. Headquarters staff is 
directed, under supers'ision of the Board of Trustees, to 
proceed immediately with the campaign which was originally 
ordered at Philadelphia last December, that no further de¬ 
lays will be tolerated, and that the Council on Medical 
Sersice be relieved of any further responsibility in this 
matter.” 

D. AMA-ABA Liaison Committee.—In 1957 at the invitation 
of the President of the American Bar Association, the Board 
of Trustees of the A. M. A. appointed three representatives 
to serv’e on a j'oint national medicoleg.al liaison committee. 
Tlie Board reported that since its formation the committee 
has held three meetings at which the following subjects were 
considered: (a) preparation of a national interprofessional 
code; (£>) encouragement of state and local medicolegal 
meetings; (c) medical professional liability problems, in¬ 
cluding preliminary review of malpractice claims by local 
boards composed of doctors and lawyers, (d) medicolegal 
forms; and (e) the possibility of establishing medicolegal 
courses in law schools and medical schools. 

As a result of its deliberations with respect to medicolegal 
meetings, it is the intention of the joint committee to devise 
a plan whereby a panel of qualified attorneys and pliysicians 
will be made available as speakers to participate at medico- 
leg.il meetings at the local, state, and national level. The 
joint committee prepared and submitted for approval a 
proposed National Interprofessional Code for attorneys and 
physicians, intentionally prepared in general terms to permit 
its adaptation in the light of local conditions and circum¬ 
stances. The Code will also be presented for approval to the 
Board of Governors and the House of Delegates of the 
American Bar Association at its meeting in August, 1958. 

The Reference Committee on Miscellaneous Business 
wholeheartedly approved the report of the joint eommittee 
as transmitted by the Board, complimented the committee 
on the evcellence of its report, and recommended the adop¬ 
tion of the proposed interprofessional code. It also expressed 
the belief that it will be e.\tremely helpful in improving 
interprofessional relationships between physicians and 
attorneys. 

E. Hypnosis.—The Board submitted an informational report 
on hypnosis which was developed by its Council on Mental 
Health acting as a Committee of the Whole to study tlie 
modical use of hypnosis. The report stated (1) that the use 
of hypnosis has a recognized place in the medical armamen¬ 
tarium and is a useful technique in tlie treatment of certain 
illnesses when employed by qualified medical and dental 
personnel; (2) tliat teaching related to hypnosis should be 
under responsible medic.al or dental direction; (3) tliat as 
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certain aspects of hypnosis still remain unknown and con¬ 
troversial, active participation in high level research by 
members of the medical and dental professions is to be 
encouraged; and (4) that the use of hypnosis for enter¬ 
tainment purposes is vigorously condemned. The Board in 
transmitting the report indicated that it would be sub¬ 
mitted for publication in a specialty journal. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health approved the report and commended 
the Council on Mental Health for its work. 

Tlie House of Delegates adopted the Reference Commit¬ 
tee report with an amendment that the hypnosis report be 
published in The Jouhxae with the origin.al bibliography 
appended. 

F. Advertising of Over-the-Counter Medications.—In 1957 
the House of Delegates adopted two resolutions dealing with 
television and radio advertising of “patent medicines.” One 
recommended that the Board augment its liaison with the 
television and radio industry and urge a more careful screen¬ 
ing of broadcast material in an effort to eliminate offensive 
and misleading adverti.sing; the other recommended that the 
Board continue vigorous opposition to the objectionable ad¬ 
vertising pertaining to health and that it support voluntary 
activities which would accomplish this end. 

At the request of the Board, the Department of Public- 
Relations initiated a study of the problem and made the 
following recommendations to the Board: (1) that the 
American Medical Association join with other interested 
groups in setting up an e.\panded voluntary' program, co¬ 
ordinated by the National Better Business Bureau, which 
will seek to eliminate objectionable advertising of over-the- 
counter medicines; (2) that the American Medical Associa¬ 
tion counsel with the Js’ation.il Better Business Bureau in the 
selection of a physicians’ ads-isory committee; (3) that the 
established facilities of the American Medical Association, 
such as the Chemical Laboratory, the offices of tlie various 
scientific councils, and the Bureau of Investigation, be made 
available, so far as is feasible, to aid in the carrying out of 
this program; (4) that the Public Relations Department 
continue its liaison w'ork xvith the various groups involved 
and assist in the development and operation of this program 
in any way possible; and (5) that the American Medical 
Association become a sustaining member of the National 
Better Business Bureau, giving ex'idence of its willingness 
and desire to support this organization in its worthwhile 
activities. 

The Board of Trustees adopted the firs-t four recommenda¬ 
tions and reported that it had the fifth recommendation 
under consideration. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health endorsed implementation of the rec¬ 
ommendations and considered monies spent in tliis endeax'or 
most justified. 

G. Report of AMA—AHA Liaison Committee.—The Board 
submitted tlie second report of the joint committee of the 
American Medical Association and the American Hospital 
Association to study in-hospital medical professional lia¬ 
bility problems. The committee, appointed in 19.57, has 
proceeded xvith the projects as outlined in its initial report 
and submitted to the House at its December, 1957, meeting. 
The committee feels that the results which have been 
realized thus far are encouraging, and it can fulfill a definite 
need in the analysis of joint hospital-medical professional 
liability problems and in the formulation of a sound pre¬ 
vention program xvhicK.jdn be implemented by constituent 
associations and by indiridual hospitals. 

The Reference Committee on Insurance and Medical 
Service commended the work of the joint committee and, in 
particular, the efforts of the committee in the matter of the 
appointment of similar joint professional liability committee.s 



continued study of Ae 
infonnation at 

H. Status Report of Activities of Commission on a National 
Emergency Medical Care PJan.-An informational report on 
tlic acfi\'itios of the commission was submitted by the Board 
of Tnistcas. The report outlines in detail background in- 
fonnalion on the formation of tlie research program and 
jmtiation of the plan of study to establish criteria for the 
pro\'is*ions of medical care of the surviwng population in the 
event of an enemy attach on the nation. 

Provisions of the contract between the A. M. A. and tlie 
Federal Civil Defense Administration arc outlined: that the 
A, M. A. “shall study, develop, and recommend the planning, 
training, and operational organization needed as a basis for 
a National Enicrgcncy Medical Care Plan for the treatment 
and care of casualties and noncasualtics prior to, during, and 
after a h)'pothctical 20 megaton ground burst tliemionuclear 
attack upon a selected geographical area or areas in tlie 
United States.” Work and sendees under the contract will 
be completed on submission to the Federal Civil Defense 
Administration of the final report and recommendations not 
later than Nov. 26, 1958. 

The Commission on a National Emergency Medical Care 
Plan was set up under the aegis of tlie Council on National 
Defense, tlie Council on Medical Sendee, and two physicians 
from the St. Paul-Minneapolis area, which was selected as 
tlie site for the study project. Generally, it was considered 
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of assfpimenfs of medical officers of the several federal 

which can be recommended at tins time. The Board of 

opinion of the Council 

liie Reference Committee on Medical Militar}' Affairs 
recommended the adoption of tlie report. 

J. Accreditation Program for Schools of Nursing.~The 
Board of Trustees called attention to the fact that, through 
It « Nursing and its representatives on the 

iVanonal Joint Commission for the Improvement of the Care 
of n)e Patient, it has maintained close contact with the 
nursing profession and that recently the National League 
for Nursing approved of additional representation from the 
A. M. A. on its accreditation committee. The Board feels 
that this will assist it in its efforts to work closely with the 
nursing profession in tliis important area. 

The Reference Committee on Medical Education and 
Hospitals recommended approval of die report. 

K. Medical Rating of Physical Impairment.—A guide for use 
in the evaluation of impairment to the visual system, the 
second in a series, was completed by the Committee on 
Medical Rating of Physical Impairment and was accepted 
by the Board. It will be published in a future issue of The 
Journal for tlie information of the profession. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health recommended approval of the report. 


that the matching of all available medical resources against 
tlie total medical requirements resulting from such an attack 
would provide a fair test. 

TJiree task forces of tlie commission have been created 
composed of representatives from national healtli and medi¬ 
cal organizations. They are (1} Task Force on Organization 
which shall give consideration as to how organized medicine 
should best function to participate in botli planning and 
operational roles; (2) Task Force on Personnel Training 
and Utilization wliich is concerned ndtli the education and 


L. A. M. A. News.—Recently the Board of Trustees approved 
the establishment of a newspaper to be published bi-weekly 
for distribution to approximately 200,000 physicians. The 
newspaper will be edited witli the idea of keeping the 
physician informed in tlie medicoeconomic field, concentrat¬ 
ing on news not now carried in other A. M. A. journals. It 
is planned tliat the first issue will be distributed on Sept. 22. 

The Reference Committee on Reports of Board of Trus¬ 
tees and Secretary recommended the adoption of the report. 


training phase of the project, giving consideration to die 
study and recommendations for the development policies, 
means, methods, and programs designed to prepare all healdi 
and medical services personnel, professional and nonpro¬ 
fessional, for operational capability in the event of enemy 
tliermonuclear attack; (3) Task Force on Emergency Medi¬ 
cal Care which has the responsibility of preparing recom¬ 
mendations concerning the management and care of mass 
casualties under conditions of limited personnel, supplies, 
and facilities. 

Preliminary reports of the task forces are to be completed 
during July, 1958, and submitted to the full commission in 
August, 1958. Concurrently, a report of the field study phase 
to be completed by staff members of the commission and, 
subsequently, a report of the completed study project wiR 
lie submitted to the Council on National Defense for its 
review and referral to the Board of Trustees. 

It is anticipated tliat the study project will be completed 
in November, 1958, in accordance xvith tlie terms and con¬ 
ditions of the AMA-FCDA contract. 

The Reference Committee on Medical Military Affairs 
recommended the adoption of the report. 

I. Participation in Local Medical Societies by Physicians 
, Employed in Federal Service.-The Board of Trustees, fol- 
Mowing the December, 1957, meeting of tlie House of Dele¬ 
gates, referred to die Council on National Defense resolution 
29 on the problem of assisting in the accomplishment of the 
objective of securing active participation in local medical 
societies (especially where dues at^diarged) of physicians 
employed in the federal government,'“as long as nonpaying 
membership in the A. M. A. is offered. 

The Council and its Committee on Military Medical 
Affairs decided that because of the variance in local and 
state society rules and regulations and the frequent change 


Report of Council on Medical Education and Hospitals.—The 
Speaker referred the report of the Council on Medical 
Education and Hospitals as printed in the Handbook of the 
House of Delegates (see The Journal, May 17, pages 345- 
347) to the Reference Committee on Medical Education and 
Hospitals. 

The Reference Committee recommended the adoption of 
the report of the Council which includes approval of a 
revision of (1) the “Essentials of an Approved Internship” 
and the “Essentials of Approved Residencies and^ Fellow¬ 
ships”; (2) tlie section on “Scope of Training” of the 
“Essentials of Approved Residencies and Fellowships” in 
otolaryngology; and (3) the "Essentials of an Acceptable 
School of Medical Technology.” 


Report of Council on Medical Service.-The report of the 
Council on Medical Service covered four primary subjects 
and was referred to the Reference Committee on Insurance 
and Medical Service; 

(A) Resolution No. 18 (1957 Clinical Session) on Vendor 
System of Payment. This resolution called for endorsement 
by tlie House of Delegates of the “. . . direct or VEN^OT 
system of payments to physicians from public funds tor 
professional services rendered to Public Assistance re 


\lie Council recommended that . . the House of Dele¬ 
gates (1) reaffirm the prerogative of the states to determine 
be allocation of these funds; (2) endorse, in 
iegislation in the Congress which, by ^ 1 

Social Security Act, would return this nght to ‘ 

states; and (3) direct the Board of Trustees to take positi 

iction to implement this policy. i r cpr 

The Reference Committee recommended approval or ot 


tion A of tlie report. 
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(B) Suggested Guides for Medical Society Sponsored 
■\''oiuntar}’ Prepajinent Medical Benefit Plans. It was recalled 
that the Council on Medical Sen'ice had a Seal of Accep¬ 
tance Program during tlie years 1946 to 1954 which applied 
to health insurance plans sponsored or approved by medic.al 
societies. That program was based on standards adopted by 
tlie Council and approved by the House, ^\’hen the House 
terminated tlie Seal of Acceptance program in June, 1954. 
it stated tliat “. . . the Standards and Principles will be 
nmintained as guides for .all groups operating or est.ablishing 
plans.” 

In tlie inters'ening years it has seemed desirable to develop 
a new approach in the nature of “guides” to eliminate any 
possible reference to an acceptance or approval progr.im. 
Accordingly, the Council’s Committee on Prepajonent Medi- 
c.ol and Hospital Senace prepared suggested guides for 
medic.al society sponsored voluntary prepayment medical 
benefit plans. Tlie 10 suggested guides, as modified by tlie 
Council, were submitted to the House of Delegates for its 
consideration and appros-al. It was also indicated that guides 
for buyers or prospectii’e purch.asers of he.alth insurance 
benefit programs are under consideration and will be re¬ 
ported on at a later date. 

The Reference Committee commended the Council on 
Medic.al Sena'ce for its untiring efforts to produce a set of 
guides for medical society sponsored voluntary piepayanent 
medical benefit plans. However, it indicated that testimony 
presented before the committee indicated that there is still 
diversitj’ of opinion among members of the Council widi 
reference to guide four of Section B. Tlie committee tliere- 
fore recommended that Section B of the Council’s report 
be returned to the Council on Medical Sem’ce for further 
study and report at the 1958 Clinical Meeting. 

(C) Suggested Guides for the Organization and Opera¬ 
tion of Medictil Society Committees on Aging. It was stated 
that during the past year the Committee on Aging had been 
urging m^ic.al socities to take an active interest in the 
problems of aging and has held regional meetings in Seattle. 
Dallas, District of Columbia, Birmingham, and Omaha to 
stimulate this interest. One of the ob/ecHi’es was tlie estab¬ 
lishment of committees on aging in all constituent and 
component medical societies. To assist the societies, the 
Council .submitted a set of "Suggested Guides for Medical 
Society Committees on Aging” to tlie House for its approval. 
The guides have been discussed at the regional conferences 
and are the result of suggestions from physicians in all tj^pes 
of practice. 

The Reference Committee recommended the approi’al of 
Section C of the report. 

(D) Recommendations regarding Hill-Burton Hospital 
Sun'ey and Construction Program. A printed abstract report 
on the Hill-Burton study was attached to the report of the 
Council, representing the key portion of a 100-page mimeo¬ 
graphed report prepared by the Committee on Medical and 
Related Facilities following two years of intensive rcsearcli 
and field work. Both documents were approved by the 
Council on Medical Sena'ce. The report recommended that 
(1) the Hospital Sun'ey and Construction Program should 
be continued althougli its objectives should be redefined and 
certain changes made to render it more effective; (2) the 
states be permitted to establish priorities in accordance with 
tlieir individual needs; (3) all categorical grants be elimi¬ 
nated permitting the states to allocate funds to the various 
tjpes of hospital and medical facilities according to their 
needs; (4) the term, “diagnostic or treatment center,” should 
be eliminated from any listings in the Act; (5) the term, 
public health center, be eliminated from any listings in the 
Act; (6) there be established a program which would pro¬ 
vide for federally guaranteed long-term loans at low interest 
rates for the construction or renovation of hospitals and 
nursing homes; (7) die Surgeon General be requested to 
appoint a physician in private practice as a member of the 
Federal Hospital Council and that this physician be selected 


from a list submitted by the American Medical Association; 
and (8) each state medical association take steps to obtain 
adequate representation on its own state hospital adWsory 
council. 

The Reference Committee was sincerely impressed ua'th 
the report of tlie Hill-Burton study by the Committee on 
Medical and Related Facilities of die Council on Medical 
Sen'ice. It felt that the report, factual and complete, repre¬ 
sents the type of work wluch redounds to the credit of the 
Association, and that all who contributed to its preparation 
are to be congratulated. The committee recommended ap- 
prov.al of Section D of the report. 

Special Report of Council on Constitution and Bylaws.—Tlie 
special report of the Council on Constitution and Bylaii’S 
was referred by the Speaker to the Reference Committee on 
Amendments to the Constitution and Bylaws. 

Reserve Officers—Indian Service 

At the 1956 Clinical Session in Seattle, the House 
amended die Bylaws in two particulars. 1. It eliminated 
reference to die Indian Sen'ice from Chapter I, Section 2, 
relating to Sen'ice members because of the fact that the 
Indian Sen'ice is now a part of the Public Health Sen-ice. 
2. It added to the same section reference to commissioned 
medical officers of the resen'e components on evtended active 
duty with the several branches of the armed forces and the 
Public Health Sen’ice so as to make such officers eligible for 
Sena'ce Membership. Similar changes had not been made 
in the Constitution. Reference to this situation was called to 
the attention of the House in June, 1957, but no action 
could then be taken because amendments to the Constitution 
must lay over for one session In order to eliminate these 
inconsistencies between the Constitution and the Bylaws die 
Council recommended adoption of the .amendments to 
Article V, Section 2 of the Constitution. 

The Reference Committee recommended the adoption of 
the recommended amendments to Article V, Section 2, of 
the Constitution, which would then read as follows: 

“Article V—Members; Section 2—Sen'ice Members.—Sen'¬ 
ice Membership shall be limited to regular commissioned 
medical officers and commissioned medical officers of the 
resen-e components on extended actix'e duty xxa'th the United 
States Army, tlie United States Nax-y, the United States Air 
Force, and the United States Public Health Sena'ce and the 
permanent medical officers of the Veterans Administration 
subject to the proxisions of the Bylaxvs.” 

Sen'ice Members 

At the December, 1957, session of the House of Delegates 
Resolution 7 on Sena'ce Membership xx-as considered, and 
in x'iexx' of the comple.\ity of the question, xx'hich inx-olx-es 
changes in tlie Constitution and Bylaxx-s of the Association, 
xx-as referred to the Council on Constitution and Bylaxx's for 
further study. 

The Council considered tliis problem at its meeting in 
Chicago in March, 1958, at whicli representatives of the 
Secretary’s office and tlie Membership Department of the 
A. M. A. xvere present. The Council also had the benefit of 
sex-eral xxoitten statements expressing the opinions of some 
of the constituent societies concerning Sena'ce Memberships, ’ 
and of a full and free discussion of the historical basis for 
Serxrice memberships and tlie x-arious changes that hax-e been 
made in that classification during the years. It xx-as brought 
out that the Membership Department did, in the past, give 
Service Membership precedence ox-er all other classification 
of membership xx-hen a doctor entered the regular Army or 
one of the reserve components, but that tliat procedure is no 
longer foUoxved. Since January, 1957, an actix-e member of a 
constituent society is retained in that classification if that is 
liis desire and if the rules and regulations of the constituent 
society permit it. 
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tion Mc..,bors of the American Medical Association who 
ha%e been dropped from the Membership roll for non- 
layment of annual dues cannot he reinstated until such 

Ilnlf but such indebtedness 

Miail apply only to the one year of delinquency. 


PROCEEDINGS OF THE SAN FRANCISCO MEETING 


J.A.M.A., Sept. 6, 1958 
caSd. "'^Jeh it was 


Di\’ision Two—Scientific Assembly 
Chapter V.—Repistration 

Section 1. Registrants-Only the following shall be per¬ 
mitted to register at any meeting: 

(C) Rc.sidents and interns who are graduates of approved 
medical schools and who are certified to the Executive Vice- 
1 resident of the Association by the superintendents of their 
re.spechve hospitals. 

(D) Medical students of approved medical schools who 
are certified to the Executive Vice-President of the Associa¬ 
tion by their re.spective deans. 


Chapter VI.-Mcetings 

^ction 2. Inaugural.—The inaugural meeting shall be 
held on Tuesday evening of the week of the annual meeting 
and shall be presided over by the President or in his ab¬ 
sence or at his request by the Vice President, until the 
induction of his successor. The program for this meeting 
shall be arranged by the E-xecutive Vice-President of the 
A.ssociation, subject to the approval of the Board of Trustees. 


Division Three—Business and Legislation 
Chapter IX.—House of Delegates 
Section 1. 

(B) Tenn.—(2) Secretaries of constituent associations, 
secretaries of sections of the Scientific Assembly, the Sur¬ 
geons General of the United States Army, the United States 
Na\'y, the United States Air Force and the United States 
ublic_Health Service and the Ciiief Medical Director of the 
dministration shall certify delegates and alternates 
itive Vice-President of the American Medical 


onment.—(1) The apportionment of delegates 
tituent association shall be one delegate for 
(1,000) or fraction thereof Active Members 
n Medical Association as recorded in the 
•xecutive Vice-President of the American 
’ation on December 31 of each year. Such 
.shall take effect the cn.suing January 1 and 
flcctive for one year thereafter. In January 
the Executive Vice-President of the American 
'iatiou strall notify each constituent association 
delegates to whicli it is entitled during the 

''jr 

n.—(2) A delegate or his alternate may 
it credentials, provided he i.s properly identi- 
egate or alternate selected by his association 
cd to the Executive Vice-President of the 
Heal Association. 

. Se.s.sions.—{A) Regular.—The House of Delc- 
mcet annually on tlic Monday of the week of the 
ecting and in the same city as the Scientific Assem- 
he Association. The Hon.se of Delegates shall hold 
tcrim session each year at the time and place dcsig- 
by (he Board of Trustees. Biisine.s-s that may properly 
' before an annual session may be considered at any 
rim session subject to the provisions of the Con.stitution. 
e provisions of the Bylaws governing the conduct of an 
nnual session, shall apply to an interim session. 

(B) Special.—Special sessions of the House of Delegates 
shall be called by the Speaker on written request of twenty- 
five or more delegates fepresenting one-third or more of the 
constituent associations, or on request of a majority of the 
Board of Tni.stces. When a spcdiil session is thus called, the 
Executive Vice-President shall mail a notice to the last 
k-r.ois’n addres.s of each member of the House of Delegates 
at least twenty days before the .special session is to be held. 






of Delegates” ® tjommittees (Councils) 

Section 1. Designation and Administration.-The Judicial 
Council, the Council on Medical Education and H^pitals, 
the Council on Medical Service, and the Council on Consti- 
^tion and Bylaws shall be the standing committees of the 
House of Delegates subject to the administrative direction of 
the Executive Vice-President. 


Section 2. Membership.-(D) The Council on Constitu¬ 
tion and Bylaws shall consist of five Active or Service Mem¬ 
bers elected by the House of Delegates for terms of five 
years, so arranged that at each annual session the term of 
one member expires. The President, Executive Vice-Presi¬ 
dent, Assistant Executive Vice-President, a member of the 
Board of Trustees selected by die Board and the Speaker 
and Vice-Speaker of the House of Delegates shall be ex 
officio members of this Council without the right to vote. 

Section 4. Officers.—The Councils and Committees shall 
organize and elect their own officers except that on nomina¬ 
tion by the respective Councils, the Board of Trustees shall 
elect a secretary of the Council on Medical Education and 
Hospitals and a secretary of the Council on Medical Service 
and shall fix their salaries. 


Section 9. Reports.—Each Council and Committee shall 
submit an annual report of its work to the House of Dele¬ 
gates at the interim session. All such reports, when possible, 
.shall be transmitted to the Executive Vice-President of the 
Association before being presented at the interim session. 
The Executive Vice-President shall provide copies for dis¬ 
tribution to the members of die House of Delegates and 
arrange for tlieir publication in The Joubnae of the Ameri¬ 
can Medical Association. Only urgent special reports shall 
be submitted at the annual session. , • ' 


Chapter XII.—Reference Committees of the House of Dele¬ 
gates 

Section 4. Enumeration.—The following reference com¬ 
mittees are liereby provided: 

(B) Board of Trustees, to which the reports of the Board 
of Trustees shall be referred; 

Chapter XIV.—Nomination, Election, and Installation of 
General Officers and Affiliate and Honorary Members 

Section 1. Nominations.—Nominations for office, except 
for Secretary-Treasurer, shall be made from the floor by a 
member of the House of Delegates. A nominating speech 
.sliall not exceed two minutes. 

Section 2. Election of Officers.—(A) Time.-Officers of 
the Association, except the Secretary-Treasurer, shall be 
elected by the House on the fourth day of the annual ses¬ 
sion. The House may set the time or hour of such election 
by adopting an appropriate motion. The Reference Com¬ 
mittee on Rules'and Order of Business at eacli annual sesnon 
shall consider tliis matter and shall make recommendations 
to the blouse. 


Chapter XV.-Rights and Duties of Officers 

Section 6. Secretary-Treasurer.-In addition to the ng s 
and duties ordinarily devolving on tlie secretary o 
poration by law, custom or parliamentary 
granted or imposed in other provisions of 
and the.se Bylaxvs, the Secretary-Treasurer shall 
official custodian of all securities and the f jjjs. 

owned by the Association, subject ^ a 

po.sition of tlie Board of Trustees. The of the 

bank or trust company to act as custodian i" ^ ond 
Secretary-Treasurer of all or any part 
:o act as agent of the Association in collecti g 
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therefrom. The Secretarj'-Trcasiirer .shall giv'e bond in such 
.sum as may be fixed by the Board of Trustees, the premium 
on such bond to be paid by tlie Association. 

(B) Perform such other duties as may be directed by the 
House of Delegates or by the Board of Tnustees. 

Chapter X\T.—Board of Tru.stee.s 

Section 1. Composition.—The Bo.ard of Tnistees shall con¬ 
sist of eleven members, nine elected as proxided in Article 
VII of the Constitution, and the President and the President- 
Elect. The Vice President, Spealcer and Vice Speaker of the 
House of Delegates shall attend all meetings of the Board 
(including executive sessions) xx-ith right of discus.sion but 
xx-ithout tlie right to xarte. 

Section 4. Riglits and Duties.—In addition to the rights 
and duties conferred or imposed on the Board elsexx-here in 
the Constitution and Bylaxx-s, the Board shall 

(C) Appoint annually from one of its number a Secretarx-- 
Treasurer who shall assume his duties as a general officer as 
provided in Chapter XIV, Section 4, of the Bylaxvs. 

(D) Appoint an editor or editors for all or any of the 
Association’s publications. Tlie Editor of The Joltixal of 
the American Medical A.ssociation shall be an e.x officio 
member of all standing committees of the Board of Trustees 
and of the House of Delegates xx-ithout the right to x-otc; 

(E) Appoint an Executix-e Vice-President, xx-ho .shall be 
the chief evecutix-e officer of the .Association to manage and 
direct tlie actix-ities of tlie Association. He .shall be an ex- 
officio member of all .standing committees of the Board of 
Trustees and of tlie House of Delegates without the right to 
x'ote; 

(F) Appoint an Assistant Executix-e Vice-President. He 
shall be an ex officio member of all standing committees of 
the Board of Trustees and of the House of Delegates xx-ithout 
the right to vote; 

(G) Hax-e the accounts of the Association audited at 
least annually; 

(H) Make proper financial reports concerning Associa¬ 
tion affairs to the House at its annual session, and 

(I) In the ex-ent of a x-acancy in any council or in any 
general office of tlie Association, except that of President or 
President-Elect or Speaker or Vice-Speaker, may fill the 
vacancy by appointment until the next annual session of the 
House, at xx-hich time the House shall elect for the un- 
e.xpired portion of the term, unless othcrxxise prox-ided for in 
the Constitution and these Bylaxx-s. 

Prelinunar>- Report of Committee to Study A. M. A. Objec- 
tix-es and Basic Programs,—The progress report of the Com¬ 
mittee to Study A. M. A. Objectix-es and Basic Programs 
xx-as referred by the Speaker to the Reference Committee on 
Miscellaneous Business. 

The committee, appointed by the Speaker pursuant to an 
action of the House at its 19.37 Clinical Meeting, had been 
charged xx-ith the responsibility to consider four matters: 
(a) redefinition of the central concept of the A. M. A. 
objectix-es and basic programs; (b) placing more emphasis 
on scientific aetixaties; (c) taking the lead in creating more 
cohesion among national medical societies; and (d) stud>ang 
socioeconomic problems. 

The committee met in Chicago on March 15, at xx-hich 
time a questionnaire xx-as developed subjec-t to nece.ssary 
changes resulting from pretesting. Appro.ximately 3,000 
copies of the questionnaire, printed in black ink, together 
xxath a statement explaining the genesis of the committee, 
xvere mailed on May 14 to the officers, trustees, past-presi¬ 
dents, delegates, and alternate delegates of the A. M. A., the 
deans of medical schools, the members of A. M. A. councils, 
secretaries of American Boards, the officers and editors of 
state and county medical associations and of 133 other 
national medical organizations. Copies of the statement and 
questionnaire, printed in blue ink, xx-ere sent to a probability- 
sample of 3,900 names draxx-n from the files of the A, M, A. 


Directory- Department. The comrm'ttee plans to make at 
least a tentatix-e report to tlie House at its 1958 Clinical 
Meeting. 

The Reference Committee urged those xx-ho had receix-ed 
a questionnaire to cooperate to the greatest degree possible, 
and recommended the adoption of the report. 

Report of Committee to Study the Scientific Assembly.—The 
report of the Committee to Study the Scientific Assembly 
xx-as referred by the Speaker to the Reference Committee on 
Amendments to the Constitution and By-laxx-s. 

Pursuant to the action of the House at its 1957 Clinical 
Meeting, the Speaker appointed a committee to study the 
Bylaxx-s as they- pertain to the Scientific Assembly. (See 
Remarks of Speaker, page 33.) 

The committee conferred xx-ith the Council on Constitution 
and Bylaxx-s and its report coincides xx-ith the report sub¬ 
mitted by- the Council to the House of Delegates. 

The Reference Committee considered togetlier the report 
of the Committee to Study the Scientific Assembly- and the 
special report of the Council on Constitution and By-laxx-s 
(Sec Report of Council on Constitution and By-Iaxvs, page 
59.) 

Annual Meetings 

On recommendation of the Board of Trustees, Miami 
Beach xx-as selected as the site for the 1960 Annual Meeting 
of the Association and Nexv York for the 1961 .Annual Meet¬ 
ing. 

No action xx-as taken on the selection of a city for the 
1962 Armual Meeting pending additional inx-estigation of 
facilities offered by sex-eral cities. 

Election of Officers 

The folloxving officers xx-ere elected: 

President-Elect: Lours M. Onn, Orlando, Fla. 

Vice-President: W. Linxvood Ball, Richmond, ^'a. 
Secretary--Treasurer: RAX->ro.vD M. McKeoxx-n, Coos Bay, 
Ore. 

Speaker, House of Delegates: E. \'rN-CENT Askey, Los 
Angeles 

Vice-Speaker, House of Delegates: NoRM.or A. Weixh, 
Boston 

Members, Board of Trustees: Warhen W. Fuixey, Chicago; 
Ravmo.vd M. McKeoxx-x, Coos Bax-, Ore., and Rufus B. 
Robins, Camden, .Ark, 

Member. Judicial Coimcil: Georoe A. Voodhouse, Pleas¬ 
ant Hill, Ohio 

Members, Council on Medical Education and Hospitals: 
John Z. Boxx-ers, Madison, M’is.; Leland S. .McKrrnucK. 
Brookline, Mass. 

Members, Council on Medical Serxice: John F, Burton, 
Oklahoma City-, Okla.; Reuben B. Chbisslan Jr., Coral 
Gables, Fla., and Russell B, Roth, Erie, Pa. 

Members, Council on Constitution and Bylaxx-s: W. C. 
Bor-nemeter, Chicago; William Hti.anij, Grand Rapids, 
Mich.; and William D. Stox-all, Madison, Wis. 

Election of Affiliate Members 

The foUoxxing persons xx-ere elected to Affiliate Member- 
sliip in the American Medical Association: 

American medic-al missionaries, nominated by the Judic-ial 
Cbuncil: 

Donald T. Bosch, Hohok-us,.X, J. 

N.aomi L. Dalton, Vellore, South India 
Donald R. Kendschi, Palo Alto, Calif, 

Jay P. Munsey, Libya, North Africa 

Samuel Gardner Ran-kin, Koxx-loon, Hong Kong 

Leon K. RirrENTrousE, Kingston, B. W. 1. 

David Paw. Ruppert, Ethiopia, Africa 

R.AYMONTJ E. Stan-nard, U. S. O. M. Kathm:'n4it Venal 

Clifford S. Weare, Indianapolis, Ind. 
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Introtluction of Resolufions.-Tlie Speaker called for Hie 
introduction of resolutions; 

Medicare: No. l.-Dr. Milford O. Rouse for the Texas Medi¬ 
cal Association introduced a resolution inviting tlie constitu- 

mi Nfe'ihr in tennilate contracts 

on Medicare, and calling for the repeal, modification, or 

ainendmcnt of Public Law 569, 84th Congress, so as to 
provide medical care for the dependents of the personnel 
ot unitormcd services through programs underwritten by 
voluntary prepayment plans, or by pay increases adequate 
tor siicJi personnel to purchase voluntary prepaid insurance. 
It was requested that copies of this resolution be sent to tlie 
President or the United States, members of the Congress, 
and all constituent medical societies. 

The Reference Committee on Legislation and Public 
Relations felt that as the present Medicare law contains a 
\’ariety of methods of financing healtli care costs, tlie pur¬ 
pose of the resolution could be accomplished through modi¬ 
fication of the present implementing directives without the 
necessity for new legislation. The committee recommended 
that the resolution be not approved and that the action 
taken by the House of Delegates at its 1957 New York 
meeting with respect to resolution 19, which reads in part 
as follows, be reaffirmed : 

“M'e... are recommending that the decision as to the 
type of contract and whether or not a fee schedule is in¬ 
cluded in future contract negotiations should be left to 
individual .state determination ...” 

MedicGi'e: No. 2 and 60.—Dr. Charles C. Smeltzer, Tennes¬ 
see, introduced resolution 2 which protested the continuation 
by the Department of Defense of the fixed fee schedule, 
in those states whose doctors hold that this system is not sat- 
isfact''ry, and recommended (1) that the way should be 
opened by the Department of Defense for the negotiation 
of c''ntracts under Medicare whereby physicians would be 
allowed to charge their usual and customary fee for the 
services rendered, and (2) that the A. M. <A. Board of 
Trustees take all action po.ssible to bring about these re¬ 
quested changes in the policy and administration of the 
Medicare program. 

Resolution 60, introduced by Dr. J. W. Chambers, Georgia, 
resolved that the A. M. A. infonn the Department of De¬ 
fense immediately of the advantages of an indemnity-type 
Medicare contract, whicli would (1) reestablish the physi¬ 
cian-patient relationship and eliminate the “complete third 
party medicine” a.spects of the program; (2) decrease the 
vernment financial obligation to the patient and thereby 
Tuinate the budgetary need for the restriction of freedom 
f choice of physician and eliminate the budgetary need for 
a decrease in the extent of authorized medical care; and 
(3) increase patient-doctor relationship and responsibility 
that is recognized by the American Medical Association as 
being so important in American medicine today, tliereby 
restoring the status of the patient to that of other patients 
covered by indemnity-type plans comparable with industrial 
insurance plans. The resolution further recommended that 
the Association demand that the Department of Defense 
permit constituent medical societies to negotiate indemnity- 
type contracts at tlie earliest possible time. 

The Reference Committee on Insurance and Medical 
iervijfj^ which considered these two resolutions together, 
feh tha’t since the A. M. A. is already on record as having 
reciucstcd the Department of Defense to permit individual 
states to negotiate an indemnity type (Medicare) contract, 
if so desired, and since the Association has a Task Force on 
Dependent Medical Care under the direction of the Board 
of Trustees, the committee recommended that these two 
resolutions he not adopted. 

Statc-hvStatc Participation in Federal Insurance Contribution 
Vet- No 3 -Dr N. Gallivan for the Connecticut State 
Medical Society introduced a resolution urging that the 
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medicV^oL-^v ^."‘^“"rniend to each constituent 

partiSpaS. 

RewLf™ Legislation and Public 
resol^HonS nf ^recommended that this 

Hm hil ^ V approved In the opinion of the committee, 
the basic position of the A. M. A. in regard to Social Se- 
cunty IS one of opposition to compulsory coverage of 
physicians. If the Association were to approve the inclusion 
ot all physicians in a particular state, it would be approving 
the compulsory inclusion of many physicians in tliat state 
who are opposed to such coverage. 

Indigent Care: No. 4.-Dr. Kenneth B. Castleton for the 
Utah State Medical Association introduced a resolution 
calling attention to the fact that confusion, duplication, and 
waste exist as a result of the multiplicity of programs in 
effect to provide matching funds to the various states for the 
medical care of welfare recipients, and making suggestions 
for their elimination. 

The Reference Committee on Insurance and Medical 
Service was in general agreement with the intent of the 
resolution which recommended (1) that the A. M. A. bring 
this situation to the attention of tlie Congress with tlie view 
to complete revision of tlie program; (2) that the A. M. A. 
request that any funds provided under the Social Security 
program for the medical care of the indigent be directed 
toward the purchase of prepaid medical care, such as Blue 
Cross-Blue Shield, in order to eliminate the confusion, 
wa.s'te, and duplication and to provide better medical care 
for such senior citizens; and (3) that the resolution be 
forwarded to the Committee on Indigent Medical Care of 
the Council on Medical Sendee which is now conducting 
a study of this subject. The committee, however, recom¬ 
mended that section 2 be amended to read as follows: That 
the A. M. A. request that any funds provided under the 
Public Assistance provisions of the Social Security Act for 
medical care of the indigent be administered by a voluntary 
agency such as Blue Shield on a cost plus basis or by a 
specific agency established' by tlie medical society of the 
state in which indigent care is rendered. 

Free Choice of Physician: No. 5.—Dr. Robert C. Long for 
the Kentucky State Medical Association introduced a resolu¬ 
tion recommending that the A. M. A. use its resources to 
develop at the earliest possible date an educational program 
designed to (1) educate the members of the medical pro¬ 
fession to the advantages to the public and the profession 
of maintaining the free choice of physician system of prac¬ 
tice, and (2) infomi' its members of the dangers to the 
public and the profession of participation in medical service 
plans that deny this system and that otherwise tend to lower 
the quality of medical care. Additionally, it was recom¬ 
mended that the A. M. A., working with the constituent 
medical societies and at the earliest date feasible, develop 
a continuing informational campaign designed to educate 
the public of the evils, dangers, and disadvantages of any 
medical service plan tliat tends to lower the quality and 
efficiency of the medical care it is now enjoying. 

The Reference Committee on Insurance and Medical 
Service endorsed tlie intent of the resolution and, in particu¬ 
lar emphasized that freedom of choice of physician is basic 
in’tlie philosophy of medicine. The committee theretore 
approved the resolution but recommended that its inipie- 
inentation be delayed until the-Commission on Medical care 
Plans reports at tlie 1958 Clinical Session. By way of an 
explanation the committee called attention to the s • 
nurposes of the Commission on Medical Care Plans, 
stiidi' (1) the nature and metliods of operation of the various 
of plans through which persons receive the .services of 
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pliy.Mcians; (2) the effect of these plans on the quality and 
quantity of medical care provaded; and (3) the legal and 
ethical status of the arrangements used hy the various plans. 

Opposition to Forand-TjTje of Legislation: No. 6 and 16.— 
Resolutions were introduced by Dr. Earl F. Leininger (No. 6) 
for tlie Nebraska State Medical Association and Dr. Milford 
O. Rouse (No. 16) for the Te.\as Medical Association relat¬ 
ing to opposition by the A. M. A. to the Forand bill 
(H. R. 9467) and any legislation similar in philosophy and 
intent tliat would amend Title II of the Social Security Act 
by introducing a hospital and medical benefit, thereby 
establishing a national system of compulsory health insur¬ 
ance. Tlie resolutions also requested that a copy of each 
he sent to tlie President, the members of the Congress, as 
well as to the constituent medical societies. 

The Reference Committee on Legislation and Public Re¬ 
lations which considered the two resolutions together, rec¬ 
ommended that they be approsed with the exception of the 
resolve directing that they be sent to the President and 
others. The committee believed tliat publicit>’ concerning 
the resolutions should be left to the discretion of those 
indiWduals within tlie Association charged xxith the re¬ 
sponsibility of conducting the campaign against Forand-t}pe 
legislation. 

Voluntaiy Health Insurance for the Aged: No. 7.—Dr. C. C. 
Sherburne introduced a resolution for the Ohio State Medi¬ 
cal Association calling attention to the rising cost of Using 
which has made it difficult for the aged Using on pensions or 
otlier fi-xed incomes to meet the costs of medical care, and 
recommending that the nesvly created Joint Council to Im¬ 
prove tlie Health Care of the Aged take immediate steps to 
confer ssith voluntary health insuring agencies and organiza¬ 
tions on tlie feasibility of offering a contract ssiiich ssill pre¬ 
side (1) medical and hospital cos-erage for those beyond tlie 
age of 65, and (2) a method sshereby tlie insured mas- 
secure paid-up coverage for life through the pas-ment of 
necessary premiums prior to age 65. 

The Reference Committee on Insurance and Medical 
Service ss-as in general agreement ssith the intent of the 
resolution. It appros-ed section 1 of the resolution, but ss-as 
of tlie opinion tliat the second section mas- not nosv be 
considered feasible. The committee called attention to the 
1957 Clinical Meeting report of the Reference Committee 
on Insurance and Medical Sersice ss-hich urged a continua¬ 
tion of studies along tliese lines. The committee ss-as also of 
the opinion tliat it is inappropriate to refer resolutions from 
tliis House directly to an interassociation group, such as the 
Joint Council to Impros-e the Health Care of the Aged. MUth 
these comments in mind, the committee recommended the 
adoption of the resolution ss-ith the suggestion that it be re¬ 
ferred to the Board of Trustees for proper implementation. 

Automatic Stop Order on Dangerous Drugs: No. 8.—Dr. 
James M. Kolb, Arkansas, introduced a resolution urging 
that the A. M. A. express strong opposition to the action of 
the Joint Commission on Accreditation of Hospitals in ad¬ 
vocating an automatic stop order on dangerous drugs, be¬ 
cause (1) the dangerous drugs were not defined; (2) it is 
extremely difficult to have stop orders on some tj-pes of 
medication and not on all medication; (3) since the order 
has been in effect (December 1957) there have been many 
instances of patients needlessly .suffering; (4) physicians 
capable of ordering drugs are capable of stopping those 
same drugs; and (5) tlie order is an arbitrary and unneces¬ 
sary invasion of the doctor-patient relationship. Copies of 
the resolution were to be sent to tlie Joint Commission on 
Accreditation of Hospitals, tlie American College of Physi¬ 
cians, the American College of Surgeons, the American 
Hospital Association, the Canadian Medical Association, and 
the American Academy of General Practice. 


In the report of the Reference Committee on Medical 
Education and Hospitals, it was pointed out that tlie regula¬ 
tion was established because of some unfortunate situations 
affecting the health and life of indiv-iduals where automatic 
stop orders did not exist. M'hile recognizing that any regula¬ 
tion or order is only as effectiv-e as those administering it 
may make it. and that unfortunate situations max- arise 
involv-ing strict interpretation by some, the committee was 
of the opinion that this regulation is good from the stand¬ 
point of the protection of tlie public. The committee further 
believed that the proper administration of such a regulation 
in order to be satisfactory- to everyone concerned involves 
responsibility- for its administration on the part of individuals 
and hospitals in a particular area, and therefore recom¬ 
mended that the resolution be disapproved. 

Social Security- Coverage for Phy-sicians: No. 9.—Dr. Stanley 
B. Weld for the Connecticut State Medical Society- intro¬ 
duced a resolution instructing the Secretary of the Associa¬ 
tion to conduct a nationwide referendum on the question of 
Social Security coverage for physicians, and that the results 
be reported as soon as possible to the secretaries of the 
constituent medical societies. 

The Reference Committee on Legislation and Public Re¬ 
lations pointed out that as there is no provision in the 
Constitution and Bylaw-s of the Association for a referendum 
of its members, such a referendum w-ould usurp the duties 
and prerogatives of the House. The committee therefore 
recommended that the resolution be not approv-ed. (See 
also discussion on resolutions 19 and 20. page 66.) 

Senior Medical Students as Clinical Clerks to Replace First 
Year Interns: No. 10.—Dr. Philip H. Jones for the Louisiana 
State .Medical Society- introduced a resolution calling atten¬ 
tion to the fact that nonuniversity affiliated hospitals axe 
experiencing great difficulty- in obtaim'ng interns in the 
numbers and of the caliber tliey require, and further that 
many- of these hospitals have tlie facilities for providing 
excellent intern training programs. 

The Reference Committee on Medical Education and 
Hospitals approved the intent of the resolution tliat the 
A. M. A. take appropriate measures to investigate the feasi¬ 
bility- of tlie use of senior medical students in clinical clerk¬ 
ships in the place of first y ear interns in univ-ersity affiliated 
hospitals. It recommended that the resolution be referred to 
the Council on Medical Education and Hospitals for its in¬ 
formation. 

Restrictive Effect of Board Certification on Practice of Medi¬ 
cine: No. II.—Dr. Philip H. Jones for the Louisiana State 
Medical Society- introduced a resolution stating that when 
board certification groups w-ere first organized tliey- w-ere 
meant to improve standards and clarify competence of in¬ 
dividuals as practitioners in v-arious specialties, but that the 
act of certification has become stereotyped and is being 
used restrictively “as a union card” in the practice of medi¬ 
cine in many instances. The resolution requested tliat the 
A. M. A. request its representatives on the Joint Commission 
on Accreditation of Hospitals to e.xercise their influence to 
direct tliat Board certification should not be used as a 
qualification for staff appointments in hospitals approx ed by- 
the Commission. 

The Reference Committee on Medical Education and 
Hospitals called attenHon to the fact that the sentiment 
expressed by- the resolution is one which has been reiterated 
by- the Joint Commission on .4ccreditation of Hospitals on a 
number of occasions. The committee rec-ommended appro\-al 
of the resolution witli tlie following modification: “That tlie 
House of Delegates of the A. M. A. request its representa- 
tiv-es on the Joint Commission on Accreditation of Hospitals 
to exercise their influence to direct that Board certification 
not be used as tlie sole qualification for staff appointments 
in hospitals approved by the Commission.” 
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pol t3 as refinested m the resolution and believed tliat tJic 
matter should be left to tJ,e decision of the individual states 
in negotiating their Medicare contracts. Tlie committee 
tliercforc recommended that the resolution be not adopted. 

Tim House, however, adopted an amendment made on 
the Roar to the effect that the A. Af. A. request the ad¬ 
ministrator of the Medicare program to issue a directive to 
uie negotiating team to submit to the wishes of each state 
in all matters in the Medicare program. 


Limitation of Exemption for Residents from Payment of 
Dues: No. 14.—Dr. O. J. Campbell, Minne.sota, introduced a 
resolution requesting an amendment to eliminate the time 
limitation from tlie present provisions of Chapter III, Sec¬ 
tion 4, of the Bylaws of the Association, limiting the exemp¬ 
tion for residents from pajnnent of dues to the period of 
five years following graduation. It was felt that the exemp¬ 
tion .slionld be available to members entering residencies 
and fellowships later than five years after graduation. 

The Reference Committee on Amendments to the Con¬ 
stitution and Bylaws agreed with tlie intent of the resolution 
e.xcept for its reference to fellowships. It was pointed out 
tliat fellowships are not now covered by Chapter III, Section 
4 (C), of the Bylaws. The committee recommended that 
the resolution be referred to the Council on Constitution 
and Bylaws for implementation insofar as it relates to resi¬ 
dents, and to residents only. 


Relationships Between Medical Profession and Administra¬ 
tors of Medical Care Plan of UMWA: No. 15.—A resolution 
was introduced by the Tennessee delegation requesting that 
a special committee composed of three or five members of 
the House of Delegates be appointed by the Speaker of the 
House (a) to make an investigation of the situation in the 
states where disputes exist between the medical profession 
and the administrators of the medical program of the 
UMWA for the purpose of determining the facts with re¬ 
gard to the origin and the nature of such disputes, (h) to 
report their findings to the House of Delegates at its 1958 
Clinical Meeting, and (c) that the Board of Trustees make 
available to the committee the necessary funds and person¬ 
nel for its proper functioning. 

The Reference Committee on Insurance and Medical 
Service commended the medical profession in Tennessee for 
the manner in which it has approached problems of medical 
care in the coal mining areas and for its successful liaison 
with administrators of the medical program of the UMWA. 
However, it was of the unanimous opinion tliat the appoint¬ 
ment of a special committee is not now necessary; that a 
great deal of work has been and is being done by various 
groups within the Association; and that the creation of a 
new committee would be a duplication of work and money. 
The committee further pointed out it is hoped that the 
Commission on Medical Care Plans will report at the 1958 
Clinical Meeting on some of the suggestions made in this 
resolution. The committee recommended, tliat in view of 
the activities already being carried out by tlie A. M. A., the 
resolution be not approved. 


Inclusion of Physicians Under Social Security: No. 17.- 
Dr Milford O. Rouse for the Texas Medical Association 
introduced a preamble and resolutions requesting tliat the 
Association unequivocally oppose the inclusion of self- 
mployed physicians in the Social Security System, and that 
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wheueas. Proposals for the inclusion of self-employed 
Security System have been mLe 
repeatedly and are now pending before Congress; and 
WHEii^s, The matter ],as been discussed several times 
before the A. M. A. House of Delegates and its reference 
committees, yet there remains the necessity of reiterating 
our position to members of Congress and to the general 
public that American physicians still strongly oppose being 
included in the Social Security System; and 
wiiEnEAS, American physicians always have stood on the 
principle of security through personal initiative; therefore 
be it 

Resolved, That the House of Delegates of the American 
Medical Association unequivocal])' opposes the compulsory 
inclusion of self-employed physicians in tlie Social Security 
System. 


Jenkins-Keogh Bills: No. I8.-Dr. Milford O. Rouse for the 
Texas Medical Association introduced a resolution request¬ 
ing that the A. M. A. again affirm its strong endorsement of 
the principle of tlie Jenkins-Keogh plans, urging the prompt 
and favorable consideration of the proper bills in the present 
Congress, and that a copy of the resolution be sent to the 
President of the United States, the members of the Congress, 
and the constituent medical societies. 

The Reference Committee on Legislation and Public 
Relations recommended approval of this re-solution. 


Social Security Coverage for Physicians: No. 19 and 20.— 
Resolutions relating to a poll of the A. M. A. membership 
regarding the inclusion of physicians in the Social Security 
System were introduced by Dr. P. J. DiNatale for the Medi¬ 
cal Society of the State of New York (No. 19 and 20). 

Resolution 19 resolved that a mail poll of the entire 
membership be undertaken immediately by the Board of 
Tnistees on the question, "Do you favor (yes or no) inclu¬ 
sion of self-employed doctors of medicine in the Federal 
Social Security System on a compulsory basis?”; that the 
poll not include any reference to the Jenkins-Keogh bills or 
coverage on a voluntary basis, but be confined to tlie latter 
question, .and thKt die results of the poll be published in 
The Journal and reported to tlie House of Delegates at its 
1958 Clinical Meeting. 

Resolution 20 resolved that the Secretary of the Associa¬ 
tion conduct a poll of active members in an attempt to 
ascertain their feelings for or against compulsory Social 
Security for physicians. 

The Reference Committee on Legislation and Public 
Relations after lengthy discussion felt that the membere of 
the House of Delegates are sufficiently well informed to 
represent adequately the views of tlie physicians of America 
on this question. It was pointed out that the House of 
Delegates is the policy-making body of the Association and 
a poll therefore' would be informational only. The committee 
was of the opinion that any poll should be taken on a sfate- 
by-state basis, and the results transmitted to the A. M. A- 
delegates from each state. The committee accordingly rec¬ 
ommended that resolutions 19 and 20 be not approved. 


Social Security for Physicians: No. 21 and ^^.-Dr. R J- 
DiNatale for the Medical Society of the State of New York 
“troduced re»lWion, (No. 21 and 22) rdaline to Social 

Securitybenefits for self-employed physicians. 

Resolution 21 resolved tb.at the A M. A call on the 
gress of the United States to e.xtend benefits of social sec 
rity to self-employed physicians, and that the Boar 
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Trustees take appropriate action in order that tliere may be 
federal legislation in support of this policy. 

Resolution 22 asked that tire Association rescind its 19o< 
action in not choosing to advocate social security for doctors 
of medicine under the federal law, and instead affirm ap- 
pros'al diereof. 

The Reference Committee on Legislation and Public Re¬ 
lations recommended that these resolutions he not approved. 

Old Age and Survivors Insruance Program: No. 23.—Dr. P. J. 
DiNatde for the Medical Society of the State of New York 
introduced a resolution requesting that the A. M. A. advo¬ 
cate that the schedule of allowances by the Bureau of 
Disabilitj' Determinations be not lower than that adopted 
for the fee schedule of allowances under the Medicare pro¬ 
gram in the various states, and that a copy of tliis resolution 
be sent to each constituent medical society. 

The Reference Committee on Insurance and Medical 
Service was in agreement wth tlie intent of this resolution 
and recommended its adoption. 

Artificial Respiration for Rescue Work; No. 25.—Dr. James 
Greenough for the hledical Socieh’ of the State of New York 
introduced a resolution urging that the Association officially 
adopt and endorse the expired air method of artificial 
respiration for rescue work. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health heard testimony presented by quali¬ 
fied experts from the Section on Anestlresiology and others, 
convinced that the expired air method of artificial respira¬ 
tion is an effective and now possibly the best knoum method 
of resuscitation. After due deliberation, however, the com¬ 
mittee questioned tlie adwsability of official endorsement of 
specific techniques by the American Medical Association. It 
felt that should this practice become common, the meetings 
of the House might be over-burdened with the considera¬ 
tion of innumerable techniques in all fields of medicine and 
surgery. It also feared the possible adoption or rejection of 
such techniques by the A. M. A. without due and careful 
consideration, and that general acceptance of a procedure 
by the medical profession might even be delayed while 
waiting for formal approval. Solely for these reasons of 
policy, the committee recommended that this resolution be 
not approved. 

The House of Delegates, however, adopted a motion 
made on the floor that the report of the Reference Com¬ 
mittee be amended to indicate that no action be taken on 
this resolution. 

Two-Year Rotating Internship; No. 26.—Dr. Thomas 
d’Angelo for the Medical Society of the State of New York 
introduced a resolution urging that medical schools adopt 
the policy of encouraging a reasonable percentage of grad¬ 
uates to seek rotating internships in accredited municipal 
and community hospitals, and that a copy of the resolution 
be sent to tlie dean of each medical school in the United 
States. 

The Reference Committee on Medical Education and 
Hospitals recommended that the resolution be referred to 
the Council on Medical Education and Hospitals for study 
and necessary action because of the continuing study it is 
carrying on with respect to the internship. 

Shortage of Interns: No. 27.—Dr. William B. Rawls for the 
Medical Society of the State of New York introduced a 
resolution requesting that (1) tlie A. M. A. recommend the 
hvo-year rotating internship; (2) the specialty boards give 
credit for the second year; (3) the armed sendees be re¬ 
quested to delay their induction until the completion of 
intern training, whether one or two years, and (4) a copy 
of the resolution be sent to appropriate agencies. 

The Reference Committee on Medical Education and 
Hospitals recommended that the resolution be referred to 


the Council on Medical Education and Hospitals for study 
and necessary action. (See also discussion on resolution 26, 
this page.) 

Operating Room Mortalitj': No. 28.—Dr. R. J. Azzari for the 
Medical Society of the State of New York introduced a 
resolution requesting the Council on Medical Education and 
Hospitals to develop a classification of, and terminologj' for, 
operating room deaths to be promulgated to the constituent 
and component medical societies, to help in assembling 
data at those levels. The resolution pointed out that operat¬ 
ing room mortality appears to be an increasing hazard in the 
conduct of surgical practice, and that the lack of definition 
of the terminology of cardiac arrest and the lack of uni- 
formitj’ in the compilation of operating room mortality 
statistics does not permit accurate assay of the problem or 
comparison of these mortality statistics from different areas. 

The Reference Committee on Medical Education and 
Hospitals felt that because of the seriousness of the problem 
the resolution should be referred to the Board of Trustees 
with the recommendation that an ad hoc committee be ap¬ 
pointed to study the entire matter. 

Service-Connected Disabilities in Veterans Administration 
Hospitals: No. 30.—Dr. Durxvard G. Hall for the Missouri 
State Medical Association introduced a resolution requesting 
{1) that the A. M. A. urge congressional action to restrict 
hospitalization of veterans at V.A hospitals to those with 
service-connected disabilities, and (2) tliat tlie organized 
medical profession of the United States offer to provide the 
VA with competent attending and consultant staffs of a 
qualit>’ acceptable to dean’s committees, provided admissions 
to VA hospitals are so restricted. 

The Reference Committee on Legislation and Public Re¬ 
lations approved a substitute resolution which included item 
(1) above and recommended that the A. M. A. suggest to 
the dean’s committees that they restrict their activities to 
VA hospitals admitting only patients with service-connected 
disabilities. 

A. M. A. Mediation Committee; No. 31.—Dr. Eustace A. 
Allen of the Medical Association of Georgia introduced a 
resolution requesting that the Board of Trustees be author¬ 
ized to consider the establishment of a permanent mediation 
committee to be set up jointly by the A. M. A. and the 
Association of American Medical Colleges, the committee to 
be available, when requested by the local medical organiza¬ 
tion and the medical school concerned, for the purpose of 
mediating difficulties which hav'e arisen concerning ethics 
and other matters inv'olving the practice of medicine. 

The Reference Committee on Miscellaneous Business 
recalled that at the 1936 Annual Meeting the relationship 
between local medical organizations and medical schools 
involving the practice of medicine was considered, and 
suggestions were formulated to be followed in considering 
ethical relationships between these groups. The House at 
that time recommended that “on request of tlie medical 
societj’ or a medical school, the A. M. A. Board of Trustees 
establish in cooperation with the Association of American 
Medical Colleges a special committee whose function would 
be to investigate areas where there is friction between the 
medical school and the profession. Such a committee miglit 
(1) assure the continuation of liaison; (2) see to it that all 
data and facts are made available to all concerned, and 
(3) seek to resolve differences of opinion.” Recently, a 
committee of this tvpe was selected to settle problems in¬ 
volving medical organizations and a medical school in 
Georgia. The committee performed an excellent servace and 
the problems were resolved satisfactorily. 

The Reference Committee believed that in view of the 
excellent results obtained by previous action of the House 
there is no advantage in the formation of a permanent 
committee; that there appears to be a lack of information 
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organizations as to tlie existence of this plan 
itv ^ committees; and that wider pnblic- 

. - iild be gix'cn to these mediation committees TJie 
coimmttee recommended tlmt the rcsoh.tion be not adopted 

Relation of Phpicinns and Hospitals; No. 32.-Drs. Warren 

MedSr? ‘J’c Illinois State 

Medical Society introduced a resolution requesting that a 

study be m.adc to determine whetlier or not tlieVoxving 
practice by hospitals^of encouraging staff members to con¬ 
duct their private office practice within or adjacent to the 
hospital IS a major move toward the practice of medicine 
by hospitals. 

The Reference Committee on Insurance and Medical 
Jscrx'icc believed that a studj' should be made and recom¬ 
mended approval of the resolution with the furtlier recom¬ 
mendation that it be referred to the Board of Trustees for 
prompt implementation. 

Care of the Aged: No. 33.-Dr. Mh-ffiam \\^eston Jr., South 
Carolina, introduced a resolution requesting the A. M. A. to 
urge the Congress to refrain from the passage of laws which 
would hamper the efforts of the newl)' created Joint Council 
to Improve the Health Care of the Aged by making tlie 
aged of our population more dependent on the federal 
gox’crnmcnt, so that this organization may have reasonable 
time to work out the solution of the problem in the tradi¬ 
tional American way, and recommending that a copy of the 
resolution be forwarded to members of the Congress with a 
request that the}’ use their best efforts to implement the 
purpose expressed therein. 

The Reference Committee on Legislation and Public 
Relations recommended that the resolution be approved 
and referred to the Board of Trustees for appropriate action. 

(See also discussion resolution 7, page 65.) 

, A, M. A. and Other National Medical Associations: No. 34.— 
Dr. George D. Johnson, South Carolina, introduced a reso¬ 
lution requesting that the Board of Trustees e.xplore the 
desirability and feasibility of having the House of Delegates 
meet with some of the larger associations such as the 
American Academy of General Practice, the Southern 
Medical Association, and otlier organizations at tlieir fall 
meetings. 

The Reference Committee on Miscellaneous Business 
agreed in spirit with the resolution, but felt that meetings 
between members of these organizations are already occur¬ 
ring and consequently recommended that the resolution be 
not adopted. 

Accreditation of Hospitals: No. 35.—Resolution No. 35 in¬ 
troduced by Dr. Malcom E. Phelps, Oklahoma, requested 
) that the A. M. A. be urged to assume promptly its true 
.ponsibility by establi-shing .a plan for accreditation of 
lospit.ils, such plan to be limited to the problems of patient 
care, staff organization, and intern and resident training 
programs, and (2) that the American Hospital Association 
be urged to cooperate with the A. M. A. by limiting its 
accreditation activities to the strictly physical problems of 
hospital care wliich unquestionably is its responsibility. 

The Reference Committee on Medical Education and 
Hospitals called attention to the fact that pursuant to action 
j 3 f the House at it.s 1955 Annual Meeting, a special com¬ 
mittee was appointed to review the functions of the Joint 
Commission on the Accreditation of Hospitals, and that its 
report was made to the House of Delegates in June 1956. 

The reference committee also called attention to Section F 
of the report of that committee which states in subsection I: 
“After thorough study the Committee does not believe 
administrative and professional functions in accreditation 
can be separated, but believes accreditation of the hospital 
Luld be done by the Joint Commission and accreditation 
of internship and residency programs should continue to be 
l » of the Amencao .Medlcnl Wiatlon through 
ifs Council on Medical Education and Hospitals. 
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• resolution ire not alpted" recommended tliat 

Advertising of Proprietary Drugs; No. SZ-Besolution 37 
mtoduced by Dr. Philip S. Foisic, M.,ssacl,„sc°tr°”,tS 
that in.asmucli as erfenave promotion, particularly by tele- 
Vision and radio, of self-medication for common s}'mptoms 
^ch as indigestion, constipation, and anemia may postpone 
the diagnosis of serious disease, (1) that the A M A 
record its opposition to this dangerous and rapidly growing 
practice, and (2) that the question be referred to the Board 
ot trustees for consideration and appropriate action. 

The Reference Committee on Hygiene, Public Health, and 
industrial Health indicating it was cognizant of the excel¬ 
lent work being voluntarily carried out by organization.s 
concerned with advertising, recommended the adoption of 
the following amended resolution; 

WHEREAS, Ex'tensive advertising and promotion through 
newspapers, magazines, television and radio of self-medica¬ 
tion for common symptoms such as indigestion, constipation, 
and anemia may postpone the diagnosis of serious illness; 
therefore be it 

Resolved, That the American Medical Association record 
its opposition to this dangerous practice, and that the ques¬ 
tion be referred to the Board of Trustees for consideration 
and appropriate action. 

Operating Room Training of Student Nurses: No. 38-Reso¬ 
lution 38 introduced by Dr. William F. Costello, New Jersey, 
called attention to the developing tendency in tlie United 
States to reduce the operating room e.\peTience required in 
the curriculum for student nurses, and requested that the 
A. M. A. express its disapproval and stern opposition to 
curtailment or withdrawal of tliis experience as incompatible 
with the rounded development of those professional capa¬ 
bilities desirable and indispensable for the public welfare. 

* The Reference Committee on Medical Education and 
Hospitals recommended the adoption of a substitute resolu¬ 
tion that recommended tliat the A. M. A. e.xpress the opinion 
tliat some operating room experience is valuable and neces¬ 
sary training for all nurses. 

Hospital Accreditation; No. 39 and 50.—Resolution 39 in¬ 
troduced by Dr. Philip H. Jones, Louisiana, indicated tliat 
tlie standards and requirements maintained by the Joint 
Commission on Accreditation of Hospitals are such that they 
can best be maintained by the larger and teaching hospitals. 

It suggested that tlie A. M. A. ask its representatives on the 
Joint Commission to attempt to make a distinction between 
the requirements for teaching hospitals and the smaller 
hospitals, with less teaching facilities, residents, and interns. 

Resolution 56 introduced by Dr. Walter C. Bornemeier, 
Illinois, resolved tliat tlie A. M. A. instruct its representatives 
on the Joint Commission on Accreditation of Hospif.-ils to 
defend and enhance the role of tlie physician and county 
medical societies in medic.al matters in their own com¬ 
munity, and recommended that county medical societies be 
consulted whenever possible in matters of accreditation. 

The Reference Committee on Medical Education and 
Hospitals reviewed these resolutions togetlier and recom¬ 
mended that they not'be adopted. By way of explanation, 
it was pointed out that in tlie “Report of the Committee to 
Review die Functions of the Joint Commission on Accrc i- 
tation of Hospitals {Stover Committee, 1956) it was rerom- 
mended that the Commission give consideration to est.ablisti- 
ing standards which may vary depending upon the size o 
the hospital. Each hospital should be judged on its own 
merits and efficiency, regardless of size. It was u ler 
pointed out by members of the Joint Commission tha some 
changes had been made in the Commissions rcguialions 
pertaining to the organizational structure for sm.all hospita s 
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ani that continued study was being given to this problem. 
The committee was cognizant of the fact that tliere can be 
only one standard of medical care regardless of size of tire 
hospital. It was felt tliat the successful experience in Ohio 
where a state medical society Committee on Accreditation 
was estiibbshed for the purpose of determination and solu¬ 
tion of problems, as a result of meetings with representatives 
of Uie Joint Commission, might well set a pattern for similar 
progriuns in otlier areas where misunderstandings exist due 
to certain regulations of the Joint Commission. 

Proposed Regionalization Program in Commonwealth of 
Puerto Rico: No. 40.—Resolution 40 introduced by Dr. C. L. 
Berio, Puerto Rico, indicated that attempts are being made 
to organize in the Commonwealth of Puerto Rico a system 
of medic.il care knonn as the Regionalization Progmm which 
is in essence the socialization of medicine. The resolution 
requested that (1) the A. M. A. oppose vigorously such a 
Regionalization Program in Puerto Rico, unless it be clearly 
and explicitly shown tliat such a program will de.al with the 
reorganization and integration of tlie government facilities 
for the care of the indigent population only, witliout any 
attempt whatsoever to establish a global, socialized sj’stcm 
of government medicine; (2) the Rockefeller Foundation 
be requested to withdraw financial and technical support 
for such a program unless its objectives are clearly redefined 
and publicly stated along the lines set fortli above, and (3) 
a copy of this resolution be sent to tlie appropriate agencies. 

The Reference Committee on Miscellaneous Business felt 
that the regionalization plan represented an e-xperiment 
initiated by government to control the practice of medicine 
and will result, in effect, in the socialization of medicine in 
Puerto Rico. The committee was wholeheartedly in favor of 
the resolution and recommended that it be adopted. 

Medical Journal Advertising: No. 42.—Dr. Donald A. Char- 
nock for tlie California Medical Association introduced a 
resolution to tlie effect that advertising in medical journals 
must adequately and properly reflect for the benefit of 
physician readers the true substance, use, therapeutic ad-' 
vantages, and necessary precautions in using the product 
advertised, and advertising safeguards should be maintained. 

The Reference Committee on Miscellaneous Business was 
in agreement with the principle of the resolution, but rec¬ 
ommended tlie adoption of amendments requesting that tlie 
Board of Trustees continue its leadership in maintaining 
proper advertising safeguards in its own publications, and 
that appropriate A. M. A. councils assist constituent state 
and component county medical societies to the end tliat 
physicians reading the publications of these societies may 
be confident tliat all advertising printed in these journals 
has passed a fair but rigid examination by competent au¬ 
thorities. 

A. M. A. Washington Office: No. 43.—A resolution was in¬ 
troduced by Dr. Frank A. MacDonald, California, requesting 
that the Board of Trustees (1) immediately survey and re¬ 
evaluate the functions and effectiveness of its M'^ashington 
Office in the light of present-day needs of the government, 
public and medical profession alike for effective liaison be¬ 
tween government and medicine on all matters affecting the 
public’s health, and adequate, prompt and accurate trans¬ 
mittal to the A. M. A. membership of information on all 
current public issues in which the physician has a direct 
interest, and (2) implement, as rapidly as possible, all 
changes and additions that its survey discloses are desirable 
to achieve the basic purpose of the resolution; namely, 
effective public and government relations. 

The Reference Committee on Reports of Board of Trus¬ 
tees and Secretar>’ after long and serious consideration, 
agreed that there is a need for reevaluation of the over-all 
legislative program of the A. M. A.; that changes in the 
regional set-up of the Committee on Legislation may be 


necessary; and that a re-definition of the respective duties of 
the Washington Office and the Chicago headquarters is in¬ 
dicated. The consensus expressed at the committee hearing 
was that there is a need for a broad and integrated program; 
that more strengthening of efforts is required; and that there 
must necessarily be complete cooperation and understanding 
between the Washington Office and the headquarters office 
of the Association. 

The committee recommended approval of the resolution, 
witli an amendment to section (1) to indicate that tlie 
survey and the reevaluation include not only the Washington 
Office but the over-all A. M. A. legislative system. 

Basic Medical Rights of American Citizens: No. 44.—A 
resolution was introduced by Dr. Donald A. Chamock, 
California, calling attention to the fact tliat in the social 
trend toward organized programs for the purpose of obtain¬ 
ing protection against the unexpected costs of illness, various 
agencies now act as third parties for the purpose of organiz¬ 
ing and managing such programs, thus interposing them¬ 
selves between physicians and patients, and urging approval 
of sex'eral principles. 

The Reference Committee on Insurance and Medical 
Service, while attempting to keep within the intent of the 
resolution, recommended tlie adoption of a substitute reso¬ 
lution tliat the House of Delegates approve the following 
principles: 

"We, as physicians, cognizant that tlie American citizen 
enjoys certain basic rights as his heritage, and that these 
rights extend to the citizen in his position as a patient, do 
hereby recognize these basic medical rights; 

"1. He should have tlie right to employ the physician of 
his choice and should be free to terminate the professional 
relation.sliip at will, without bureaucratic or governmental 
domination; and 

“2. He should have the right to know that his physician 
is responsible for all decisions regarding tlie e,xtent of his 
medical care, and that tliese decisions are not dictated, 
restricted, or controlled by any third party.” 

The committee further recommended tliat the Board of 
Trustees .and its representatives publicize these principles as 
the basis for participation in any program of medical care. 

Tax Deduction for Tuition Costs of Higher Education; No. 
45.—A resolution was introduced by Dr. Donald A. Char- 
nock, California, requesting that the A. M. A. legislative 
committee and the members of the Congress be urged to 
take steps to initiate, or to have introduced into the Con¬ 
gress, legislation which would have as its object the allow¬ 
ance of all items incurred in the maintenance of a student 
in a recognized college or university for tuition or fees as 
deductible items in the computation of gross income for 
federal income tax purposes. 

The Reference Committee on Legislation and Public 
Relations, although in sympathy with the sentiments ex¬ 
pressed in the resolution, recommended that it be referred 
to the Committee on Legislation for study along with the 
numerous otlrer income tax bills now before that Committee. 

Nurse Training Program: No. 46.—Dr. Donald A. Chamock, 
California, introduced a resolution requesting tlie A. M. A. 
to initiate continuing discussions with representatives of tlie 
American Nurses Association, the National League of 
Nursing, the American Hospital Association, and all other 
interested groups, to resolve the inadequacies in quality 
and quantity of nurse training, and to disseminate the re¬ 
sults of such discussion to the medical profession through 
available media. 

The Reference Committee on Medical Education and 
Hospitals recommended the adoption of a substitute resolu¬ 
tion to tlie effect that the A. M. A. initiate continuing dis¬ 
cussions with the groups as listed, to improve the quality 
and quantity of nurse training. 
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Indigent ^ic; No. 47.-Dr. Donald A. Charnock, California 
introdiiccd a resolution to tlie effect that recent act.s of tlic 
U. b. Congress and several stale legislatures have brought 
on an inUuil fonn of government-controlled medicine which 
IS hincaucratic, arbitrary', and subject to governmental whim 
and mismanagement, is contrary to the best interests of the 
health of the cldcrlj' people of this nation. The resolution 
requested (1) that the Board of Trustees set up a specially 
ctcsignated committee to study, anticipate, educate, and in 
the very best interests of the people, prepare for .similar 
mgi.slation that will surely be presented in the not-too-distant 
luturc to our state lawmakers; and (2) that the committee 
be empowdered to engage tlie services of public relations 
experts and any others whose special aptitudes and quali¬ 
fications miglit make their services of value; and (3) that 
the Ilou.se authorise this committee, subject to approval by 
the Board of Trustees, to spend any rea.sonable sums to 
nirtlicr this public relations and legislative program. 

The Reference Committee on Legislation and Public Re¬ 
lations approved the re.solution in principle and recommend¬ 
ed referral to tlie Board of Trustees for study and imple¬ 
mentation. 

Special Division of the A. M. A.: No. 48.—Dr. Donald A. 
Charnock, California, introduced a resolution pointing out 
that there continues to be increasing third party intervention, 
gox'ernmental and otlierwise, between physician and patient 
to the detriment of good medical practice, and recommend¬ 
ing that an entirely new special division of the A. M. A. be 
established and staffed with skilled, highly trained in¬ 
dividuals. The functions of this division would be (a) to 
plan and execute a long-range program of preserx'ing the 
present .system of medical practice and tlie rights of the 
individual phy.sician to practice medicine in the manner of 
his choice; (h) to fonnulate further plans to meet die 
medical needs of the American people under the voluntary 
free enterprise system; and (c) to offer positive adx'ice and 
assistance to state and local societies as to courses of action 
to follow as specific threats to voluntary medical care arise 
in their areas. 

The Reference Committee on Miscellaneous Business 
agreed wholeheartedly with die principle of die resolution 
to establish a long-range planning group. However, inas¬ 
much as there are two committees at the present time work¬ 
ing in this general field, the committee was unable to decide 
whether or not the long-range objectives of the resolution 
were being carried out by diese two committees. It suggested 
therefore an amendment requesting the Board of Trustees 
to explore the desirability of establishing an entirely new 
special division of the American Medical Association with 
functions as outlined above. 

Radiation Hazard: No. 49.—Dr, Donald A. Charnock, Cali¬ 
fornia, introduced a resolution requesting die Board of 
Trustees to set up an appropriate committee or commission 
of experts to {1} investigate radiation hazard from all 
sources; (2) evaluate the statements tiiat are currently 
being made; and (3) report their findings with all possible 
dispatch to the A. M. A. and to the American people. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health was in agreement with die desirability 
of establishing of a committee or commission of experts 
to consider the problem of radiation hazards from all 
sources. It noted, however, that such a committee, to be 
known as the Committee on Atomic Medicine and Ionizing 
Radiation, had been proposed by die Board of Trustees. 
(See The Journal, May 17, pages 343-345, and action of 
reference committee, page 56.) The committee therefore 
felt that the adoption of this resolution was unnecessary, 
and it recommended that no action be taken. 

Guide for Judgment of Third Party Plans: No. 50.-Dr. B. E. 
Montgomery, Illinois, introduced a resolution outlining a 
guide, based on “The Principles of Medical Ethics and 


proceedings of the SAN FRANCISCO MEETING ,.a,m,A., Sep,. 6, ,958 


Opinions and Reports of the Judicial Council,” June 7 1958 
to serve as a standard of what is unethical conduct’in tlie 
association of a physician with a third party plan. 

e Reference Committee on Insurance and Medical 
Smice believed it would be unwise to act hastily on any 
statement of medical ethics, and therefore recommended 
tliat the resolution be referred to the Judicial Council. 

Korean Children: No. 51.-Dr. E. G. Cliuinard, Oregon, in¬ 
troduced a resolution requesting tliat the A. M. A. (1) de¬ 
clare its grave concern over the health of Korean children, 
tije adoptive families and communities in which they will 
live, resulting from the admission into the United States 
under Section 6, Public Law 85-316, of Korean children 
suspected of or known to be infected with severe communi¬ 
cable diseases, including pulmonary tuberculosis, and (2) 
petition the Congress to amend this Section of tlie law so 
as to control, in the interest of the public health and welfare, 
tlie admission of children with severe communicable dis¬ 
eases into the United States. 

The Reference Committee on Legislation and Public Re¬ 
lations felt tliat the American people Miould be highly com¬ 
mended for opening their homes to Korean orphans and for 
adopting these children. It hoped tliat the individuals who 
have undertaken the task of transporting tlie unfortunate 
children to their new homes will be able to continue their 
wonderful work. The committee was in favor of tlie resolu¬ 
tion and urged its approval. 

Freedom of Choice: No. 52.—Dr. Wilkie D. Hoover, Okla¬ 
homa, introduced a resolution indicating tliat the A. M. A. 

should not accept any system of . ■ - 

practice of medicine which does not ^ ■ ■ , 

principles: 

1. Freedom by tlie patient to consult the physician of his 
choice; 

2. Freedom by tlie physician to choose those whom he will 
sen-e; 

3. Freedom by the physician to practice his calling in ac¬ 
cordance witli the recognized code of medical ethics; 

4. Freedom by the physician to care for his patients in 
accordance with established scientific principles, not sub¬ 
ject to interference by a third party; 

5. Freedom by the physician to practice his profession on a 
fee-for-serrice basis; 

6. Freedom by the physician to collect directly from the 
patient a portion of tlie fee for each service performed; 

7. Freedom by the physician to practice such a system of 
government-sponsored practice of medicine under terms 
oi a written contract between the government and the 
various state medical associations, such contract to be of 
limited duration and renewable by mutual agreement of 
the contracting parties; and 

8. Freedom by the state medical associations to have pro¬ 
fessional representation at the policy-determining level of 
such a proposed system. 

The Reference Committee on Insurance and Medical 
Service concurred in a number of the principles .set forth 
in tlie resolution, but because the subject matter is being 
considered by tlie Commission on Medical Care Plans, it leH 
that no action should be taken until the House receiv'ed le 
report of the Commission. It therefore recommended tim 
the resolution be not adopted. 

Attendance of Immediate Past-President at Meetings of 
Board of Trustees: No. 53.-Dr. James P. H^mond Ur- 
mont, introduced a resolution stating tliat the m 

A. M. A. has, by virtue of the attainnient ^ 

demonstrated his outstanding ability and qualifications a J 
physician and medical statesman, and recommending tnat 
the Bylaws be amended to effect the indusion of the m- 
mediate Past-President at meetings of tlie Board of Iruste 
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The Reference Committee on Amendments to the Con' 
stitution and B>-Iaws agreed that the knowledge and abait>’ 
of tlic immediate Past-President should be utilized by tlic 
Association. It was of tlie opinion, however, that this end is 
accomplished by Chapter XI, Section 2(C) of the Bylaws, 
which makes die immediate Past-President an e\ ofBcio 
member of the Council on Medical Service. The committee 
tlierefore recommended that the resolution be not approved. 

Licensure by Reciprocitv-: No. 54.—A resolution introduced 
by Dr. Walter C. Bornemeier, Illinois, urged tliat the 
A, M. A. stimulate suitable legislation on a national level so 
that physicians and surgeons, licensed by examination in 
Illinois, qualify for licensure in all states which recognize 
the principles of reciprocity. 

The Reference Committee on Medical Education and 
Hospitals recommended the adoption of a substitute resolu¬ 
tion that the Board of Trustees be directed to take appropri¬ 
ate steps for the consummation of a study of the problem per- 
taim'ng to licensure by reciprocity, and that it consult with 
the F^eration of State Medical Boards in an attempt to find 
a satisfactory solution to tliis problem. 

Compulsory Assessments and Audits by Hospitals: No. 55.— 
Dr. Walter C. Bornemeier, Illinois, introduced a resolution 
condemning the practice of individual hospitals who have 
continued (1) to make compulsory' assessments of members 
of the medical staff for building funds, and (2) to require 
audits of staff members’ financial records as a requisite for 
continued staff appointments. 

The Reference Committee on Medical Education and 
Hospitals stated tliat the resolution reaffirms a position taken 
previously by the A. M. A. and recommended its approval. 

Federal Food and Drug Administration: No. 57.—Dr. 
Wendell C. Stover, Indiana, introduced a resolution com¬ 
mending the Federal Food and Drug Administration for its 
untiring efforts in behalf of the public and the profession 
and for the meritorious service it has performed in protect¬ 
ing the public from objectionable and harmful practices in 
the production and sale of foods, drugs, medical devices, 
and cosmetics. The resolution also pledged tlie fullest co¬ 
operation of the A. M. A. in furthering the intent and pur¬ 
poses of the Federal Food and Drug Law, and recommended 
to all states that they review their state food and drug laws 
with the intent of strengthening their own laws in such a 
way as to offer maximum protection to the pubh'c and assist¬ 
ance to the Federal Food and Drug Administration. 

The Reference Committee on Hygiene, Public Health, and 
Industrial Health agreed with the resolution and recom¬ 
mended its adoption. 

Voluntary' Health Agencies: No. 58, 59, and 61.—Resolutions 
relating to the v'oluntary healtli agencies were introduced by 
Dr. Samuel J. McClendon, California (No. 58), Dr. F. M. 
Forster, Section on Nerv'ous and Mental Diseases (No. 59), 
and the Alabama Delegation (No. 61). 

The Reference Committee on Hy'giene, Public Health, 
and Industrial Health recommended the adoption of a sub¬ 
stitute resolution requesting the Board of Trustees to arrange 
a top-level conference with the voluntary health agencies, 
the United Fund, the American Medical Research Founda¬ 
tion, and other parties interested in the raising of funds for 
health causes, with the view of resolving difficulties that 
have arisen since the development of the concept of united 
community effort. 

The House of Delegates, after much discussion on the 
floor, adopted the following statement as a substitute for the 
Reference Committee report: 

(1) That the House of Delegates reiterate its commenda¬ 
tion and approval of the principle of voluntary health 
agencies. 


(2) That it is the firm belief of the American Medical 
Association that these agencies should be free to conduct 
their own programs of research, public and professional 
education, and fund raising in their particular spheres of. 
interest. 

(3) That the House of Delegates respectfully requests 
that the American Medical Research Foundation take no 
action which would endanger the constructiv'e activities of 
the national v'oluntary' health agencies. 

(4) That the Board of Trustees continue actively in 
studies of these perplexing problems, looking forward to 
their ultimate solution. 

Use of Official Stamp: No. 62.—Dr. WiUiam Weston Jr., 
Soutli Carolina, introduced a resolution requesting the 
A. M. A. headquarters office to use the South Carolina 
official stamp on A. M. A. membership cards of bona fide 
members of the South Carolina Medical Association, who 
would be members in good standing at the time of the 
acknowledgment of their membership in the A. M. A. 

The Reference Committee on Reports of Board of Trus¬ 
tees and Secretary recommended that the resolution be 
referred to the Evecutiv'e Vice-President without comment, 
for such action as is deemed feasible and advisable. 

Use of Alphabet by A. M. A. Councils and Committees: 
No. 62A.—Dr. Harry' Arnold Jr. introduced a resolution for 
the Alaska, Hawaii, Puerto Rico, and Isthmian Canal Zone 
delegations requesting that the House of Delegates remind 
the A. M. A. councils and committees that an alphabetical 
sequence is to be followed in listing the constituent medical 
societies in tabulations and reports. 

The House of Delegates unanimously adopted this 
resolution. 

Extension of Draft Act: No. 63.—Dr. Donovan F. Ward for 
the Iowa delegation introduced a resolution relating to the 
absence of a provision in the present act for an equitable 
call-up of physicians to support a rapid expansion in the 
event of an emergency. 

The Reference Committee on Legislation and Public 
Relations recommended the adoption of a substitute reso¬ 
lution instructing the Board of Trustees through the ap¬ 
propriate councils and committees of the Association to 
effect a h'aison with the Department of Defense for the 
purpose of effecting a more equitable call-up of physicians 
in time of a national emergency'. 

Consultation with Interested Sections in Special Publications 
of A. M. A.: No. 64.—Dr. H. Relton McCarrolI for the Sec¬ 
tion on Orthopedic Surgery introduced a resolution request¬ 
ing that a revision be made of the “Guide to the Evaluation 
of Permanent Impairment,” and that such revision, together 
with all future A. M. A. publications which touch on tlie 
interests of individual Sections, be made with the coopera¬ 
tion of the interested Section or Sections through the ap¬ 
pointment by them of committees whose function shall be to 
assist in the guidance and editing of such publications. 

The Reference Committee on Hygiene, Public Health, and 
Industrial Health, after lengthy discussion and careful con¬ 
sideration of the resolution, recommended that the problems 
presented by this resolution can be most successfully re¬ 
solved by referral of it to tlie Board of Trustees. 

Psychiatric Patients in General Hospitals: No. 65.—Dr. F. M. 
Forster, Section on Nerv'ous and Mental Diseases, introduced 
a resolution requesting the A. M. A. representatives on the 
Joint Commission on Accreditation of Hospitals to call to the 
attention of the Commission the recommendation that gen¬ 
eral hospitals, wherever feasible, be encouraged to permit 
the hospitalization of suitable psychiatric patients. 

The Reference Committee on Medical Education and 
Hospitals was in accord with the resolution and recom¬ 
mended its implementation. 
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MEDICINE AND THE LAW 


On June 25, during the annual meeting in San Francisco, the flm entitled “The Man Who 
Didn’t Walk” had its premiere showing. This film is the third in a series of medicolegal 
films which is being sponsored by the Wm. S. Merrell Company in cooperation with the 
American Medical Association and the American Bar Association. The brief speeches preced¬ 
ing the showing of the film are presented below. 

THE MAN WHO DIDN’T WALK 


Introductory Comments by Dr. Hugh H. Hussey on 
Behalf of the American Medical Association 

It is indeed a pleasure for me, as a representative 
of die Board of Trustees of the American Medical 
Association, to present a few brief remarks con¬ 
cerning this important medicolegal film. It concerns 
traumatic neurosis—one of the most controversial 
subjects in personal injury litigation and workmens 
compensation cases. Mr. Bronson \vill tell you about 
the legal intricacies involved, so I will allude only 
to some of the medical aspects of tlie problem. 

For die benefit of tlie nonmedical members ot 
the audience, a trauma is anything, either physical 
or mental, that causes injury to the individual. Al¬ 
though we usually think of trauma as a physical 
force, such as a blow, there aie odier forms of 
trauma-thermal trauma, for example, a burn or 
frostbite; chemical trauma, contact of acid widi die 
skin; and psychic trauma. 

In general, a neurosis can be likened to an emo¬ 
tional or a mental turmoil that induces greater 
than normal attention to bodily mamfestaUon o 
illness or greater than normal response to injmy. 

The combination of words into tiau- 

matic neurosis” first occurred about 100 years ago 
It was used to designate causes ui which neithei 
gross organic lesions nor true 
Lchanisms could be demonstrated. As i«d toda) 
*e term has many meanings. However the con 
tion it is intended most often to describe s ) 
the result of conflicting forces or drives \vithm di 
personality sti-actwe of 

not specifically related to the type of injury that 

^^^ersons with genuine traumatic neuroses for the 
mosTmr? aJe those who have previously been ap_- 
• narently well adjusted and who, after an injury^ 
Sometimes a relatively mild or even triflmg m)« y 
Sfet a Lt of symV™ involve all «pects 
( llwiv nsvchic living. The violence and nature of 
the accident or trauma merely color the intensity 
* tte ^urosis rather than determine its essential 

“'’riSTasy to see, therefore, why an attorney who 
It IS easy > dependent on the 

has a case mvo impartial evaluation of the matter. 

fS® to see why tlie physician who is called 


upon to determine the existence of the neurosis and 
its possible relationship to the trauma has an ex¬ 
tremely diflScult task. 

It is, in fact, the nature of the condition tliat lias 
led to malingering and to charges of malingering. 
Many believe that too frequently claims-conscious 
people purposely feign illness and try to reproduce 
nonexistent signs and symptoms in order to deceive, 
to evade responsibility, or to derive gain. Others 
believe that unalloyed malingering does not exist, 
that simulation in these cases is always a"s)'mptom 
of some underlying psychic disturbance, while still 
others apply the term to practically all compensa¬ 
tion cases in wliich organic damage cannot be dem¬ 
onstrated. 1 C J f 

When a court or commission is asked to nnd mat 

a traumatic neurosis does or does not exist, it nmst 
have the best possible evidence before it. Ihe 
obligation of attorneys and physicians is increased 
by virtue of the very nature of the condition en¬ 
compassed within the meaning of the term trau¬ 
matic neuroses.” Neitlier court nor commission nor 
die administration of justice will be well seived 
unless both physician and lar^'er ethicaly 
laborate to obtain and present the best 

Obviously, the attorney umnts and must have the 
cooperation of the physician widi ^ 

identification of traumatic neurosis and proof oi 
its cKistence or nonexistence in any given case, li 
ntyslSS ta keapmg with the scientiBo 

of hte Aession, w?nts to anrt onoo^rte wB 

t attorney to to the 

science can be properly applied m the forum 

'"fo“dclition to H.y f -f Jtlood 
bets of the legal profession, I have had 8 
fortune to be a representattve »" 

Medical Association—American B 
Medical ^ That committee has as its basic 

Liaison Committee, rii rlnrtnr-lawyer rela- 

objective the improvmuent o doctor ^ ^ y^d 

tionships. Today, the House the 

a national he submitted to the 

^"t rroarftStto“s 3 the sincere efiorts to inv 
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prove the administration of justice. \’i'itli patience 
and with continued collaboration between the two 
professions, our interprofessional problems should 
eventually be substantially eliminated. 

On behalf of the American Medical Association- 
all tlianks to tlie Wm. S. Merrell Company for 
underwriting- the cost of these films. Tlie company’s 
foresight and generosity have been a great aid in 
impro^ng medicolegal relations. 

It remains, however, for each of us personally 
to apply the principles we have learned or agreed 
to so that the indiridual we ser\'e—whether he be 
patient or client—is benefited by our mutual co¬ 
operation to protect his inalienable rights. 

Comments by E. D. Bronson, Esq., on Behalf 
of the American Bar Association 

It is a pleasure to e.vtend to the American Medi¬ 
cal Association greetings of the American Bar As¬ 
sociation. Mr. Charles Rh>-ne of Washington, D. C., 
has asked me to e-xnress his disappointment in be¬ 
ing unable personally to appear and, as president 
of the association, to extend his greetings and good 
m'shes. As his pro.xy I am honored indeed on behalf 
of the members of the A. B. A., if not for all of the 
lawyers in this countr}’, to salute you and to solicit 
your friendly and patient understanding of the 
problems of the legal profession where they parallel 
or cross tlie interests of the doctors and also to 
assurej'ou of our constant endeavor to work with 
you toward understanding and toward solution of 
those problems. 

The subject that was assigned is the cooperation 
between doctors and lawyers with special reference 
to traumatic neurosis. Tlie film that you are about 
to see is a vivid portra 3 'ai of the problem that lies 
at tlie core of these cases. For a number of years I 
have represented the corporate insurers of these risks 
in the trial courts. Their attome\'s undoubtedh' look 
with a more jaundiced eye than }'ou upon these 
claims of traumatic neurosis. So it is easy to make 
the confession that I am left today in much the 
same degree of doubt and uncertaint}' about the 
reliabilit}' of this diagnosis as with tlie first case 
that came to my attention, and frequently it w'ould 
appear that the doctors suffer the same uncertaint>', 
whether e.xpressed or not. 

MTiat w'e are talking about now' is the case where 
the traumatic neurosis is claimed in court, coupled 
with demands for heaxy money damages for a radi¬ 
cal and permanent condition. We are not talking 
about the case where litigation is not involved. Ap¬ 
parently all of the students of the subject have 
agreed that the addition of the profit motii’e, with 
or without the compulsive aspects, adds a grave 
and illusive factor, sometimes referred to as “com¬ 
pensation neurosis.” 

The lawyer is prone to use examples from his 
own ex-perience. Onevcase that dramatically pre¬ 
sented the diagnostic problem was a trial here in 
San Francisco about 1934 or 1935. A lady w'as in an 
automobile accident and claimed that total bilateral 


blindness resulted. As she sat in the witness chan- 
staring with siglitless eyes she made a truly shock¬ 
ing picture. Her ow'n doctor, a respected and 
highly competent eye specialist. Dr. McCool, testi¬ 
fied identically with the eye specialist that w'e 
called, the late Dr. Hans Barkan, the head of that 
department at tlie UniversiU' of Stanford Hospital. 
They found, first, that there was nothing in the 
manner of tlie automobile accident or the physical 
injury' suffered to account for any damage to sight. 
Second, tliere w'as notliing found in the ej'es or the 
nerx'e tracts, and, finally, they both concluded that 
it W'as a true case of hysterical blindness. 

In the midst of the trial w'e procured for the 
defense a neurological examination by Dr, Howard 
Naffziger of the Universitv' of California Hospital. 
He testified that in the comse of an hour or two of 
examination three incidents occurred in the lady’s 
movements and the use of her hands that were 
completely inconsistent with blindness. One inci¬ 
dent could be coincidence, but not three. She did 
have vision. 

Traumatic neurosis is said to be the most com¬ 
mon manifestation of hysteria, and serious error is 
inevitable unless the diagnosis is established by' 
most careful study. 

All texts speak of frequent coincidence of hysteria 
and malingering—sometimes impossible to separate. 
One text states: “The borderline behveen deliberate 
exaggeration and unconscious hysteria is often in- 
x'isible to both patient and doctor.” .Another say's: 
“Doctors are one of the greatest causative factors 
leading to traumatic neurosis . . . instillation of 
doubt or fear in patient’s mind w'ith limited data or 
insufiScient time and study'—dangerous.” 

Doctors can be sympathetic but need not moll}'- 
coddle the w'eakling patient. In litigated cases, I 
argue for the critical approach—w'hether you ex¬ 
amine for an insurance company' or are treating 
y'our “pet” patient. 

Suppose the patient is a self-centered, ingrow'n . 
type, antagonistic, w'itli a sense of inferiority' or 
burdened w'ith economic problems or an intoler¬ 
able family life—a ty'pical pattern for development 
of a neurosis. Soon the patient goes from petulant 
complaints to honestly fooling himself. 

On the other hand, the patient may be smart, 
w'ell-trained, emotionally balanced, but w'ith claims 
of persistent ills, into and past the convalescent 
stage. That, it seems, is a different picture, espe¬ 
cially' w'here a damage claim is pending. 

In any of these cases, it seems to me that doctors 
should not accept every'thing as true merely' be¬ 
cause the patient says he has an ache, a pain, a 
spasm, a tremor, or an area of anesthesia. A careful 
and e.xtended study is indicated. Differential pro¬ 
cedures should be used and tests made for malin¬ 
gering so that a true analy'sis and conclusion is 
reached. 

That, gentlemen, is an area for cooperation be¬ 
tween us. 
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ARKANSAS 

Grant for Training of Researchers.-The pathology 
department at the University of Arkansas School of 
Medicine, Little Rock, has receiv^ed a grant of 
$107,200 from the National Institutes of Health, to 
be used over the next five years on research projects 
directed by Dr, Hans G. Schlumberger, head of die 
department. Dr. Schlumberger said the grant money 
nelJ be used to augment training of research per- 
sonnel The grant became effective July 1 and totals 
$32,000 for the first year. Thereafter, it will be $18,- 
SOO annually for four yeai's. 


CALIFORNIA 

Ground Broken for Memorial Research Laboratory. 
—Ground-breaking ceremonies were held July ^ 
for the Bruce Lyon Memorial Research Laboratory 
at Children s Hospital of the East Bay in Oakland. 
Tire laboratory, scheduled to be completed by Dec. 
31, will cover about 8,000 square feet and will be 
built on a portion of the present hospital parking 
lot. The L-shaped building will cost about $262,000 
and will house 25 rooms for various research pur¬ 
poses. Mr. and Mrs. Harvey B. Lyon and their sons, 
Dr. Richards P. Lyon and Dr. Harvey B. Lyon Jr., 
gave $100,000 to establish the laboratory in memory 
of their son and brother, Bruce, who was killed in 
World War II. A grant of $75,000 was made in No¬ 
vember, 1957, by the National Institutes of Health 
of the Department of Health, Education and Wel¬ 
fare. Dr. Irvine McQuarrie is director of research 
at the hospital. 


KANSAS 


Symposium on Infectious Diseases.—The second 
annual Symposium on Infectious Diseases, jointly 
sponsored by the American Academy of General 
Practice, Kansas University Medical Center, and 
Lederle Laboratories, will be held Sept. 19, at 
Battenfeld Auditorium on the medical center cam¬ 
pus, Kansas City, Kan. The program will open 
with a 90-minute discussion of staphylococcal in¬ 
fections. Dr. Robert I. Wise, associate professor of 
medicine at Jefferson Medical College, Philadel¬ 
phia, will discuss “Modern Methods of Diagnosis. 
Dr. William M. M. Kirby, professor of medicine 
at the University of Washington, Seattle, will pre¬ 
sent “New Concepts in Epidemiology.” Dr. Harry 
F. Dowling, head, department of internal medicine. 


riwsicians are invited to send to this department items of news of 
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l^iversity of Illinois, Chicago, will discuss the 
ConP-ol and Treatment” of staphylococcal infec¬ 
tions. The three speakers will meet for a one-hour 
panel discussion moderated by Dr. Robert W. 
Weber, University of Kansas. At the evening ses¬ 
sion the following three speakers are scheduled: 
Dr. Richard Cannon Eley, assistant clinical pro¬ 
fessor of pediatrics in tlie Children’s Hospital at 
Harvard, Boston, presenting “The Role of Steroids 
in Contagious Diseases” Dr. Thomas G. Ward, 
associate director of Lobund Institute at the Uni¬ 
versity of Notre Dame, “A Review of the New 
Respiratory Vaccines”; Dr. Thomas H. Haight, as¬ 
sistant professor of medicine, preventive medicine 
and public health, University of Oklahoma School of 
Medicine, Oklahoma City, “Diagnosis and Control 
of Acute Glomeruloneephritis.” After the sympo¬ 
sium a reception will be held at the Hotel Muehle- 
bach. For information write the American Academy 
of General Practice, Volker Boulevard at Brookside, 
Kansas City 12, Mo. 

LOUISIANA 

Graduate Medical Assembly in Lake Charles.—The 
12th annual meeting of the Southwest Louisiana 
Graduate Medical Assembly will be held at the 
Majestic Hotel in Lake Charles Sept. 12-13. Speak¬ 
ers will include Drs. William A. Sodeman, Philadel¬ 
phia; Howard R. Mahorner, Isadore Dyer, Rudolph 
J. Muelling, and Richard E. L. Fowler, New Or¬ 
leans; and Thomas H. Blake, James D. Hardy, and 
John R. Snavely, Jackson, Miss. Dr. David Buttress 
Jr., 1620 Foster St., Lake Charles, La., is the assem¬ 
bly director. The assembly has the approval of the 
Americari Academy of General Practice for post¬ 
graduate credits, 

MICHIGAN 

State Medical Meeting in Detroit.—The 93rd annual 
session of tire Michigan State Medical Society will 
be held Sept. 30-Oct. 3 at the Sheraton^Cadillac 
Hotel, Detroit. The presidents annual address will 
be given during the “officers night proceedings by 
Dr. George W. Slagle, Battle Creek. Two panel dis- 
cussions, “Ulcerative Colitis and Ileitis in Children 
and “Malabsorption Syndrome and Diarrhea, will 
be moderated by Drs. James L. Wilson, Ann Arbor, 
and David J. Sandweiss, Detroit, respectively. Jne 
Andrew P. Biddle Lecture, “Functional Disorders 
of the Digestive Tract,” will be given by Dr. Henry 
L. Bockus, Philadelphia. Papers at tire general ses¬ 
sions include the following'by Canadian partici¬ 
pants; 
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The Infected Surgical Wound, Dr. Robert C. Harrison, 
Edmonton, Alberta. 

Ocular Aids in Diagnosis of Metabolic Disease, Dr. Alfred J. 
Elliot, Toronto, Ontario. 

T>-mpanoplasty, Dr. Joseph A. Sullivan, Toronto. 

Scientific exhibits are planned, and tlie “State So- 
ciet)’ Night” will be held Oct. 2, 9:30 p. m. For 
information write Dr. L. Femald Foster, 606 Toxto- 
send St., P. 0. Box 539, Lansing, Mich., Secretarj'. 

MONTANA 

Aimual State Meeting in Billings.—The 80th annual 
meeting of the Montana State Medical Association 
will be held Sept. 11-13 at the Shrine Auditorium, 
Billings. A panel discussion, “A New Look at Alco¬ 
holism” win be moderated by Mniliam G. M^alter, 
Ph.D., professor of bacteriologj’, Montana State 
College, Bozeman. The program includes the fol- 
lounng guest speakers: Drs. Ross T. Mclntire and 
Herbert E. Schmitz, Chicago; Arnold S. Jackson, 
Madison, Wis.; Evan L. Frederickson, Seattle; Har¬ 
old E. Harris, Cleveland; Claude F. Dixon, Roch¬ 
ester, Minn.; Frederick HofiFbauer and Joseph 
Jorgens, Minneapolis; and CjTil B. Coun'ille, Los 
Angeles. Dr. John A. Layne, Great Falls, president 
of the association wall present an address tlie after¬ 
noon of Sept. 11. At tlie annual banquet (7:30 p.m. 
Sept. 11) Dr. F. J. L. Blasingame, Executive Vice- 
President, American Medical Association, x\dll pre¬ 
sent “Reorganization for Sendee.” Technical and 
educational exhibits and a ladies’ program are ar¬ 
ranged, and a motion picture, “Hjqiothyroidism,” is 
scheduled for the morning of Sept. 12. For informa¬ 
tion xvrite Dr. Theodore R. Vye, Secretarj'-Treasur- 
er, Montana Medical Association, 412 N. Broadway, 
Billings. 

NEW JERSEY 

Death from Tetanus Reported.—The first death from 
tetanus in a human being in New Jersey in 1958 was 
reported from Newark recently. The xdetim was a 
22-year old woman who feU and cut her knee on a 
broken bottle. Six days later, rigidity of the jaw 
developed and a few days later she died. 

Personal.—The Board of Directors of Merck & Co., 
Inc., has elected Dr. Karl H. Beyer Jr. and Robert 
G. Denkewalter, Ph.D., as administrative vice- 
presidents of the Merck Sharp & Dohme Research 
Laboratories. In tlie newly created vice-presiden¬ 
tial posts, Drs. Beyer and Denkewalter udll share 
over-all administrative responsibility for the organi¬ 
zation’s research programs.—Dr. Herbert L. Good¬ 
man, formerly assistant pathologist at the Biym 
Mawr Hospital, Bryn Mawr, Pa., has been ap¬ 
pointed pathologist and director of the laboratory 
at the East Orange General Hospital. 


NORTH CAROLINA 

Grant for Program of Development.—'The Rocke¬ 
feller Foundation has granted $250,000 to the de¬ 
partment of medicine. University of North Carolina 
School of Medicine, Chapel Hill, for a five-year 
program of general development. Dr. Charles H. 
Burnett, chairman of the department, xvill direct 
the program, which will be concluded in 1963 and 
which will consist of three main parts: (1) further 
development of the general medical clinic in con¬ 
junction with the department of preventive medi¬ 
cine; (2) closer liaison and teaching wnth the basic 
medical sciences; (3) development of a foreign 
student excliange program, especially graduate 
medical students from the South American coun¬ 
tries. 

Personal.—Dr. Lenox D. Baker, Durham, Duke 
University orthopedic surgeon and president of the 
North Carolina Medical Society, has been appointed 
to the Medical Committee of President Eisenhow¬ 
er’s Committee on Employment of the Physically 
Handicapped.-Dr. Charles H. Burnett, head, de¬ 

partment of medicine, University of North Carolina 
School of Medicine, has been appointed to serx'e 
througli Sept. 30, 1962, on the National Advdsor}' 
Arthritis and Metabolic Diseases Council.—Dr. 
Keith S. Crimson, professor of surgery at the Duke 
University Medical Center, Durham, was honored 
by the University of North Dakota Alumni Associa¬ 
tion June 7, when he received an Alumni Association 
Distinguished Serxdce Citation. Earlier this year. 
Dr. Crimson received a 1958 Modem Medicine 
Distinguished Achievement award from the journal 
Modern Medicine. 

OHIO 

Dr. Selye to Lechure in Cincinnati.—Dr. Hans Selye, 
director. Institute of Experimental Medicine and 
SurgerjT University of Montreal, xrill speak on “Tlie 
Future of Medicinal Chemistry” at the dedication 
of The William S. Merrell Company’s new Medic¬ 
inal Chemistr)' Laboratories, Cincinnati, Sept. 11. An 
academic lecture has been arranged also by Merrell 
and the University of Cincinnati College of Medi¬ 
cine. Dr. Selye \rill lecture on “The Chemical Pre¬ 
vention of Cardiac Necroses” at the Mont Reid 
Pavilion, Cincinnati General Hospital, 8:00 p. m.. 
Sept. 10. 

OKLAHOMA 

Colloquy on Advances in Medicine.—The second 
Oklahoma Colloquy on Advances in Medicine will 
be held Nov. 12-15 at the University of Oklahoma 
School of Medicine, Oklahoma City. It udU be de¬ 
voted to “Arthritis and Related Disorders” and is 
under the joint sponsorship of the department of 
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medicine, Unn^ersity of Oklahoma, the Division of 
ostgraduate Education; Geigy Pharmaceuticals; 
yeth Laboratories; The Upjohn Company; Pfizer 
Laboratories; and Schering Corporation, Twelve 
investigators will participate and present the results 
of original work from tlieir laboratories. Among the 
gu^t speakers u'ill be; Drs. Alfred Jay Bollet, De¬ 
troit; Richard H. Folk's Jr., Washington, D. C.; 
Robert A, Good, Minneapolis; Alexander B. Gut¬ 
man, New York City; Ralph Heimer, Ph.D., New 
York City; Charles H. Slocumb, Rochester, Minn.- 
John H. Talbott, Buffalo, N. Y.; and Morris Ziff, 
New York City. Registration will be open to all 
physicians. Information may be obtained from die 
Divasion of Postgraduate Education, University of 
Oklahoma School of Medicine, Oklahoma City, 
Okla. 

TEXAS 

General Practice Meeting in San Antonio.—The 
Texas Academy of General Practice will hold its 
ninth annual assembly Sept. 21-24 in the Gunter 
Hotel, San Antonio. A symposium on abdominal 
pain will include the following: 

Abdominal Pain in Children, Dr. Sydney S. Gellis, Boston. 
Cau.scs of Abdominal Pain, Dr. Sherman M. Mellinkoff, Los 
Angeles. 

Gastro-Duodenal Ulceration, Dr. Alton Oclisner, New 
Orleans. 

Odier participants include Drs. Franklin G. 
Ebaugh, Denver; Homer B. Field, Blue Island, III.; 
Milton Helpern, New York City; Willis E. Brown, 
Little Rock, Ark.; John D. Porterfield, Washington, 
D. C.; and Philip Thorek, Chicago. Mr. Philip R. 
Overton will present “Legal Problems Confronting 
Physicians in Everyday Practice” the morning of 
Sept. 22. For information write the Texas Academy 
of General Practice, 1905 Lamar, Austin 5, Texas. 

VIRGINIA 

Dr. Woodward Commended for Safety Crusade.— 
Dr. Fletcher D. Woodward, of Charlottesville, for 
many years chairman of a department at the Uni¬ 
versity of Virginia medical school, has been award¬ 
ed the Allstate Safety Crusade Certificate of 
Commendation for his leadership in traffic safety. 
This certificate is given by tlie Allstate Insurance 
Companies to carefully selected individuals and 
groups for outstanding accident prevention efforts. 
The presentation was made recently in Washington, 
D. C., during a meeting of the Surgeon General’s 
(Public Health Service) Accident Prevention Ad¬ 
visory Committee, of which Dr. Woodward is a 
member. Dr. Woodward has been crusading for 
highway safety since 1948 and since 1935 he has 
-been chairman of the American Medical Associa¬ 
tion’s Committee on Medical Aspects of Automobile 
Injuries and Deaths. This committee has already 
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published a booklet of advice to the driver and is 
preparing another book intended as a guide to the 
physician in determining a person’s fitness to drive. 

WASHINGTON 

Annual State Meeting in Spokane.-The 69th an¬ 
nual convention of the Washington State Medical 
Association will be held at the Davenport Hotel, 
Spokane, Sept. 14-17. Five refresher courses will be 
conducted simultaneously the mornings of Sept. 16 
and 17. Scientific films will be shoum the morning 
of Sept. 15. The general scientific sessions include 
the following papers by out-of-state speakers; 

Changing Concepts in tlie Treatment of Polyps of the Colon 
and Rectum, Dr. Walter A. Fansler, Minneapolis. 
Osteomyelitis—Diagnosis, Treatment and Complications, 
Dr. Robert A. Murray, Temple, Te.\as. 

Radiograpliic Signs of Mongoloidism During Early Infancy, 
Dr, John P, Caffey, New York City. 

Aneurysm of tlie Aorta, Dr. William S. Middleton, Wasliing- 
ton, D. C. 

Remote Pain as an Aid in the Diagnosis of Abdominal Disease, 
Dr. Lucian A. Smith, Rochester, Minn. 

Renal Artery Disease in Hypertension, Dr. Eugene F. Poii- 
tasse, Cleveland. 

Scientific and technical exliibits are planned. For 
information write Dr. Frederick A. Tucker, Secre¬ 
tary-Treasurer, Washington State Medical Associa¬ 
tion, 1309 Seventh Ave., Seattle 1. 

WEST VIRGINIA 

Symposium on Gastroenterology in Huntington.— 
Sponsored hy the Cabell County Medical Society, 
a symposium on gastroenterology will be held Sept. 
11 at the Hotel Prichard, Huntington. Panel dis¬ 
cussions with guest moderators are planned as 
follows; 

Gastrointestinal Bleeding, Dr. Seymour J. Gray, H.an’ard 
University, Boston. 

Jaundice, Dr. William B. Bean, University of Iowa, Iowa City. 
Chronic Diarrhea, Dr. Willianj G. Sauer, Mayo Clinic, Roch¬ 
ester, Minn. 

Other guest participants include Dr. Philip J. 
Hodes, University of Pennsylvania, Philadelphia, 
and Dr. Stanley O. Hoerr, Cleveland Clinic, Cleve¬ 
land. Exhibits are planned, and at the conclusion of 
the dinner hour a question-and-answer period will 
be conducted by Dr. Bean, For information write 
Dr. Rowland H. Burns, 1109 Sixth Ave., Hunting- 
ton, W. Va. 

Name Assistant Dean.—Dr. Clark K. Sleetb, of Mor¬ 
gantown. a member of the teaching staff of West 
Virginia University School of Medicine for the past 
23 years, has been named assistant dean of the 
school and will assist Dean Edward J. Van Liere in 
executing policies established by the faculty, r- 
Sleeth will continue as an associate professor or 
Medicine and w'ill serve as a physician at the Uni¬ 
versity Health Service. 
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WISCONSIN 

Conference on Athletic Injuries.—A Conference on 
Adiletic Injuries will be held in Milwaukee Nov. 7. 
High school coaches and administrators, athletic 
officials, physical education instructors, and physi¬ 
cians are in\'ited. Tlie faculty includes Dr. Stephen 
E. Reid, of Evanston, Ill., team physician for North¬ 
western University athletic teams, and Drs. Donald 
W. McCormick, Fond du Lac; Edgar S. Gordon, 
W. D. Stovall and Frank D. Bernard, Madison; 
Lloyd M. Simonson, Sheboygan; Francis J. Millen, 
Milwaukee, and Robert Krohn, of Black River Falls. 
Six hours of category' II credit will be given for at¬ 
tendance to American Academy of General Practice 
members. Sponsor of the conference in the State 
Medical SocieW’s Charitable, Educational and 
Scientific Foundation, cooperating with the Wiscon¬ 
sin State High School Coaches’ Association, the 
W. I. A. A., State Board of Health, Wisconsin 
Academy of General Practice, State Department of 
Public Instruction, Wisconsin Ortliopedic SocieW, 
the Wisconsin Heart Association, and the medical 
society’s Division on School Healtli. There wall be 
no charge to registrants. For information UTite the 
State Medical Society of Wisconsin, 3-30 E. Lake¬ 
side St., Madison .5, Wis. 

GENERAL 

Nation’s Oldest Essay Contest.—The trustees of 
America’s oldest medical essay competition, tlie 
Caleb Fiske Prize of tlie Rliode Island Medical 
Society, announce as tlie subject for this year’s dis¬ 
sertation “Bronchogenic Carcinoma—Predisposing 
Causes.” The dissertation must be ts'peuTitten, dou¬ 
ble spaced, and should not exceed 10,000 words. A 
cash prize of S300 is offered. Essays must be sub¬ 
mitted by Dec. 31. For information write to tlie 
Secretary, Caleb Fiske Fund. Rhode Island Medi¬ 
cal Society, 106 Francis St., Providence 3, R. I. 

Seminar Cruise to the West Indies.—Ohio State 
University will sponsor a West Indies-South Amer¬ 
ica seminar cruise, sailing from Wilmington, N. C., 
Nov. 11 aboard tlie M/S Stockholm. Tlie 15-day 
cruise will include ^'isits to Havana, San Bias Is¬ 
lands, Cristobal, Curacao, La Guaira, St. Thomas, 
and San Juan. Over 30 topics are included in the 
proposed medical program, and the seminar con¬ 
stitutes 30 hours acceptable category' I postgraduate 
requirements of the American Academy of General 
Practice. Dr. Noel P. Hudson, assistant dean of post¬ 
graduate medical education, is the program chair¬ 
man. For information wite tlie Ohio State Univer¬ 
sity College of Medicine, Postgraduate Education, 
Columbus, Ohio. 

Fracture Association Meeting.—The 19th annual 
meeting of the American Fracture Association will 
be held Sept. 30-Oct. 2 at tlie Hotel Skirvin, Okla¬ 


homa City, Okla. The meeting will be accepted for 
category II credit b\' the American Academy' of 
General Practice, and the preceding postgraduate 
course. Sept. 29, is acceptable for category 1. 
Twenty-five papers are scheduled on the regular 
program. Round-table discussions, scheduled for 
noon. Sept. 30, ivill include the follou'ing modera¬ 
tors: Drs. Duncan C. McKeever, Houston, Texas, 
president of the association; Charles M. Sxvindler. 
Ogden, Utah; Harold J. Meier, Coldwater, Mich.; 
J. Otto Lottes, St. Louis; and Walter T. Henderson, 
Richlands, Va. Exhibits and discussion periods are 
planned. A “Chuck-Wagon Dinner” v'ill be held at 
“Frontier City,” Sept. 30. For information irate Dr. 
Hermann W. Wellmerling, 610 Griesheim Building, 
Bloomington, Ill. 

Decline in Number of Marriages.—About 1,420,000 
marriages u'ill be performed in the United States 
this year, the statisticians of die Metropolitan Life 
Insurance Company estimate. In die first quarter 
of 1958 marriages were 11.5% fewer than in the 
corresponding period of 1957; if the trend con¬ 
tinues, 1958 irill record the smallest number of 
marriages in about two decades, the statisticians 
report. Tlie slump in marriages began in the last 
four months of 1957. Up through August of last 
year, marriages in the U. S. totaled only 1% below 
the number in the like period of the year before. 
Since August, marriages in every' region of the 
country' hai'e been substantially fewer than in the 
comparable months of 1956. Only' eight states re¬ 
corded more marriages in the year 1957 than in 
1956. Moderate increases were reported in Okla¬ 
homa, Utah, Indiana, Florida, and West Virginia. 
Tlie largest gains, somewhat over 5%, occurred in 
Colorado, Nevada, and California. 

Announce Awards for Research in Aging.—The Ciba 
Foundation, London, England, has announced diat 
a panel has considered 62 papers from 19 countries 
for the Ciba Foundation’s awards for 1958 for re¬ 
search relevant to the problems of aging, and the 
following awards have been made (the names of 
leading authors only are given) to U. S. authors: 

Dr. Robert J. Boucek, Miami, for “The effect of tissue age 
and sex upon the metabolism of rat collagen,” £.300. 
Laurence O. Filgeram, Ph.D., Minneapolis, for “Deficiencies 
m tlie lipoprotein lipase system in atherosclerosis,” £200. 
Harry Sobel, Ph.D., Los Angeles, for “(a) Urinary steroids 
.ind tlie hexosamine-collagen ratio of dermal punches; 
(b) The influence of age upon the hexosamine collagen 
ration of dermal biopsies from men; (c) Lean-body-mass 
creatinine-coefficient deficit and urinary steroids,” £200. 

The awards are being offered for a fifth and final 
time in 1959, tlie closing date for entries being 
Jan. 10, 1959, and information may be obtained 
from the Ciba Foundation, 41 Portland Place, Lon¬ 
don, W. 1, England. 
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Fcllmysliii, for Study of Nutrition-A research fel- 
Jowship of ooe niillion francs is awarded every year 
by die French NestM Company to a pliysician who 
Wishes to specialize in the field of nutrition. For the 
yrar 195S-1959 the panel of judges awarded the 
iono\\-s]iip to Dr. Andre Frederich, Lyons, Tlie 
1959-1960 fellowship wall be awarded in the spring 
1959. Applicants arc requested to send to the In¬ 
ternational Childrens Centre, Chateau de Long- 
champ, Bois de Boulogne, Paris XVF: (a) a 
curiiculum vitae setting forth their work on the 
biological and social problems connected with feed¬ 
ing or nutrition of infants and children; (b) an 
introduction letter from one of dieir Masters; (c) 
a description of the studies they wsh to pursue. 
Applicants must have a sufficient command of the 
French language. At the end of the fellowship 
period, the fellow will be e.\-pected to send to the 
International Children s Centre a scientific study on 
the subject which they will lla^'e studied during 
the year. 

Society News.—The officers of the American Proc¬ 
tologic Society for the year 1958-1959 are: president, 
Dr. Karl Zimmerman, Pittsburgh; president-elect, 
Dr. Hj'rum B. Reichmann, Salt Lake City; vice- 
president, Dr. Patrick H. Hanley, New Orleans; 
secretary. Dr. Norman D. Nigro, Detroit; and treas¬ 
urer, Dr. Robert J. Rowe, Dallas, Texas.—The 
officers of dte American Laryngological Association 
for 1958-1959 are: president. Dr. Fred W. Dixon, 
Cleveland; secretary, Dr. James H. Maxwell, Ann 
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stitudons for researcli on the causes of and ffierapy 
for the less-understood illnesses and diseases, sup¬ 
port for secondary education, and support of proi- 
°®®^Sned to preserve “our American way of 

Crants for Research in Nutrition.~Twenty medical 
and nutritional scientists have been awarded nearly 
$215,000 in grants-in-aid to continue or start new 
projects for study in the relationship between nu¬ 
trition and human health, raising to $5,000,000 the 
amount distributed among universities and medi¬ 
cal schools throughout the U, S., Canada, and Cen¬ 
tal America by tire Nutrition Foundation since its 
founding 17 years ago. The foundation, organized 
by food and related manufacturers in December, 
1941, has as its basic purpose “the development of 
a comprehensive program of fundamental research, 
providing basic information in the science of nu¬ 
trition; and tire support of educational measures 
that will assist in making the science of nutrition 
effective in the lives of present and futuVe genera¬ 
tions.” The four largest grants-in-aid awarded were; 

Johns Hopkins University—Drs. David A. Turner and Albert 
I. Mendeloff to study the late of dietary fats in animal and 
human nutrition; $28,000. 

University of Toronto~Dr. Charles H. Best to study tlie 
lipotropic factors: Choline, betaine, methionins, and ino¬ 
sitol; $20,000. 

Han'ard Universitj’—Konrad E. Bloch, Ph.D., to study bio¬ 
logical syntlresis of unsaturated fatty acids; $15,000, 
Washington University—Dr. Carl F. Cori to study the Mech¬ 
anism of carbohydrate reactions in animal tissue; $14,000. 


Arbor, Mich.; treasurer, Dr. Francis E. Lejeune, 
New Orleans; and editor, historian, and librarian. 
Dr. Edwin N. Broyles, Baltimore. The 80th annual 
meeting of the association will be held at The 
Homestead, Hot Springs, Va., March 8-9, 1959.— 
Tire American Electroencephalographic Society has 
elected the following officers: president, Dr. 
Wladimir T. Liberson, Rocky Hill, Conn.; president¬ 
elect, Dr. Arthur A. Ward Jr., Seattle; treasurer, Dr. 
Isadore S. Zfass, Richmond, Va,; and secretary. Dr. 
Jerome K. Merlis, University Hospital, Baltimore 1. 

Announce Donner Fellowship Winners.—The Na¬ 
tional Academy of Sciences-National Research 
Council has announced the selection of nine scien¬ 
tists in the U. S. and Canada to be awarded the 
Donner Fellowship for medical research for the 
coming academic year. The fellowships were initi¬ 
ated in 1957 through the financial support and in¬ 
terest of the Donner Foundation of Philadelphia, 
established in 1932 in memory of Joseph Donner 
by his father, the late William H. Donner, president 
of Donner Steel Company, of Buffalo, until its sale 
to Republic Steel Corporation in 1929. Until 1949, 
tlie foundation’s charitable activities were devoted 
exclusively against cancer. Since 1949 the founda¬ 
tion has channeled a majority of its funds to three 
fields; awards to recognized medical groups or m- 


Meeting of Medical Writers.—The 15tli annual 
meeting of tlie American Medical tVriters’ Associa¬ 
tion will be held at the Hotel Morrison, Chicago, 
Sept, 26, to be followed by a workshop on medical 
writing, Sept. 27. Speakers include Drs. John Z. 
Bowers, Madison, Wis., editor, Journal of Medical 
Education; Charles E. Lyght, Rahu'ay, N. J,, di¬ 
rector, medical publications, Merck, Sharp & Dohme 
Research Laboratories; Alton Oclisner, New Or¬ 
leans, professor of surgery, Tulane Universit)’; 
Austin Smith, Chicago, editor of The JotmNAt; 
Karl A. Menninger, Topeka, Kan., chief of staffi 
Menninger Foundation. The workshop Sept. 27 
will be directed by Dr, Jacques P. Gray, visiting 
lecturer on medical writing of the AMWA assisted 
by Lois DeBakey, B.A., of Tulane University; Sel¬ 
ma DeBakey, B.A., of the Alton Ochsner Medical 
Foundation; Mildred H, Lysle, M.S., of'the Clwe- 
land Clinic Foundation; and Dr. Richard H. Orr, 
San Francisco, director, Institute for Advancement 
of Medical Communications. The meeting is open 
to all persons interested in any phase of medicai 
communications. There is no registradon fee for 
the Sept 26 meeting; there is a $5 registration tee 
for the workshop on Sept. 27 for nonmembers, for 
information write Dr. Harold Swanberg, Secretary, 
W. C. U. Bldg., Quincy, Ill. 
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Information Service for Southeast Physicians.—An 
information service, for physicians in North Caro¬ 
lina, South Carolina, and Virginia, is being launched 
which will feature a monthly booklet, entitled 
"\^^^at Goes On,” which will list all medical meet¬ 
ings, special lectures, postgraduate courses and 
other events of interest in tlie tliree-state area. Dis¬ 
tribution will be free to practicing physicians and 
medical faculty' members. Dr. William M. Nichol¬ 
son, director of postgraduate medical education at 
the Duke University Medical Center, Durham, 
N. C., said the booUet uall be prepared by the 
center, in cooperation wth medical societies and 
schools in all three states. Financial sponsorship 
wall come from tlie Lederle Laboratories Division 
of the American Cyanamid Co. at Pearl River, 
N. Y. The “^Vhat Goes On” office at Duke also will 
serve as a “clearing house” for medical activities 
in the area. Dr. Nicholson noted. Medical organiza¬ 
tions unll be invited to check unth the office before 
scheduling meetings, to avoid conflict of dates. The 
office will offer its services to \nsiting physicians. 
The first issue of “What Goes On” is tentatively 
scheduled for November. Other “I^ffiat Goes On” 
publications are available for physicians in New 
England, New York, and Texas under Lederle 
auspices. 

Announce Radiology Research Grants and Fellow¬ 
ships.—On behalf of the James Picker Foundation, 
die National Academy of Sciences-National Re¬ 
search Council has announced the award of 10 
research grants, six fellowships, and one grant for 
a scholarship in radiological research for the com¬ 
ing academic year. These awards, totahng about 
$74,000, were made by the foundation on recom¬ 
mendation of the Committee on Radiology of the 
Academy-Research Council. The Picker Foimda- 
tion, with the cooperation of the council, initiated 
its program of research grants and fellowships in 
1950 “to foster research and broaden the scope of 
radiology.” Including the present awards, research 
grants have been made for support of 39 investiga¬ 
tions over the eight-year period. These studies 
were conducted in 25 laboratories in the U. S., 
four in Canada, and seven institutions abroad. 
Tliree scholars in radiological research have been 
supported in universities in this country. Fellow¬ 
ships have been awarded to 15 young scientists to 
enable them to advance their preparation for in¬ 
vestigative c^^eers; seven were citizens of foreign 
countries. Six of these studied in this country or 
Canada and two of the Americans have carried on 
their research in England and Sweden. Grants in 
radiological research for 1958-1959 have been made 
to the three foreign investigators. Fellowships in 
radiological research for the coming year included 
one foreign recipient, and a short-term e.xtension 
has been granted to a foreign fellow. 


Awards for Arthritis Fellowships.—The Arthritis 
and Rheumatism Foundation offers predoctoral, 
postdoctoral, and senior investigatorship awards in 
the fundamental sciences related to arthritis for 
work beginning July 1, 1959. Deadhne for applica¬ 
tions is Oct. 31. The awards are intended as fellow¬ 
ships to advance the training of young men and 
women for an investigative or teaching career. 
(They are not in the nature of a grant-in-aid in 
support of a research project.) The program pro¬ 
vides for three awards: 

(1) Predoctoral Fellowships, limited to students who hold a 
bachelor’s degree; each applicant stud>'ing for an ad¬ 
vanced degree must be acceptable to the indi^ddual 
under whom the work will be done; fellowships are 
tenable for one year, \vith prospect of renewal; stipends 
range from $1,500 to $3,000 a year, depending upon 
family responsibilities. 

(2) Postdoctoral Fellowships, limited to applicants witli the 
degree of doctor of medicine, doctor of philosophy, or 
their equivalent; fellowships are tenable for one year, 
with prospect of renewal; stipends range from $4,000 to 
$6,000 a year. 

(3) Senior Investigator Awards, made to candidates holding 
or eligible for a “facultj' rank” (instructor or assistant 
professor) and who are sponsored by their institution; 
stipends are from $6,000 to $7,500 a year and are tenable 
for five years. 

A sum of $500 will be paid to cover the laboratory' 
expenses of each postdoctoral fellow and senior 
investigator. An equal sum -will be paid to cover the 
tuition e-xpenses of each predoctoral fellow. For in¬ 
formation ^v^ite the Medical Director, Arthritis and 
Rheumatism Foundation, 10 Columbus Circle, New 
York 19. 

Nominations for Medical Faculty Awards.—The 
Lederle Laboratories Dhosion of the American 
Cyanamid Company has announced the sixth year 
of the Lederle Medical Faculty Awards for the 
academic year 1959-1960. The purpose of the 
awards is to assist persons working and contemplat¬ 
ing careers in the preclinical departments of medi¬ 
cal schools. Recipients must hold faculty rank in 
their medical schools and must have full privileges 
and responsibilities for teaching and research as 
regular members in the sponsoring department. 
Awards are of four types: (1) to supplement the 
salary of an individual to enable the department to 
retain him to perform teaching and research func¬ 
tions wtal to the department; (2) to bring into 
the department a new person, not previously sup¬ 
ported either by the departmental budget or by 
research grants; (3) to continue the salary' of an 
individual previously' supported on research grants 
when those grants have terminated; (4) to ofer an 
opportunity to an indiwdual already' experienced 
in teaching and research to devote his entire or 
major efforts to the teaching of clinical medicine 
and patient care as integrated ^vith basic medical 
sciences. Awards will be made directly' to a desig¬ 
nated medical school in the U. S. or Canada for a 
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term not exceeding tliree years. Nominations should 
Awards Committee through tlie 
office of the dean of tha medical school and should 
bo endorsed by him and the administratiA^e head of 
die sponsoring department. Only one candidate 
fiom any school will be considered in any given 
year. Tlie deadline for any nomination is Oct. 31. 
Address communications to Lederle Medical Facul- 
t\' Awards, Office of the Secretary, Pearl River 
N. Y. 

Prevalence of Poliomyelilis.-According to the Na¬ 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 
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Life Expectancy 20 Years Longer.-The average 
iitetime of tlie American people has leveled off in 
recent years, according to statisticians of the Metro- 
poiitan Life Insurance Company. Hie expectation 
of Me at birtli in the United States reached a peak 
of 69.6 years in 1954, dipped slightly to 69.5 in 
1955, and again equaled 69.6 in 1956. Mortality 
data indicate that the 1957 figure was somewhat 
lower than in the years immediately preceding, 
reportedly reflecting the effect of the influenza 
epidemic in the last quarter of the year. A com¬ 
parison of 1900 and 1956 life expectancy shows that 
tlie 1956 average exceeded by more than 20 years 
die figure at the turn of the century. According to 
1900 mortality conditions, 25% of die newborn 
would fail to reach their 25th birthday; now only 
5% are not likely to attain that age. Similarly, half 
die children born at the turn-of the century could 
expect to survive to age 58; currently half. die 
newborn can expect to reach age 73, In 1956 die 
expectation of life at birth for white females was 

73.7 years. For girls at age 5, 70.5 years of life re¬ 
main, about 60 years for those at age 16, and 50 
years for those at age 26. For white males, the 
average lengdi of life in 1956 was 67.3 years, or 
6,4 years less than that for females. The difference 
lessens from 6 years at age 9, to 5 years at age 41, 
and to 4 years at age 56. The differences between 
the sexes around 1900 were less than three years 
at birth and only about one year at age 56. Among 
nonwhite persons, the expectation of life' at birtli 
in 1956 was 61,1 years for males and 65.9 years for 
females. Tlie average length of life for die non¬ 
whites still lags considerable behind that for die 
whites. The difference amounts to as much as 7.8 
years among females and 6.2 years among males. 
Since 1900-02 the expectation of life has increased 

11.7 years at age 5 and 8.5 years at age 25, tlie 
statisticians report. Currently, the expectation of 
life at age 65 is more dian 14 years. 


Announce Grants for Bone Research.—Five grants 
for research on bone formation have been an¬ 
nounced by the Easter Seal Research Foundation. 
A sixth award will make possible a study of the 
educational needs of cerebral palsied children in 
the Soudi. The awards, totaling $86,390 and in¬ 
cluding renewed support to five continuing proj¬ 
ects, are from funds raised during the annual Eastei 
Seal campaign. The foundation, established by t le 
National Society for Crippled Children and Adults, 
supports reseai'ch dealing with causes and 
tion of crippling conditions and improved rehabili¬ 
tation techniques. Awards went to the following 
institutions: 


Dlunibia University, College^of Physicians Surgmjs 
New York City, $15,985-“Basic Mechanisms o Bone 
INCW r, V , -Rassett. responsible m- 




vestigator. 
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University of North Carolina School of Medicine, Chapel 
Hill, two grants ($6,785 and $3,865) supporting studies 
of rickets and other diseases of the bone. 

University of Pittsburgh School of Medicine, $5,500—‘The 
Relationships of Embryonic Oxj'gen Deficiency and the 
Development of Congenital Malformations,” Casimer T. 
Grabowski, Ph.D., responsible im’estigator. 

Medical College of Virginia, Richmond, $3,450—“Tlie Patho¬ 
logic Physiology of Fracture Healing as Related to Cere¬ 
bral Cortical Stimulation,” Dr. Earnest B. Carpenter, re¬ 
sponsible investigator. 

Southern Regional Education Board, Atlanta, Ga., $9,930— 
“A Study of the Educational Needs of Cerebral Palsied 
Children in tire Southern Region as Related to the Total 
Medical, Education, and Rehabilitative Program for Tliese 
Children,” William C. Geer, responsible investigator. 

Recemng one-year renewal awards were: Uni¬ 
versity of California, Los Angeles (810,000); Univer¬ 
sity of Mississipfti ^^edicaI Center, Jackson ($6,000); 
New York (N. Y.) Medical College ($3,000); West¬ 
ern Resert'e University School of Medicine, Cleve¬ 
land ($8,855); and University of Oklahoma School 
of Medicine, Oklahoma City. 

CORRECTIONS 

Dextran Sulfate.—Tlie Foreign Letter item entitled 
“Alopecia Due to Dextran” in The Journal, June 
21 issue, page 1029, should have been entitled 
“Alopecia Due to Dextran Sulfate.” Dextran, a plas¬ 
ma ex-pander, is not related to dextran sulfate, the 
anticoagulant, and does not cause alopecia. 

Organized Home Care Programs.—In the Govern¬ 
ment Seiwice item from the Public Health Sersice in 
The Journal, July 26, page 1651, entitled Organized 
Home Care Programs it was erroneously stated 
that Dr. William Stadel was Chairman of the Com¬ 
mittee on Chronic Illness of the American Medical 
Association. Dr. Stadel is Chairman of the Commit¬ 
tee on Chronic Illness of the American Hospital 
Association. 


EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN 

MEDICAL GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad¬ 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application was 
June 23. Dates for the 1959 examinations have been set 
for Feb. 17 and Sept. 22. E.xecutive Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Illinois. 

BOARDS OF MEDICAL EXAAHNERS 

Alaska:" On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 


Caufobkla: Written Examination. Los Angeles, August 18- 
21; Sacramento, Oct. 20-23. Oral Examination. Los Angeles, 
August 16; San Francisco, November 13. Oral and Clinical 
Examination for Foreign Medical School Graduates. San 
Francisco, June 15; Los Angeles, August 17; San Francisco, 
November 16. Sec., Dr. Louis E. Jones, 1020 N Street, 
Sacramento. 

Colorado: Endorsement. Denver, Oct. 14. Written. Denver, 
Dec. 9-10. Exec. Sec.. Mrs. Beulah H. Hudgens, 713 
Republic Bldg., Denver 2. 

Djsnucrr of CoLuxtBiA:" Reciprocity. Washington, Septem¬ 
ber 8. Examination. Washington, Dec. 8-9. Deputy Direc¬ 
tor, Mr. Paul Foley, 1740 Massachusetts Ave,, N. W., 
Washington 6. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

Maine: Examination and Reciprocity. Portland, Nov. 12-14. 
Sec., Dr, Adam P. Lei^ton, 142 High St., Portland. 

New Hampshire: Examination. Concord, Sept. 10-13, Reci¬ 
procity. Concord, Sept. 10. Sec., Dr, Mary M. Atchison, 
Room 101, 61 South Spring St., Concord. 

Montana: Examination and Reciprocity. Helena, OcL 7. 
Sec., Dr. Thomas L. Hawkins, 355 Fuller Ave., Helena. 

New Mexico:" Examination and Reciprocity. Santa Fe, Nov. 
17-18. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fe. 

Ohio: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, August 18; October 6 and Dec. 16-18. Sec., 
Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 

Oregon:" Examination. Portland, Sept. 26-27. E.x. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 

South Dakota:" Examination. Rapid Cit>’, August 12-13. 
Exec. Sec., Nfr. John C. Fosler, 300 First National Bank 
Bldg., Siou.\- Falls. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Wisconsin: Examination. Madison, SepL 19. Sec., Mr. Wil¬ 
liam H. Barber, 621 Ransom St., Ripon. 

Wyoming: Examination and Reciprocity. Cheyenne. Oct. 6. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Alaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 

Arkansas: Examination. Little Rock, Oct. 6-7. Sec., Dr. 
S. C. Dellinger, Zoologj’ Department, University of Arkan¬ 
sas, Fayetteiille. 

District of Columbia: Reciprocity. Washington, September 
8. Examination. Washington, Nov. 13-14. Deputy Director, 
Mr. Paul Foley, 1740 Massachusetts Ave., N. W., Washing¬ 
ton 6. 

Kansas: Examination and Reciprocity. Kansas City, Nov. 24- 
25. Sec., Dr. L. C. Heckert, Pittsburg. 

Michigan: Examination. Ann Arbor and Detroit, Oct. 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Ylason Bldg., 
W. Michigan Ave., Lansing 15. 

Oklahoma: Examination and Reciprocity. Oklahoma City, 
Sept. 26-27. Sec., Dr. E. F. Lester, 813 Braniff Bldg., 
Oklahoma City. 

Texas: Examination. Oct. 13-14. Certificates issued by reci¬ 
procity and waiver on the first and fifteenth of each month. 
Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Eiamtrurtion. Madison, Sept. 19 and Milwaukee, 
Dec. 6. Sec,, Dr. W. H. Barber, 621 Ransom St., Ripon. 


"Basic Science Certificate required. 
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elation in Rochester, Mhm.; clinical instructor in 

^1 1 fthna mater; associated with 

Childrens Hospiital of the East Bay in Oakland, 
Herrick Memorial Hospital, and the Alta Bates 
Hospital, M'here lie died July 12, aged 43, of leu¬ 
kemia. 

Duffy, Joseph Benedict ® Centralia, Pa.; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1935; served as a director and president of 
the First National Bank of Centralia before its 
merger with the Pennsjdvania National Bank and 
Trust Company of Pottsville; chairman of die ad¬ 
visory board of the institution; died in the Jefferson 
Medical College Hospital, Philadelphia, July 4, 
aged 48. 

Duncan, William Stevenson ® Pittsburgh; born in 
Tarentum, Pa., April 14, 1920; Hahnemann Med¬ 
ical College and Hospital of Philadelphia, 1945; 
specialist cerh’fied by the American Board of Ob¬ 
stetrics and Gynecology; fellow of the International 
College of Surgeons and the American College of 
Surgeons; interned at Presbyterian Hospital; served 
a residency at the Elizabeth Steel Magee Hospital, 
where he was a member of the staff, and the Pitts¬ 
burgh Medical Center; a first lieutenant in the U. S. 
Army, 1946-1947; clinical instructor in obstetrics at 
the Universitj^ of Pittsburgh School of Medicine; 
associated witli the Montefiore Hospital; consul¬ 
tant, obstetrics and gynecology, Allegheny Valley 
Hospital in Tarentum; died in Van Buren Bay, 
N. Y., July 7, aged 38, of coronary disease. 

Eagle, James Carr, Spencer, N. C.; Jefferson Med¬ 
ical College of Philadelphia, 1923; member of the 
American Academy of General Practice; past- 
president of the Rowan County Medical Society; 
for many years member and chairman of the school 
board; on the staff of the Rowan Memorial Hos¬ 
pital, Salisbur)^, where he died July 14, aged 59, of 
a heart attack. 

Emerson, Ralph Waldo ©Topeka, Kan,; University 
of Kansas School of Medicine, Kansas City, Kan., 
1921; veteran of World War I; past-president of the 
Shawnee County Medical Society; died in the 
Stormont Vail Hospital July 1, aged 65, of bron¬ 
chogenic, carcinoma. 

Englander, Charles ® Newark, N. J.; born in 
Newark Sept. 6, 1890; Medico-Chirurgical College 
of Philadelphia, 1916; specialist certified by the 
American Board of Psychiatry and Neurology; 
member of the American Psychosomatic Socie^, 
American Psychiatric Association, and the Associa¬ 
tion for Research in Nervous and Mental Disease; 
veteran of World War 1; served on the staff of the 
Neurological Institute in New York City, Essex 
County Hospital for Contagious Diseases in Belle¬ 
ville, Newark City Hospital, and Newark Beth 
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iiuspjtai; consultant, Newark Eye and Ear 
Infirmary and the Irvington (N. J.) General Hos¬ 
pital; for many years chief pathologist, Essex 
County Overlook Hospital in Cedar Grove, where 
lie died July 14, aged 67, of coronary disease. 


Eschelbacher, Leo Joachim ® Mount Vernon, Ill.; 
Universitat Basel Medizinische Fakultat, Switzer¬ 
land, 1936; died in the Barnes Hospital, St. Louis, 
July 9, aged 47, of viral hepatitis. 


Evans, David Phillip ® East Orange, N. J.; Uni¬ 
versity of Virginia Department of Medicine, Char¬ 
lottesville, 1926; member of the American Academy 
of Pediatrics; veteran of World War II; chief of 
the pediatric department at Orange (N. J.) Me¬ 
morial Hospital, where he died July 13, aged 59, 
of acute coronary occlusion. 


Eubanks, John Edward ® East St. Louis, HI.; Uni¬ 
versity of Illinois College of Medicine, Chicago, 
1927; veteran of World War I; associated with St. 
Mary’s Hospital in East St, Louis and Homer G. 
Phillips Hospital and St. Mary’s Infirmary in St, 
Louis, where he died July 2, aged 62, of empyema, 
pulmonary infarction, and arteriosclerotic heart 
disease. 


Fawcett, Charles Emerson, Dormont, Pa,; Univer¬ 
sity of Pittsburgh School of Medicine, 1909; an as¬ 
sociate member of the American Medical Associa¬ 
tion; died July 11, aged 73. 

Feasler, Charles Herbert, Beverly Hills, Calif.; 
Illinois Medical College, Chicago, 1905; member 
of the American Psychiatric Association; died in 
St. John’s Hospital, Santa Monica, June 8, aged 77. 

Fischer, Morris, Brooklyn; Long Island College 
Hospital, Brooklyn, 1921; on the staff of the Madi¬ 
son Park Hospital of Adelphi College; died in the 
Jewish Hospital June 15, aged 61, of carcinoma of 
the stomach with cerebral and spinal metastases. 

Foster, Wilmot Coyne ® Portland, Ore,; born in 
Sheridan June 21, 1893; University of Oregon 
Medical School, Portland, 1920; fellow of the 
American College of Surgeons; for four years fel¬ 
low in surgery at the Mayo Clinic, Rochester, 
Minn., where he was made first assistant in the 
department of surgical anatomy; served as presi¬ 
dent and secretary-treasurer of the Board of Med¬ 
ical Examiners of the state of Oregon, of which he 
was a member since. 1944; elected to the executive 
committee of the Federation of State Medical 
Boards in 1957; at one time on the faculty of his 
alma mater; chairman of the medical department 
of Selective Service System during World War II; 
chief surgeon for the Portland Gas and Coke 
pany; surgical consultant for the American Can 
Company; member of the medical staff of St. Vin¬ 
cent Hospital, where he served as chief of statt m 
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1952 and chief of surgery 1954-1955; member of 
the medical staffs of Providence, Physicians and 
Surgeons, and Emanuel hospitals; died July 4, 
aged 65. 

Frey, Jesse Jacob ® Nashville, Tenn.; Vanderbilt 
Universitj,’ School of Medicine, Nashville, 1901; 
past-president of the Nashville Societv' of Oph¬ 
thalmology and Otolaiymgology: associated with 
the Nashville General Hospital; died July 3. 
aged SI. 

Frisch, Felix ® Trenton, N. J.; Medizinische Fa- 
kultat der Universitat, Vienna, Austria, 1905; on 
the staff of the McKinley Hospital, where he died 
July 5, aged 78, of myocardial infarction, and coro- 
narv’ occlusion. 

Goodman, Samuel ® New Yorh Citv’; Fordham 
University' School of Medicine, New York City, 
1918; died in Mount Sinai Hospital July 12, aged Gff 

Grove, Thomas Leon ® Saluda, l^a.; Medical Col¬ 
lege of Virginia, Richmond, 1939; veteran of World 
War II; county medical e.xaminer; died July 2, 
aged 43. 

Haggart, Harry' Humphrey ® Cincinnati; Johns 
Hopkins University' School of Medicine, Baltimore, 
1921; specialist certified by the American Board of 
Otolaryngology; member of the American Society’ 
of Plastic and Reconstructive Surgery' and the 
American Academy of Ophthalmology and Oto- 
lary'ngology'; on the staffs of tlie Childrens and 
Christ hospitals; died July 13, aged 66. 

Helbing, Harry Hugh ® St. Louis; American Med¬ 
ical College, St. Louis, 1895; Homeopathic Medical 
College of Missouri, St. Louis, 1901; served on the 
staffs of the Evangelical Deaconess Hospital and 
the St. Louis City Hospital; died July 4, aged 89, 
of paraly'sis agitans. 

Henry, John Philips ® Memphis, Tenn.; University' 
of Tennessee College of Medicine, Memphis, 1917; 
associate professor of medicine at his alma mater; 
member of the American College of Allergists; fel¬ 
low of the American College of Physicians; veteran 
of World War I; on the staffs of Baptist Memorial 
and John Gaston hospitals; died July 4, aged 65, of 
massive gastric hemorrhage. 

Herrington, Lee Richard Sr., New Salem, Pa.; 
Western Pennsylvania Medical College, Pittsburgh, 
1897; served as county coroner; died in the Union- 
town (Pa.) Hospital June 26, aged 90. 

Hillyer, Ernest Elwood, Staten Island, N. Y.; Long 
Island College Hospital, Brooklyn, 1898; an asso¬ 
ciate member of the American Medical Association; 
died in Staten Island Hospital July 5, aged 90, of 
coronary' arteriosclerosis. 


Hitt, Ashby J., Tower Hill, Ill.; National Normal 
University College of Medicine, Lebanon, Ohio, 
1893; died in the Huber Memorial Hospital. Pana. 
June 20, aged 95. 

Hogshead, J. McChesney ® Chattanooga. Tenn.; 
University College of Medicine, Richmond, 1903; 
member of the American Academy of Ophthal¬ 
mology' and Otolaryngology'; died July 13, aged 82. 

Hollingsworth, Samuel Glen ® Bradenton, Fla.; 
Hering Medical College, Chicago, 1897; past- 
president of the Florida State Board of Medical 
Examiners, of which he was a member for many 
years; formerly school physician; died July 13. 
aged 87, of bronchopneumonia. 

Hopldns, John Rolph ® Denver; University of To¬ 
ronto Faculty' of Medicine. Toronto. Ontario. Can¬ 
ada, 1893; L.R.C.P., Edinburgh, Scotland, 1893; 
for many years on the staff of St. .Anthony’s and St. 
Joseph’s hospitals; died June 11, aged 87, of coro¬ 
nary' thrombosis. 

Jones, Garnett @ St. Clair, Mo.; Barnes Medical 
College, St. Louis, 1907; past-president of St. Louis 
County' Medical Society; died in the Evangelical 
Deaconess Hospital in St. Louis. June 30. aged 91. 
of pneumonia. 

Joyce, WiUiam Michael ® Middletown, Conn.; 
Jefferson Medical College of Philadelphia. 1917; 
specialist certified by the American Board of Oto- 
lary'ngologv'; fellow of the American College of 
Surgeons; veteran of World Wars I and II; asso¬ 
ciated w'ith Connecticut State hospital and the 
Middlesex Memorial Hospital; died July' 1, aged 65. 

Karen, Benjamin ® New York City'; University' and 
Bellevue Hospital Medical College, New York City. 
1924; serv'ed as secretary' of the Broux County- 
Medical Society; associated w'ith Morrisania Hos¬ 
pital and the Bronx Hospital, where he died July 
1, aged 58, of aortic insufficiency, and pulmonary' 
infarction. 

Kelley, Catherine Rose, New' York City; Tufts Col¬ 
lege Medical School, Boston. 1909; specialist certi¬ 
fied by the American Board of Internal Medicine; 
an associate member of the American Medical .As¬ 
sociation; served on the staffs of the Bellev-ue, Doc¬ 
tors, and Misericordia hospitals; died in Nashua, 
N. H., July 14, aged 82, of cerebrovascular throm¬ 
bosis. 

Kirk, Albert Wellington ® Berkeley, Calif.; College 
of Physicians and Surgeons of San Francisco, 1900; 
died July 5, aged 88. 

Labensky, Alfred ® New London, Conn.; Yale 
University School of Medicine, New Haven, 1921; 
qiecialist certified by the American Board of In¬ 
ternal Medicine; fellow' of the American College 
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of Physicians; past-president and secretary of the 
New London County Medical Society; associated 
with Lawrence and Memorial Associated Hos¬ 
pitals; consulting physician, Norwich (Conn.) State 
Hospital and the Seaside in Waterford; died Tulv 
7, aged 66. 

Lange, Horst ® Seaford, N. Y.; Friedrich-Wil- 
helms-Universitat Medizinische Fakultat, Berlin, 
Prussia, 1927; member of the American Trudeau 
Societ}' and the American Academy of General 
Practice; died June 15, aged 56, of cardiovascular 
accident. 


Lassen, Fritz ® Pueblo, Colo.; Ludwig-Maxi- 
milians-Universitat Medizinische Fakultat, Mun- 
chen, Bavai'ia, Germany, 1903; specialist certified 
by the American Board of Otolaryngology; mem¬ 
ber of the American Academy of Ophthalmology 
and Otolarjmgology; fellow of the American Col¬ 
lege of Surgeons; co-founder of the Parkview 
Episcopal Hospital; died June 30, aged 82, of 
coronary occlusion. 

Lederman, Edward Isadore ® Baltimore; Univer- 
sit}' of Cincinnati College of Medicine, 1941; spe¬ 
cialist certified by the American Board of Anes¬ 
thesiology; member of the American Society of 
Anesthesiologists; veteran of World War II and 
was awarded the Silver Star, two Bronze Stars and 
Combat Medical Badge; associated with Sinai and 
Provident hospitals; died June 7, aged 44, of myo¬ 
cardial infarction. 


Leedy, Gladys June ® Indianapolis; Indiana Uni¬ 
versity School of Medicine, Indianapolis, 1948; 
served on the staff of the Central State Hospital; 
on the staff of the regional Veterans Administration 
office; found dead June 30, aged 39. 


JLeigli,.Horace ® Yonkers, N. Y.; Queen’s Univer¬ 
sity Faculty' of Medicine, Kingston, Ontaiio, Can¬ 
ada, 1935; veteran of World War II; member of 
the American Society of Anesthesiologists; asso¬ 
ciated with St. Agnes Hospital in White Plains, 
Grasslands Hospital in Valhalla, and St. Luke's 
Hospital in New York City; died July 8, aged 52, 
of heart disease. 


Leinoff, Hairy David ® New York City; New York 
Homeopathic Medical College and Flowei Hos¬ 
pital, New York City, 1927; associate professor of 
medicine at New York Medical College, Flower 
and Fifth Avenue Hospital; specialist certified by 
the American Board of Internal Medicine; fellow 
of the American College of Physicians; veteran of 
World War II; associated with Flower and hittn 
Avenue Hospitals, Meti'opolitan, and Bird S. Coler 
Memorial hospitals; died July 21, aged 53. 

Leidi, Leroy Rhodes, Exeter, Mo.; College of Phy¬ 
sicians and Surgeons, Baltimore, 1893; died May 

21, aged 88. 


J.A,M.A., Sept. 6, 193$ 


Dund, Henry Joseph, Monterey, Calif.; WashinKton 
University School of Medicine, St. Louis 1924- 

(Calif.) Hospital July 2, aged 61. ^ 


McClellan, George Sterling ® Pompano Beach, 
Fla.; Georgia College of Eclectic Medicine and 
Surgery, Atlanta, 1912; charter member and past- 
president of the Broward County Medical Society; 
a former member of the state board of medical 
examiners; served in France during World War I; 
associated with the North Broward General Hosl 
pital in Fort Lauderdale; died in the Holy Cross 
Hospital, Fort Lauderdale, June 23, aged 67, of 
pulmonary edema due to myocardial infarction due 
to arteriosclerotic heart disease. 


McCue, Francis Joseph, Hudson, Mich.; University 
of Michigan Department of Medicine and Surgerj', 
Ann Arbor, 1903; died in the Thorn Memorial 
Hospital June 8, aged 81. 

McTague, William Francis, New York City; Jeffer¬ 
son Medical College of Philadelphia, 1917; veteran 
of World War I; formerly associated with the Ellis 
Island immigration station, U. S. Public Health 
Service; on tlie staffs of Fordham and St. Elizabeths 
hospitals; died in the Veterans Administration Hos¬ 
pital July 7, aged 68. 

Maloney, Thomas William, Detroit; Albany (N, Y.) 
Medical College, 1911; served as president of the 
Lake Keuka Medical and Surgical Association; vet¬ 
eran of World Wars I and II; associated with the 
Veterans Administration; died July 4, aged 73, of 
left ventricular failure, myocardial infarction, and 
arteriosclerotic heart disease. 


Maim, Joseph Lee ® Lieut. Colonel, M. C., U. S'. 
Air Force, Hampton, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1938; 
member of the Industrial Medical Association; in¬ 
terned at Norfolk General Hospital in Norfolk, Va.; 
veteran of World War II; died in the U. S. Air 
Force Hospital, Langley Air Force Base, March 19, 
aged 43, of metastatic bronchogenic carcinoma. 

Martin, Albert J. ® East Prairie, Mo.; Beaumont 
Hospital Medical College, St. Louis, 1896; died 
July 3, aged 87, of a heart attack. 

Milos, James Leopold ® Chicago; Loyola Univer¬ 
sity School of Medicine, Chicago, 1931; served on 
the staff of St. Francis Hospital in Blue Island; 
died July 18, aged 52, of coronary occlusion. 

Nielsen, Edwin Bjome ® Boston; Harvard Medical 
School, Boston, 1899; died July 3, aged 81. 

Pennell, Melvin Thomas ® Alton, Ilk; St. Louis 
University School of Medicine, 1941; interned, U. S. 
Marine Hospital, Boston; served a residency at St. 
Mary’s Group of Hospitals, St. Louis; specialist 
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certified by the American Board of Obstetrics and 
Gynecology; served on the faculty of his alma 
mater; veteran of World War II; on tire staffs of 
the Alton Memorial Hospital and St. Joseph Hos¬ 
pital, where he died July 5, aged 42, of spongio¬ 
blastoma. 

Pentel, Louis Simon ® West New Yorh, N. J.; 
Baylor Unh'ersity College of Medicine, Dallas, 
19^; died in the North Hudson Hospital July 1, 
aged 61. 

Perelman, Julius Samuel ® West Orange, N. J.; 
University of Vermont College of Medicine, Burl¬ 
ington, 1935; died in Honolulu, Hawaii, July 11, 
aged 48. 

Perkins, Roscoe Livingstone, Royal Oak, Md.; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1907; an associate member of the 
American Medical Association; veteran of World 
War I; formerly practiced in Harrisburg, Pa.; died 
June 27, aged 79. 

Poindexter, Frank Wilmore ® Nerr’port News, Va.; 
Medical College of Virginia, Richmond, 1913; spe- 
ciahst certified by the American Board of Oto¬ 
laryngology; member of the American Academy of 
Ophthalmolog}' and Otolarjmgology; fellow of the 
American College of Surgeons; on the staffs of the 
Riverside and Mar}’ Immaculate hospitals; died 
July 4, aged 70, of coronary thrombosis. 

Pratt, Roscoe Wellington, Park Ridge, Ill.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1911; re¬ 
tired member of the medical board of the New 
York Life Insurance Company in New York City; 
died in McHenry July 15, aged 68, of carcinoma 
of the right lung. 

Ransbottom, Irah James, Coldwater, Ohio; Cin¬ 
cinnati College of Medicine and Surgery, 1892; 
veteran of World War I and the Spanish-American 
War; died in the Gibbons Hospital, Celina, June 
20, aged 88. 

Reed, Theodore Byington ® Wilton, Conn.; Cornell 
University Medical College, New York City, 1916; 
veteran of World War I; formerly practiced in New 
York City, where he was on the faculty of Co¬ 
lumbia University College of Physicians and Sur¬ 
geons; member of the Medical Society of the State 
of New York; served on the staff of the New York 
Nursery and Child's Hospital in New York City; 
died July 2, aged 69. 

Reinders, Otto W., Riverside, Conn.; Washington 
University School of Medicine, St. Louis, 1891; 
died in Stamford May 7, aged 91, of arterio¬ 
sclerotic heart disease. 


Rozentals, Peteris Voldemars, Louisville, Ky.; 
LaMjas Universitate Medicinas Fakultate, Riga, 
Latvia, 1929; on the staff of Hazelwood Sanatorium, 
where he died May 20, aged 54, of carcinomatosis. 

Rubin, Isidor Clinton ® New York City; bom in 
1883; Columbia University College of Physicians 
and Surgeons, New York City, 1905; specialist cer¬ 
tified by the American Board of Obstetrics and 
Gj’necolog}’; member of the American Association 
of Obstetricians and Gynecologists and tire Amer¬ 
ican Gj’necological Society, of which he was past- 
president; fellow of the American College of Sur¬ 
geons and the International College of Surgeons; 
in 1941 received a Certificate of Merit from the 
American Medical Association for a scientific ex- 
Iribit illustrating diagnosis of impaired tubal func¬ 
tion by kj'mographic uterotubal insufflation and 
soluble viscous contrast medium; formerly clinical 
professor of obstetrics and gynecology at his alma 
mater and the New York University College of 
Medicine; on the staff's of the Mount Sinai, Beth 
Israel, Harlem, and Montefiore hospitals; developed 
the Rubin Test; an officer of the French Legion of 
Honor; author of books on his specialty; on the 
editorial board of Fertilittj and Sterility; died in 
London, England, July 10, aged 75, of coronary 
sclerosis and h)'pertensi^•e heart disease. 

Sheets, Cecil Clarence ® Paulsboro, N. J.; McGill 
Uni\’ersity Faculty of Medicine, Montreal, Que., 
Canada, 1923; died May 26. aged 57, of acute 
coronary occlusion. 

Snow, Bruce ® Manchester, N. H.; Harx’ard Med¬ 
ical School, Boston, 1919; member of the American 
Academy of General Practice and served as director 
of the New Hampshire branch; associated wth the, 
Elliot Hospital; died July 1, aged 63, of cancer. 

Weinstein, David ® Opelousas, La.; Tulane Uni¬ 
versity School of Medicine, New Orleans, 1943; 
served on the faculty of his alma mater; veteran of 
World War II and was awarded the Silver and 
Bronze Stars for braver}’ at Iwo Jima; past-president 
of the Rotary Club in Opelousas and St. Landi}’ 
Parish Medical Society; member of the .board of 
directors of St. Landry Bank and Trust Company; 
died in the Touro Infirmar}’, New Orleans, June 
29, aged 40, of metastatic carcinoma of the stomach. 

Woodall, John L., La^’inia, Tenn.; (licensed in 
Tennessee in 1889); died May 26, aged 88. 

Woodman, James Brown ® Franklin, N. H.; Dart¬ 
mouth Medical School, Hanover, 1903; fellow of 
the American College of Surgeons; veteran of 
World "^l^ar I; served on the city council and board 
of education; vice-president of the Franklin Sav¬ 
ings Bank; associated ^^’ith the Franklin Hospital, 
where he died June 28, aged 79, of acute coronary 
thrombosis. 
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BRAZIL 

Pulmonary Cavitation.—The problem presented by 
the tuberculous pulmonary cavity is apparently be¬ 
coming aggravated by tlie wide use of antibiotics 
and chemotherapy. Dr. Radyr de Queiroz and co¬ 
workers of the Sao Paulo State Universify presented 
to the Associa 5 ao Paulista de Medicina a series of 14 
such patients, for 6 of whom resection had been per¬ 
formed. When sputum smears, cultures, and guinea 
pig inoculations are repeated!}' negative for Myco¬ 
bacterium tuberculosis and ,x-ray examination re¬ 
veals the persistance of the cavit}', it may be con¬ 
cluded that the cawty is undergoing open healing 
or is already healed. We may make a diagnosis of 
cystic cavitation onl}' when, by serial x-ray exami¬ 
nations, it is possible to recognize the cavity in the 
beginning of the treatment and at the different 
stages of the healing. A cystic cavity should not 
be confused with bubbles of emp]i}'sema which are 
found in nonspecific pneumopathies as well as in 
tuberculosis. The pulmonary tissue around the cystic 
cavity may be free from tubercles or present ex¬ 
tensive tuberculous changes. The diagnosis of open 
healing of the tuberculous cavity can be made only 
after a long observation. Besides the risk of reac¬ 
tivation of the tuberculous infection, the cystic 
cavity may be complicated by hemonhage, suir- 
puration, and functional disturbances. Considering 
all these factors, it is advisable, if possible, to resect 
the lesion. 

Cystic cavities may be one to several centimeters 
in diameter and may even reach the size of a whole 
lobe. As a rule, these cavities are spherical but they 
may be tortuous. Their walls are generally thin, 
but may be partially tliickened at points where they 
adhere to precavitary fibrous tissue. Their internal 
lining is ^ooth and shiny like a serous membrane. 
The cavities are empty, although occasionally they 
contain small yellow fibrinous clots or even caseous 
matter. Histologically, there is a complete altera¬ 
tion of the structure of the cavity, the wall con¬ 
sisting of collagen fibers with a variable number of 
fibroblasts and scant vascularization. The drainage 
bronchus is patent and its mucosa is practically 
normal. 

Inoperable Cancer of Uterine Cervix.—Dr. A. S. 
Pereira and co-workers (O hospital, vol. 53, June, 
1958) stated that in the course of inoperable can- 

The items in these letters are contributed by regular correspondents 
in the v.arious foreign countries. 


cer of the cendx uteri there is a phase of pain in 
relation to the autonomic nert'ous system and an¬ 
other phase in which pain is provoked by stimula¬ 
tion of afferent patlnvays of the central newous 
system. Accordingly,' two t}'pes of operative treat¬ 
ment may be used. The authors performed ab- 
dominopelvic sympathectomies (resection of the 
hypogastric neiwe, aortic plexus, lumbar sympa¬ 
thetic chains, and plexus of die iliac arteries and of 
the inferior mesenteric artery) with complete 
relief of pain. These patients continued iritliout 
pain as long as the cancer ivas limited to structures 
innervated by tlie autonomic nervous system, but 
ivhen it invaded structures innervated by the 
central nervous system the pain reappeared. The 
best results were obtained when the tumor was 
irradiated postoperatively. In patients irith inoper¬ 
able cancer of the cendx uteri suffering from 
intractable h}'pogastric and lumbosacral pain radi¬ 
ating to die lower extremities, bilateral cenical 
cordotomy was performed at levels between tlie 
first and diird cendcal vertebras, with complete 
relief of "'pain. Temporar)' urinary retention was 
observed, but this disappeared entirely in a few 
days. 

Midline Episiotomy.—Dr. L. C. da Costa (Revista 
de ginecologia e d’obstetricia 52:153, 1958) per¬ 
formed a midline episiotomy on 500 patients of 
whom 311 were primiparas. In 66 die deliver}' was 
performed by forceps, and in 6 there was breech 
presentation. Six of the patients gave birdi to twins. 
Of the 506 infants, 19 were premature, 60 weighed 
more than 3,500 Gm. (7.7 lb.), and 13 weighed 
more than 4,000 Gm. (8.8 Ib.). Episiotomy is the 
most frequent obstehrical operation. In about half 
of the patients in this series the wound was re¬ 
paired by means of an intradermal suture. The au¬ 
thor avoided the midline incision in women with 
a short perineum or when difficulties ivere antici¬ 
pated from midforceps deliver}', breecli extraction, 
unfavorable subpubic arc, or large fetus. Local or 
caudal anesthesia was used for all patients. No 
postoperative incontinence or feces or rectovaginal 
fistula was observed. Midline episiotomy should be 
performed only by sufficiently trained surgeons in 
selected cases. 

Trypanosomiasis.—Dr. S. B. Gonsalves, (O hopntal 
53:799, 1958) stated that Trypanosoma cruzi pro¬ 
duces in the host allergic lesions such as interstitial 
myocarditis which may be reproduced experimen¬ 
tally by inoculation with dead trypanosomes. 1. 
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cruzi undergoes a metabolic cycle in which pro¬ 
tease, histidinedecarboxylase, and histaminase, me¬ 
tabolites derived from histamine, are produced and 
used by tlie trypanosomes in their development. In 
this cycle, tlie glycogen deposited in tire muscle 
plays an important role, favoring the digestion of 
proteins. Substances that inhibit the action of hista¬ 
mines, such as isoniazid, chlortetracycline, and oxy- 
tetracycline, aggravate the infection produced by 
T. cruzi. Substances tliat increase glycogen deposit, 
such as cortisone and hydrocortisone, similarly ag¬ 
gravate the infection. Certain hypoglycemic sub¬ 
stances, suramin and various diamidines, possess a 
tr 3 'panosomicide action for tire African trjTpano- 
somas, more adapted to tire parasitic life tlian T. 
cruzi and therefore more sensitive to tire antimet- 
abolic action of tlrese drugs. The autlror observed 
tlrat carbutamide exercised a marked influence, de¬ 
creasing tire extent of interstitial myocarditis pro¬ 
duced by T. cruzi in mice. 

Brazilian Trypanosomiasis.—Dr. P. F. Pereira and 
co-workers {Revista Qoiana de Medicina, vol. 4, 
Jan.-March, 1958) showed tlrat in the hr'pertrophic 
phase of megaesophagus in patients with Brazilian 
tiy'panosomiasis the absolute number of muscle 
fibers is increased to almost six times the normal. 
Thus the so-called hr'pertrophy of the muscle fibers 
represents hyperplasia as well as hypertrophy. 


CANADA 

Congress of Obstetrics and Gynecology.—The Sec¬ 
ond World Congress of Obstetrics and Gynecolog)', 
arranged by the International Federation of Gyne¬ 
cology and Obstetrics, was held in Montreal in 
June. In a conference on toxemias of pregnancy, 
Toppozada of Egypt outlined work shomng the 
e.xistence of placental toxin, present in toxemic 
pregnancy and inhibited in normal pregnancy. He 
had used injections of amniotic fluid from normal 
women to treat patients Avith eclampsia and pre¬ 
eclampsia wnth favorable results. Kotasek of Prague 
noted that in toxemia values in the blood for anti- 
diinretic hormone rose %vith the severity of the dis¬ 
ease. McCall of New Orleans condemned intra¬ 
venous administration of barbiturates, preferring to 
rely on sedation with 50% magnesium sulfate intra¬ 
muscularly plus hydralazine and veratrum viride. 
Rodriguez-Lopez of Montevideo gave 10 cc. of 1% 
procaine intravenously to patients with severe tox¬ 
emia. In a conference on anemia of pregnancy 
Lowenstein of Montreal showed the difficulty of 
defining normal blood values in pregnancy. Llew- 
ellyn-Jones of Malaya reported values regarded as 
normal in Malayan pregnant women which would 
be abnormal in the West. Any hemoglobin value 
down to 6.5 Gm.% was considered normal. Below 
this level 25% had megaloblastic anemia and the 


rest had iron deficiency anemia. Green-Armytage 
. of London stated that blood transfusion was dan¬ 
gerous and that he used it only as a last resort for 
anemia m pregnant women. In such patients he 
gave only 350 cc. at a time. 

Three approaches to phlebitis were described. 
Shute of London, Ontario, treated chronic phlebitis 
with SOO to 2,000 units of alpha-tocopherol daily. 
Chalmers of Worcester, England, in treating post¬ 
operative and puerperal phlebitis used paraverte¬ 
bral block and also found a new sjTupathicohiic 
agent PH203 (a combination of Panthesin and 
H 3 'dergin) promising. Braden of New Orleans ad¬ 
vocated phenylbutazone in patients m'th superficial 
phlebitis. Anotlier use for phenylbutazone w'as de¬ 
scribed b>' Black of Winnipeg who gave 100 mg. 
three times a day for several daj's for dj'smenorrhea. 
Fitzgerald of England noted that the diagnostic 
signs of air embolism in the third stage of labor 
were InTJerpnea, extreme pallor in the limbs, and 
a degree of shock out of proportion to blood loss. 
Gavel of France used a combination of dibucaine 
and thiopental intraspinaUy for difficult cesarean 
sections. Hobbs of Vancouver recommended pro¬ 
methazine wth meperidine for safe and effective 
sedation in labor. For stress incontinence, Mulvany 
of Pawducket, R. I., used various types of vesi- 
courethrolj’sis, and Taleghany of Persia used a 
modified Marshall urethrocystopexy with a Foley 
catheter in the bladder. Chalmers of England also 
used urethiocj'stopexy with a high degree of suc¬ 
cess but preferred an ordinarj' rubber catheter to 
Foley’s t>’pe in the bladder. Jeffcoate of Liverpool 
believed that there was probably a place for 
urethrocystopexy and sling operations in patients 
with stress incontinence mth little to choose be¬ 
tween them, though the relapse rate after tlie latter 
operation is lower. He had a 90% success rate for 
his whole series. 

In a discussion on psychoprophyla.xis of labor, 
tlie method based on Pavlowan principles first in¬ 
troduced in Russia and the method known as 
natural childbirth in use in the United Eungdom 
and die United States were found to be similar in 
principle. No one disputed the need for educating 
the pregnant woman, but there was some doubt 
whether antenatal preparation modified the course 
of labor. De Watteidlle of Geneva described his 
studies of pregnandiol excretion which suggested 
that the onset of uterine contractions in abortion 
was not related to luteal deficiency and that pro¬ 
gesterone treatment of the condition was therefore 
useless. Fortin of Montreal discussed premenstrual 
tension, noting that ivhile fluid retention played a 
part in symptoms emotional factors ivere even more 
significant. He believed psychotherapy might help. 
At a conference on uterine inertia, oxytocin given 
by continuous intravenous drip was recommended 
for simple inertia, but the care of incoordmated 
uterine action was believed to present a more diffi- 
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cult problem. It was doubtful \vlietliei' oxytocin 
could change tliis into coordinated action, though 
rupture of the membranes might change the pat¬ 
tern of activity. 

Hospital Insurance and Diagnostic Scrvices.-A.s of 
Jul)f 1, 5 of the 10 Canadian provinces had signed 
agreements mth tlie federal government for a uni¬ 
versally available hospital and diagnostic services 
insurance scheme. A little before these schemes 
went into effect, the Minister of National Health 
and Welfare told the annual meeting of the Ca¬ 
nadian Medical Association tliat the hospital insur¬ 
ance and diagnostic services program was not a 
single national project but rather a series of pro- 
Wncial projects, uniform as to essentials but differ¬ 
ing in many respects. He regarded as basic features 
(1) universal a^'ailabilitJ' of benefits to residents 
of a province on uniform teians; (2) assurance of 
high standards of hospital care; and (3) provision 
of certain basic in-patient services, including ac¬ 
commodation at standard ward level; nursing; lab¬ 
oratory, radiological, and other diagnostic pro¬ 
cedures; certain drugs; use of operating room and 
anestlietic facilities; routine surgical supplies; and 
tlie use of radiotlierapy and physiotherapy facilities 
where available. A province could choose which 
drugs and which outpatient services, if any, it 
would pro\dde on an insured basis. It seemed tliat 
Neudoundland and possibly other Atlantic prov¬ 
inces would provide an outpatient program, where¬ 
as Ontario u'ould limit outpatient coverage to emer¬ 
gency diagnosis and treatment of accident victims 
only. As regards financing, tlie provinces would be 
free to raise tlieir 50% share of the expenses as they 
pleased; some intend to use general tax revenues, 
others premiums or special sales taxes. 

The man in tlie street would be called on to play 
a larger role wth regard to his local hospital and 
take an intelligent and more active interest in its 
operation. Tlie present pattern of hospital owner¬ 
ship would be maintained and nothing would be 
done to interfere wdth their independence, but tliey 
would-be expected to assume greater responsibili- 
for efficient and careful adminisriation. The 
ovincial autlmrity would scrutinize tlieir annual 
oudget, and medical staffs would have to cooperate 
in preventing improper use of beds. The minister 
said that he would never recommend to tlie govern¬ 
ment anything which in any way would interfere 
with the patient-doctor relationship and that the 
new act was not intended to apply to clinical seiv- 
ices furnished by physicians to individual patients 
in hospital. He said that he believed the necessary 
interpretations by physicians of laboratory, radio¬ 
logical, and otlier diagnostic services were integral 
components of good hospital care-a point of view 
that the radiologists and clinical patiiologists wiU 
not find very reassuring since tliey are tiying to 
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have their services recognized as “physicians’ serv- 
ices and not “hospital services.” Hie minister 
agreed that such procedures as bronchoscopy 
gastroscopy, or ophthalmoscopy were aspects 
of a medical care program and had no place 
in his scheme. The physician was to be paid for 
these by his patient. Tlie minister reassured the 
profession about two areas in which concern had 
been expressed, namely, education and research. 
He was keenly aware of the need for maintaining 
traditional patterns in medical training and there¬ 
fore of providing in teaching hospitals an adequate 
number of teaching beds and additional financing, 
The present metliods of financing medical research 
projects would not be interfered ivitli, and research 
would receive some support from the scheme in 
some hospitals. 

Public Relations and Economics.-At tlie June meet¬ 
ing of die general council of the Canadian Medical 
Association, the reports of the committee on public 
reladons and the committee on economics received 
special attention. The council believed that one of 
the major activities of die public relations commit¬ 
tee should be to assist in presenting the collective 
opinion and advice of Canadian physicians to the 
federal government and die Canadian people as 
regards national healdi legislation. Certain mem¬ 
bers of die council believed diat criticisms and 
comments offered to die Department of National 
Health and Welfare by the Canadian Medical As¬ 
sociation dirough its advisory committee had had 
little effect on the wording or intent of the Hospital 
Insurance and Diagnostic Sendees Act. They were 
anxious diat all members of die Canadian parlia¬ 
ment should be aware that the Association, as the 
mouthpiece of organized medicine in Canada, had 
expressed serious concern about certain features of 
die act, such as die differentiation of “physicians’ 
services” from ‘liospital services.” A resolution was 
therefore passed calling on die executive committee 
of die Canadian Medical Association to plan, in 
consultation svidi the pubhc relations committee, a 
program that would insure a more effective expres¬ 
sion of the Associations opinion to the federal 
government and the Canadian people. 

As regards economics, progress was reported in 
die reladve values study. This study is being under¬ 
taken to assess die relative value of various pro¬ 
cedures in medical practice. It is under die guid¬ 
ance of a central committee of five persons, two 
physicians from university circles and diree from 
private nonuniversity practice, who, mth the assist¬ 
ance of management engineers, are devising a 
mediod of weighting the points allocations to vari¬ 
ous factors concerned in diagnosis and treatinent 
A proforma will be developed and forwarded to 
some 400 physicians across Canada for analysis or 
a number of procedures. Each of die 10 divisions 
will select physicians to take part in tiiis analysis 
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and die group may ultimately comprise 3 to 4% of 
tire medical profession, representing all fields of 
medical practice. 

Tlie council debated at lengdi the question of 
arbitration and negotiation between physicians and 
employing bodies. There are major differences in 
employer-employee relationships, betsveen physi¬ 
cians practicing medicine and other employees 
presently subject to compulsort’ arbitration. It is 
difficult to negotiate compulsory' arbitration ar¬ 
rangements for die profession when payments are 
made on a fee-for-sen'ice basis, but the council 
adopted a new paragraph for inclusion in the 
“Statement of Policies and Principles on Health 
Insurance in Canada,” emphasizing tlie need for 
any member or group of members of the medical 
profession to be given the same fundamental rights 
as other citizens in choosing the type and location 
of practice and in negotiating agreements covering 
methods of remuneration, conditions of professional 
serrace, and modification or termination of con¬ 
tracts. The Canadian Medical Association and its 
divisions accept responsibility' for collective bar¬ 
gaining on behalf of a salaried phy'sician. This 
acceptance means that there is no need for physi¬ 
cians to be active members of any union. In rela¬ 
tion to healdi insurance plans the council agreed 
that such plans should be administered at the pro- 
N'incial level by a commission representative of 
those persons providing and receiving the serN'ice. 
They also agreed that whenever medical services 
are provided to persons whose care is a responsibil¬ 
ity of government or other third party, the profes¬ 
sional component of this care may be compensated 
for separately and preferably in accord wth an 
agreement based on fee-for-service. 

Persistence of Poliomyelitis Antibodies.—The vil¬ 
lage of Saint-Augustin, Quebec, is very' isolated, be¬ 
ing accessible only to ships in summer and planes 
in n'inter. In January', 1950, an epidemic of polio¬ 
myelitis struck the rillage, possibly reaching this 
community via one of the rare Msitors. Of the 417 
people living in the village, 33 were attacked, 13 
being paralytic cases. Only children aged 2 to 14 
years were attacked. Pa\'ilanis and Frappier (Go¬ 
nad. M. A. J. 79:11, 1958) described laboratory 
studies at the time of the epidemic and later. Dur¬ 
ing die epidemic 90% of tire children of the rillage 
were excreting polior'irus ty'pe 1. Two y'ears later 
nobody was excreting wus. After the epidemic, 
almost all the population had antibodies to polio¬ 
virus ty'pes 1 and 2, but children examined before 
the onset of sy'mptoms had no antibodies to type 1. 
Moreover tlrere was a sharp distinction at the age 
of 10. Children up to 10 years old had either no 
type 2 antibodies or only a lorv titer, whereas at 
age 11 or over children had a high titer of type 2 
antibodies. It seems that there was an epidemic in 
1939,11 years before the second epidemic, and that 


the first epidemic due to type 2 virus had left a high 
titer of antibodies in the population and also appar¬ 
ently conferred some resistance to type 1 s'irus. 


FRANCE 

Chorea and Rheumatic Fever.—R. Lutembacher 
{Presse med. 66:1067, 1958) called attention to the 
close connection between chorea and rheumatic 
fever. The cardiac lesions were shov'n to be grossly 
and histologically identical. Chorea may occur be¬ 
fore any inflammatory manifestation, or its onset 
may be associated srith an acute inflammatory' proc¬ 
ess that develops in the joints or serous mem¬ 
branes. The adrenal insufficiency, as detected by 
assessment of the blood corticosteroid level, was 
equal to tliat obser\'ed in rheiunatism in the third 
week of its course. The motor incoordination was 
controlled by antirheumatic chemotherapy or by 
hormones. One should not overlook the use of such 
a treatment as a means of preventing postchoreic 
cardiopathies. 

Electrocardiograms.—Maiuice Pestel (Presse med. 
66:644, 1958) stated that electrocardiography', even 
though helpful, is far from infallible. In addition 
to the frequent discrepancies betw'een the anatomic 
changes and the electrical alterations, there may' 
be some uncertainty' in the reading of the tracings. 
A study of 100 tracings as interpreted by different 
cardiologists emphasized the profound disagree¬ 
ment that may e.xist in the interpretation of normal 
as well as abnormal tracings. Furthermore, the fact 
tliat in about 16% of cases the same tracings sub¬ 
mitted to the same e.\perts on a second occasion 
w'ere interpreted in a different fashion was ewdence 
of a lack of exact standards of interpretation. 

Pulmonary Decortication.—Henri Le Brigand 
(Presse med. 66:1089, 1958) believes that decorti¬ 
cation makes it possible to remove a pouch from 
a purulent pleurisy' and to secure the ree.xpansion 
of the imderly'ing lung and the recovery of its func¬ 
tion. The procedure is feasible since there remains 
a cleavable plane between the pachypleuritis tliat 
coats the lung and the underly'ing visceral pleura. 
Tlie e,\1:emal wall of the pouch, as made of a pari¬ 
etal pachypleuritis, remains also separable from the 
thoracic ivall. Nevertheless, the cleavage plane may 
be of vary'ing quality on the inner side as well as on 
tlie outer side. In patients in whom botli splitting 
procedures are readily performed, it is possible to 
remove en bloc a pouch of chronic purulent pleur¬ 
isy and ensure an excellent pulmonary' ree.xpansion. 
Otherw'ise, the splitting process induces varying 
difficulties. On the wsceral side it may be feasible 
only at the expense of a certain number of breeches 
of the cortex. On the parietal side it may' cause 
hemorrhage and necessitate leaxing in situ a more 
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or less extensive area of pachypleuritis. Whatever 
the difficulties, decortication should no longer con¬ 
sist merely in removing the visceral cover of die 
lung and allowing the pulmonary areas thus re¬ 
leased to reexjjand. One must always perform such 
a total pneumolysis as makes possible a total and 
harmonious reexpansion of the lung. 

The presence of underlying pulmonary foci may 
necessitate more or less extensii'e pulmonary re¬ 
sections, this being rarely seen in those decortica¬ 
tions performed for common purulent pleurisy or 
for pyohemotliorax but more frequently seen in pa¬ 
tients with tuberculous pleurisy. Meticulous post¬ 
operative care is necessarj^ especially perfect drain¬ 
age, to assure the evacuation of the effusion and the 
return of the lung to the thoracic wall The post¬ 
operative death rate for this operation is less than 
1%. Such complications as hemorrhage requiring 
reoperation are relativelj^ frequent. Remote results 
are excellent. In some patients the persistence of a 
residual pouch may necessitate a secondary thor¬ 
acoplasty'’. There is no absolute parallelism between 
the value of tlie anatomic recovery and tliat of the 
functional reco\'eiy in the hmg. 

Pleural Manifestations in Ciirhosis.—Poinso and 
Chanas (Presse med. 66:1106, 195S) studied a ser¬ 
ies of 400 patients with cirrhosis, of whom 174 had 
atrophic portal cirrhosis, 138 had hypertrophic 
cirrhosis, 5 had cirrlmsis u'itlj an atrophohyper- 
trophic form, 15 had pigmentary cirrhosis, 9 had 
metaicteric cirrhosis, 3 had cardioethylic cirrhosis, 
2 had fatty cirrhosis, 1 had cholostatic cirrhosis, 2 
had adenocarcinoma, and 51 had an undefined 
form of cirrhosis. Of the 400 patients, 103 showed 
pleural effusion, and in most of these the effusion 
was due to a mechanical factor. The stasis, edema¬ 
tous alveolitis, and subsequent pleural transuda¬ 
tion were associated with the rising of the dia¬ 
phragm and the pressure of ascitic fluid on the pul¬ 
monary bases. In only 5 of the 103 patients was the 
pleural effusion of tuberculous origin. 


INDIA 

Electrical Activity of Muscles in Infantile Cerebro- 
spastic Paralysis.-Fudel-Ossipova and Mezhenina 
(Neurology, vol. 6, January-March, 1958} stated 
that the electromyograms of affected muscles m 
infantile cexebrospastic paralysis show marked 
deviations from normal. The more pronounced the 
muscle spasm, tlie lower are the action potentia s 
appearing in the muscle during voluntary coutrac- 
tion. Besides, the activity of the antagonist muscle 
at the same time is about the same as tliat of the 
functioning muscle. A prolonged disorder of die 
normal function of a muscle in spastic paral^xs 
leads to pathological changes in its structure. The 
morphological picture of these affected muscles is 
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characterized by numerous destructive chances 
As the functional ability of a muscle will be affected 
by such destructive changes and as the electrical 
reaction of a muscle during voluntary contraction 
indicates its functional ability, the authors tried to 
find out whether a correlation e.xists between the 
electrical activity of spastic muscles and the mor¬ 
phologic changes found in them. 

They studied 36 patients with infantile cerebro- 
spastic paralysis between the ages of 5 and 16 
years. Wiile studying the electrical actinty of 
spastic muscles, electromyograms of the antagonists 
were also recorded. A biopsy specimen of the affect¬ 
ed muscles was also taken. Eight of Aese patients 
liad a mild degree of spasm, 20 had a moderate 
degree, and % were severely affected. A definite 
correlation was noted between the extent of de¬ 
structive changes in the morphologic structure of 
a muscle and its electrical activity. The milder the 
morirhologie changes, the higher the action po¬ 
tentials appearing during voluntary contraction and 
tlie closer die resemblance to a normal electromyo¬ 
gram. When the pathological changes were ad¬ 
vanced, as in jratients widi sei'ere spasm, the 
electrical activity was reduced to a minimum and 
their function was restricted. With marked changes 
in the structure of a muscle, transplantation of its 
tendon will not give the desired effect. Preoperative 
electromyograms would dius help to ascertain the 
functional potential of a muscle and thus help in 
selecting a suitable transplant. 

Carcinoma of the Breast.—D. G. Reddy and co¬ 
workers (Indian Journal of Medical Sciences, vol. 
12, April, 1958} studied a series of 681 patients ivith 
carcinomas of the breast. Breast cancers fonned 
about 8% of die total malignancies in both sexes. 
Tlie y'oungest patient in the series was 17 years old 
and die oldest 70 years, the maximum incidence 
being between 30 and 50 years of age. About 10% 
occurred below the age of 30. About 1.5% of all 
breast cancers occurred in men; 53% of die tumors 
were in die left breast, and die upper outer quad¬ 
rant was the commonest site. Multiparity and 
breast feeding did not have any relation to the 
development of these cancers among the women. 
The commonest variety was the scirrhous type 
(76%). Infiltrating comedocarcinomas formed 870, 
papillary carcinomas 4.5%, medullary carcinoma 
widi lymphoid infiltration 8.5%, and colloid car¬ 
cinomas 2%. Only two cases of Paget’s disease were 
seen with the characteristic changes in the nipple 
and an intramammary growth. 

Study of Plasma Proteins.~B. S. Kulkarni and co¬ 
workers (Journal of Postgraduate Medicine, vol , 
April, 1958) examined the plasma proteins by 
electrophoresis in 187 subjects between the ages 
of 18 and 50 years who were taking vegetarian anu 
mixed diets. AH the subjects were healthy and well 
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nourished. In the last two-year period before taking 
their blood samples, they had not suffered from 
any pathological disorder; 136 were men and 51 
women; 152 were between 18 and 30 years of age, 
24 between 31 and 40 years, and 11 between 41 and 
50 years; 72 took a vegetarian diet along %\’ith milk 
and milk products and 115 ate a mi.xed diet includ¬ 
ing milk, eggs, meat, fowl, or fish. The total protein 
content of tire plasma was about the same as re¬ 
ported by Western autliors. The albumin level was 
also the same; the values of alpha 1, alpha 2, and 
beta globulins, thougli slightly lower, were com¬ 
parable to those obtained in the M^est, but tlie value 
of gamma globulin was slightly higher. The cause 
of tliis high level is not clear. The total proteins 
were slightly less in women as compared to men, 
and this was due to tire low value of albumin; this 
diEerence was not, however, statistically significant. 
With increasing age, tire levels of total proteins and 
of beta and gamma globulins showed a progressive 
rise but those of alpha 2 globulin and fibrinogen 
showed a fall. A statistically significant diEerence 
was noted only in the r'alue of gamma globulin. 
The total proteins were slightly higher in those tak¬ 
ing non-vegetarian diets but this diEerence was not 
statistically significant. 

Right Heart Catlieterization.—K. K. Datey and co¬ 
workers {Journal of Postgraduate Isiedicmey vol. 4, 
April, 1958) catheterized the right heart of 30 
cardiac patients (23 udth congenital and 7 udth 
acquired heart disease). Three patients rrnth pul¬ 
monary’ stenosis showed a right atrial pattern in the 
electrocardiogram u’ith large “a” wa^'es and the 
“c” wave being represented by a small hump on 
the descending slope of "a” wave; elevation of right 
ventricular systolic pressure depending on tire de¬ 
gree of stenosis; normal or diminished pulmonary’ 
arterial pressure (in one case the pulmonary 
arterial pressure was slightly’ higher, probably due 
to the development of slight pulmonary’ incom¬ 
petence follou'ing an attack of subacute bacterial 
endocarditis); and an infundibular or combined 
infundibular and valvular pattern in the pressure 
gradient across the pulmonary valve. Both sy'stemic 
and pulmonic blood flow were equal but diminished 
while tire arteriovenous oxy’gen diEerence was al¬ 
ways over 5 ml. per 100 cc. Six patients rrith the 
tetralogy’ of Fallot and one with the pentalogy' of 
Fallot were studied. The catheter could be passed 
into the aorta in four. There was elevation of the 
sy'stolic pressure in the right ventricle, the pul¬ 
monary’ arterial pressure was low, and the tracing 
often deformed. There was a pressure gradient 
across the pulmonary’ valve. The sy'stohc blood flow 
ranged above or below tire normal value and the 
pulmonary’ blood flow was reduced. The arterial 
o.xygen saturation ranged between 67 and 87.5% 
and in one patient it was 92%. 


Of three patients udth patent ductus arteriosus, 
one had an atrial septal defect and probably a 
ventricular septal defect. These showed a greater 
oxy’gen content of blood samples from the pul¬ 
monary' artery’ than that from the right ventricle; 
greater pulmonary' blood flow as compared to 
systemic blood flow, the ratio vary’ing between 
1:1.5 and 1:3; normal pulmonary’ arterial pressure; 
and in some the catheter could enter the aorta 
through the patent ductus. Three patients u’ith 
atrial septal defect showed elevation of the right 
atrial pressure and also of the right ventricular and 
pulmonary’ arterial pressure. They also showed in¬ 
creased oxygen saturation in the ri^t atrial samples 
of blood while the catheter could enter the left 
atrium, left ventricle, or pulmonary’ vein. Patients 
wth mitral stenosis showed elevation of the pul¬ 
monary’ arterial wedge pressure, pulmonary’ arterial 
pressure, right ventricular pressure, and right atrial 
pressure. In those wth constrictive pericarditis the 
right atrial pressure showed marked elevation and 
the right ventricular pressure curve showed slight 
elevation of systoh’c pressure. There were no deaths 
in this series. Minor compfications were seen in a 
few patients. Thus occasional ventricular extra- 
systoles occurred in almost all patients and one 
developed a short paro.xy’sm of ventricular tachy¬ 
cardia. Right bundle-branch block was seen in rivo 
patients; in one it was transient and in the other it 
disappeared within five minutes of u’ithdrau’ing the 
catheter into the superior vena cava. Venospasm 
occurred in three patients and pyTOgenic reaction 
in four of those catheterized early in the series. 
Autopsy’ performed on four postoperative patients 
uitliin a month of cardiac catheterization did, not 
reveal any’ traumatic lesions on the endocardium. 
Local thrombophlebitis developed in fi\’e. 

Toxigenicity of Cory’nebacterium Diphtheriae.— 
Soman and Patel {Indian Journal of 'Medical Sci¬ 
ences, vol. 12, April, 1958) compared the method 
of intradermal inoculation of guinea pigs used as 
a standard procedure for determining the to.xigenic- 
ity’ of Cory'nebacterium diphtheriae mth the in 
vitro plate method and the chick-embry'o inocula¬ 
tion method. Nasal swabs and throat swabs were 
collected from patients suspected of ha\'ing diph¬ 
theria and from suspected carriers. After making 
direct smears and culturing and typing, the culture 
was tested for its biochemical and hemolytic ac- 
tix'ity’ and tested by the three methods for to.xigenic- 
ity’; 120 cultures were thus isolated and 110 
tested for their biochemical properties, of which 
3 turned out to be the gra%’is and 107 the mitis 
ty’pe. On ty'ping 45 strains on tellurite agar plates, 3 
were found to be the grax’is, 3 the intermedius, and 
104 the mitis ty’pe. Eighty’-nine cultures were sub¬ 
jected to the standard x’irulence test in the guinea 
pig, the in v’itro method, and the chick-embryo 
inoculation. The results uith aU three showed 
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perfect agreement As the in vitro metliod is rapid 
and cheap it can be used in small laboratories 
where guinea pigs and eggs are not freely avail¬ 
able. The diphtheria antitoxin used in this test 
should be properly selected and used in proper 
concentration to get clear results. Tliis method be¬ 
ing simple, economical, and reliable as compared 
to the other two may be accepted as a routine 
procedure for the determination of toxigenicity. 

Succinic Dehydrogenase in Human Spermatozoa.- 
Kothare and De Souza {Journal of Postgraduate 
Medicine, vol. 4, April, 1958) described a metliod 
of demonstrating succinic deh}^drogenase cyto- 
chemically using p-nitrophenyl substituted ditetra- 
zole in mature normal, immature, and abnormal 
spermatozoa occurring in tlie semen of normal 
healthy men. The enzyme was localized on or in 
tile vicinity of tlie mitochondria and was concerned 
in tlie vital metabolism of the cells. The semen was 
treated with buffer substrate tetrazolium solution 
and the enzyme was demonstrated as fine discrete 
blue granules. In normal adult spermatozoa they 
were localized in abundance over the midpiece 
witli a slight condensation at the margins. In an 
abnormal form with a large head witli two distinct 
nuclei and abundant cytoplasm, an occasional 
granule was seen in tlie head. Faint granules in tlie 
head and body were seen in pin head sperms and 
a few of tliese were devoid of granules. Variable 
patterns were seen in ring-tailed sperms with faint 
granules in the head or no granules at all. An 
occasional sperm with a double head and double 
body showed a concenti-ation of the enzyme in the 
midpiece. Sperms with a cytoplasmic membrane 
around tlie neck and the midpiece showed variable 
amounts of succinic dehydrogenase in tlie mem¬ 
brane. Most showed a few fine granules in tlie 
head. This cytochemical method would help in tlie 
study of the morphology of spermatozoa, especially 
in their progress to maturity. 


SRAEL 

Influenza.—The experience of the idius lab- 
oi-atory of die Hebrew University-Hadassah Medi¬ 
cal School in the diagnosis of influenza during the 
outbreak of Asian influenza between October, 1957, 
and January, 1958, was reported by A. Bernkopf in 
Harefuah (55:288,1958). From 131 specimens sub¬ 
mitted for virus isolation, 37 strains of influenza vi¬ 
rus were isolated. The highest percentage of isola¬ 
tions was obtained from tluroat washings (38%). 
Next highest was the percentage of virus isolations 
from lung material (27%). Less satisfactory was the 
percentage of isolations from sputum (18%). Bac¬ 
teria resistant to penicillin and sti'eptomycin were 
isolated from 19 specimens, 10 of them lung mate¬ 
rial. Two of the lung specimens contained resistant 
staphylococci. In the other patients resistant Kleb¬ 
siella, Pseudomonas aeruginosa, and Escherictua 


coli were present. Antigenically, all influenza strains 
were homogeneous and were inhibited specifically 
by A/Singapore/1957 antiserum. Serologic diag¬ 
nosis was based on the rise of antibodies as dt 
termined by the hemagglutination inhibition or 
more rarely, the complement fixation test. Though 
less specific, the latter test was found to be highly 
sensitive. For the hemagglutination inhibition test, 
use of a high egg passage strain and inactivation 
of the nonspecific inhibitor in serum by cholera 
filti-ate were found important. Treatment of semms 
with tiypsin or periodate was less satisfactory. It 
was repeatedly observed that antibody production 
as measured by the hemagglutination inhibition or 
complement fixation test was delayed, or only small 
amounts of antibody were produced. In a few cases 
in which the diagnosis of influenza was highly prob¬ 
able on both clinical and epidemiologic grounds, 
no rise of antibody level could be demonstrated. 
These findings may be explained by the complete 
novelty of the Asian strains of influenza which dif¬ 
fered in theii’ antigenic composition from all strains 
previously encountered. 


Blood Groups in Sephardic Jews.—The ABO, MN, 
and Rh-Hr blood group frequencies in Sephardic 
•Jews were reported by J. Gurevitch and co-workers 
in Harefuah (54:293,1958), In the ABO system the 
frequency of group A was relatively high and die 
frequency of tihe phenotj'pe O low. The M and N 
genes were evenly distributed, but tl)e Sephardic 
Jews exhibited an interesting, though unexplained, 
heterosis in that the phenotype MN (70%) far ex¬ 
ceeded the expected 50%. In the distribution of the 
Rh-Hr chromosomes tire high frequency of tire 
Mediterranean CDe (Rj) chromosome—character¬ 
istic for all Jewish communities so far examined- 
was found. The cde and cDe chromosomes were 
relatively frequent, indicating the possibility of an 
African and Spanish admixture. 


Hemolytic Trait in Oriental Jews.—A metabolic ab¬ 
normality of erythrocytes was detected in all pa¬ 
tients with favism and hemolytic reactions due to 
drugs, as well as in a large proportion of members 
nf their families, by Szeinberg and Sheba (Hare- 
hiah 54:285, 1958). The abnormality was detect¬ 
able even in the umbilical cord blood. In a large- 
scale population survey no subjects with this ab¬ 
normality were found among Ashkenazic Jews, 
while about 20% of non-Asbkenazic Jews origi¬ 
nating from Iraq or Persia, 5% of Yemenites and 
immigrants from Turkey, and 2% of North African 
lews were found to be affected. Similar findings 
were detected also among non-Asbkenazic Jews 
from Greece, Egypt, and Sudan and in a small per¬ 
centage of Arabs from tire central part of Israel 
Genetic studies suggested that the abnormality i 
hereditary and probably transmitted by a sex- 
linked, incompletely dominant gene with Gamble 
expressivity. The transient giutatlrione instab^ty ot 
newborn infants during the first hours of hfe di - 
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fers from this condition, as it is not hereditary, 
is not racially determined, is not connected wth 
deficient glucose-6-phosphate dehydrogenase activ- 
ih', and may be corrected in \'itro by addition of 
glucose or inosine to the blood. 

Drug Resistance in Shigella.—About 50% of Shig¬ 
ella strains isolated in Israel were found by G. Alt- 
mann and co-workers to be resistant to sulfadiazine. 
Mdhle ehloramphenicol proved to be the drug of 
choice in the treatment of baciUarj' dysenterj’^ until 
1955, 19% of a series of Shigella isolated in 1956 
were found to be resistant to chloramphenicol and 
17% to tetracycline. In 1957 the percentage of 
strains resistant to chloramphenicol rose to 24% 
and of those to tetracycline to 35%. All strains 
tested pressed to be sensitis'e to pohm^odn B and 
neomycin. A number of cases of shigellosis caused 
by resistant strains followed a severe and protracted 
course, and some of them ended fatally. Using the 
rapidity of disappearance of Shigella from tlie stools 
as tlierapeutic index, a significant difference was 
noted between sensitive and resistant strains. The 
need for planned treatment of bacillan' dysentery 
was stressed in the light of tliese findings. 


NEW ZEALAND 

Control of Extradural Hemorrhage.—Dr. R. G. Rob¬ 
inson {Australian & New Zealand J. Stirg. 27:303, 
1958) reported that in some patients the control of 
bleeding from extradural hemorrhages may be diffi¬ 
cult. Recurrences have been reported. In a series of 
16 patients with extradural hemorrhage treated 
surgically, 5 died. Tliere was an appreciable reac¬ 
cumulation of clot which partly contributed to the 
fatal issue in two of these. In another patient, the 
wound had to be packed wth gauze before the 
bleeding could be arrested. In two of the authors 
patients hemostasis proved unusually difficult. One 
was a woman who had fallen off her bicycle. Neu¬ 
rological symptoms appeared a few hours later. A 
left temporal bur hole was made under local 
anesthesia and a huge extradural clot was removed. 
There continued to be a diffuse vascular oozing 
from the dura and many of the bleeding points 
were inaccessible owing to the posterior extent of 
the dural stripping. An osteoplastic flap was the 
only way of getting at the vascular weeping from 
the dura. The patient regained consciousness five 
hours after the operation and made a good re- 
coveiA'. The use of an osteoplastic bone flap in 
e.xtradural hemorrhage has been a matter of con¬ 
troversy. Arresting tire diffuse vascular oozing from 
the dura is admittedly difficult but many of these 
difficulties are due to a failure to close the dead 
space left by tire evacuated hematoma. The use of 
an osteoplastic flap has the merit that it allows 
hemostasis of the exposed dura. The dead space 
may then be reduced by stitching the dura up to 


the surrounding tissues. The disadvantages of a 
flap are that specialized instruments are needed 
and the restless state of the patient may make tire 
procedure difficult even for the e.xpert. 

Recently Dr. Robinson has used another method 
which is simple and promises to overcome tlrese 
difficulties. A 14-year-old boy who had been kicked 
in the head presented neurological srauptoms. 
Under local anesthesia a conventional left temporal 
bur hole was made and enlarged, and numerous 
bleeding points were sealed unth the diathermy. 
Four hours later there was a massive recurrence of 
tire extradural hematoma. The drua persistently 
oozed. Division of the middle meningeal artery at 
the foramen spinosum made no difference in the 
bleeding. A small nick was made in the dura and 
Ringer’s solution was injected into the subdmal 
space. The dura showed no signs of staying ex¬ 
panded and the incision was closed with a stitch. 
A lumbar puncture was made and 40 ml. of Ringer’s 
solution was injected into the subarachnoid space. 
’The diua came out into tight contact \\4th tlie skull 
and tire bleeding ceased at once. The woimd was 
closed over a soft rubber drain. The patient im¬ 
proved rapidly and the drain was taken out on the 
next day but there was no blood on the dressing. 
This was an uncommon case of recurrent e.xtradural 
hematoma as there was no fracture of the skull and 
the major vessek were intact. The method of in¬ 
jecting isotonic sodium chloride solution or Ringer’s 
solution into the subarachnoid space after the clot 
has been remo%’ed is effective because it expands 
the compressed brain and closes the dead space, re¬ 
duces tlie tentorial herniation, and counteracts any 
intracranial hj'potension. If the dural oozing persists 
after the control of the major vessel or when the 
dead space is not obliterated by the e.xpansion of 
the brain, enough isotonic sodium chloride solution 
should be injected into the lumbar subarachnoid 
space to overcome these difficulties. It is unlikeb" 
that more than 100 ml. wall be needed and at tlie 
worst no harm is done. Only in failure of this 
simple method should the use of an osteoplastic 
flap be considered with its requirement of a general 
anesthetic. Tliere is no place for gauze packing or 
ligature of the external carotid arterx' in these 
troublesome cases. 

Nontuberculous Empyema.—Dr. James A. Baird 
{Australian & New Zealand J. Surg. 27:313, 1958) 
reported tliat empyema of the pleural ca\aty has 
increased in incidence in the past two or three 
years. Following the introduction of the sulfona¬ 
mides and penicillin in the treatment of pneumonia, 
pleural complications became uncommon, but due 
to antibiotic-resistant staphylococcic infections their 
incidence is increasing. The aims of the treat¬ 
ment must be the sterilization of the pleural caiaty 
and the return of the hemithorax to normal, i. e., 
the complete expansion of the lung and the restora- 
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tion of tlie normal movements of tlie chest wall and 
diaphragm. Of a series of 32 patients seen in the 
past five years, 27 have been seen in die past two 
j^ears. The treatment of pleural suppuration must 
he vigorous, consisting of frequent aspirations of 
the fluid with the instillation of the appropriate 
antibiotic and proteolytic enzjmies as required. 
Thoracic physiotherapy must be instituted early. 
Radiographic control is essential. 

Failure to obtain progressive reexpansion of die 
lung is an indication for surgical treatment. Inter¬ 
costal cadieter drainage is the treatment of choice 
in infants and die elderly and in small loculated 
empyemas. All other empyemas are best treated 
by excision. This has been practiced in 14 patients 
widiout any deaths. It has been stated that this 
operation should not be practiced in less than eight 
weeks from the onset of pleural infection and that 
the disadvantages of the operation are the jiossi- 
bility of a residual empyema pocket requiring drain¬ 
age and the recrudescence of the infection. Neidier 
of these complications is likely to occur if the opera¬ 
tion is performed within four weeks of the 
occurrence of pleural suppuration. At this stage the 
tissues are still mobile and space obliteration occurs 
rapidly after excision. Early operation avoids the 
necessity' for mutilating flap operations on the chest 
wall to close infected dead spaces associated with 
late empyema. Furthermore blood loss is less with 
early operation. Odier advantages are primary 
healing, the patient is fit for discharge two or three 
weeks postoperatively, and the source of toxemia is 
promptly removed. It has been maintained that 
because excision is a severe procedure, it should be 
reserved for selected patients such as tliose with 
total empyema. It cannot be denied that excision is 
a much more serious operation tlian rib resection 
but it has been shown tirat it is safe and that the 
convalescence is much shorter. 


NORWAY 

Poliomyelitis Vaccination.—In Tidsskrift for den 
norske laegeforening for May 15 Dr. Evang stated 
that the Norwegians have experimented witli both 
intracutaneous and subcutaneous injections of 
poliomyelitis vaccine, the subcutaneous dosage be¬ 
ing 1 ml. In cooperation with the Danes, who have 
consistently given their vaccine intracutaneously, 
the Norwegians in the autumn of 1957 compared 
die effects of both methods on medical students in 
Oslo. The antigen response after two. injections 
given by one or the other method was compared, 
and though neither emerged from these tests as 
definitely superior, the subcutaneous injections of 
1 ml appeared to give slightly better results. Direc¬ 
tions were therefore given to use this memod, and 
the experiments on medical students have con¬ 
tinued. Vaccines made in the United States or Den¬ 
mark were used. 


The Hearing of School Ghildren.-The systematic 
^amination of the hearing of school children in 
Oslo began in 1919. What diese examinations have 
achieved is reported on in Tidsskrift for den norsh 
hegeforening for June 1 by Dr. R. Moe, whose 
figures are mostly concerned with two groups, one 
composed of children observed in the school years 
1948-1949 and 1955-1956 subjected to a follow-up 
examination and the other of more than 2,000 
children screened in the winter of 1957. Audiom- 
etry has been adopted as the routine method of 
testing since autumn, 1957. Since 1950 all children 
with impaired hearing have had pure-tone audiom¬ 
etry, and since 1947 every such child has been 
kept under observation until his hearing became 
normal or until maximal improvement was ob¬ 
tained. Of tire 44,784 children examined between 
1948 and 1956 3,170 (7%) were found to have 
impaired hearing. On the final check-up, of 90.5% 
of these children, 69.2% were found to have re¬ 
gained normal hearing, 12.1% were improved, and 
18.7% were unimproved or worse. In 69 children 
(0.15%) tire loss of hearing was so severe that 
teaching had to be given in a separate school for 
children with defective hearing. Of the 37 children 
in such a school in 1957 there were only 2 \rith 
conduction deafness, die other 35 suffering from 
perceptive deafness. 

In die past four years all the children found to 
have impaired hearing in dieir first year at school 
were retested in their final year, when it was found 
diat 70.6% had regained normal hearing, 10.3% 
were improved, and 19.1% were unimproved. In 
the winter of 1957 audiometr)'^ was carried out on 
the 2,123 children in die fourth grade who had 
been tested in die first gi-ade. Of these, 6.1% had 
impaired hearing while in the first grade, and 4.4% 
while in the fourtii grade, while only 2.2% had im¬ 
paired hearing on both occasions. Impaired hearing 
due to middle-ear disease incurred in die preschool 
years was discovered in 1.6% of the children in 
their first year at school. Similar sequelae widiout 
impaired hearing were found in another 1.6%. Moe 
concluded that the presence of some chronic ad¬ 
hesive lesion or sequelae of otitis in over 3% of die 
children at the age of 7 emphasized the need for 
preschool prophylaxis, with adequate treatment of 
acute middle-ear disease early in life. 


JITED KINGDOM 

uses of Overweight.-At the annual meeting of 
‘ B. M. A. in Birmingham, girth control was ad- 
lated by Dr. H. M. Sinclair, of Oxford University, 
authority on human nutrition. It could in part, 
said, be the answer to the growing amount o 
mnerativo-disease. Cardiac and other diseases 
y be attributed to a deficiency of die fatty acids 
t are essential to the body. Cows milk and 
:ter are deficient in these acids. They supply the 
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wTong fat. Giving children unlimited food, especial¬ 
ly milk, produces early maturit}', a certain amount 
of obesit)', and chronic degenerative diseases later. 
In general, the Eskimo child, although fat, is in 
better health than the tj'pical American child. 

We need a particular type of fat in our diet, but 
the more we process food the less of it we get, be¬ 
cause processing destroys the essenh'al imsaturated 
fatt)' acids. Tire Eskimo child naturally consumes 
large amounts of-highly unsaturated fats of the right 
type; but we send a bus to take a child a quarter 
of a mile to school, where he is given large amounts 
of milk before he returns home to sit in front of 
a television set, perhaps smoking a cigarette. If he 
sur%’ives _and gets into industr)', he becomes less 
and less active as more and more machines do the 
work, again ghung him more time to smoke. Dr, 
Sinclair does not believe tliat tirere is a direct 
connection between these degenerative diseases and 
smoking but that the associated lack of physical 
e.xercise and improper nutrition are the determining 
factors. He described the national "Drink more 
milk” campaign as pernicious. Excessive body fat 
represents a waste of food and a danger to healtir. 

Cold Babies.—At the same meeting Dr. Trevor 
Mann of Brighton said that more than 100 babies 
up to six weeks of age die of cold in a year in 
Britain. In five years he had seen 15 cold babies, 
8 of whom died. Their average body temperature 
was 90 F (32 C), but one baby had a tempera¬ 
ture of 74 F (23 C) or 24 degrees (F) below nor¬ 
mal and died five days after admission to hospital. 
These babies did not look ill; they were pink and 
glowed. The condition occurred on the coldest days. 
Babies could die of the cold at a room temperature 
of 55 F. Bathing the baby in the winter is hazard¬ 
ous. The period of greatest danger is 2 a. m. when 
the mother and father are warm in bed and the 
fire has been turned out. Fires should not be 
allowed to go out at night when the baby is young. 
Dr. Hugh Ellis of O.xford called the condition “the 
refrigerator sjmdrome.” He believes that factors 
other than cold are involved, because many babies 
get along well in a cold room. 

Hospital Beds Still Scarce.—At the same meeting 
Dr. E. A. Gerrard, of Manchester, spoke of the 
public scandal of hospital waiting fists. In surgery 
there are four people waiting for every bed in the 
teaching hospitals in London and five in tire provin¬ 
ces'. In gynecologr,' the position is worse. There are 
nine patients waiting for ever>' bed. Patients uith 
nonurgent cases in all parts of the country must 
wait three to fom years. One reason for this is 
miscalculations at the start of the National Health 
Service, but the planners are not the ones who must 
wait two or three years for an operation. It is the 
ordinary' people. A motion urging prompt building 
of new hospitals was carried. 


Medicine’s Curtains of Mystery.—Dr. James Robert¬ 
son Justice, Rector of Edinbiurgh Universiri,’, better 
known, perhaps, in his role as a film actor, made a 
plea for the abolition of mysterx^ in medicine when 
he gave this year’s Winchester address in Jvme. He 
praised the “closed shop” in medicine insofar as it 
upheld the rigorous standards of conduct, but he 
felt that medicine, an empirical science, tended to 
be too esoteric, to share its mysteries only unth the 
initiated, and to assume that it was bad for a pa¬ 
tient to know too much. This attitude was based on 
false premises. The speaker agreed that “popular 
medicine” was a horror to be avoided at all costs, 
but he believed that the medical profession should 
cease to take refuge behind the archaic curtains 
of mystery. People had come to take medicine for 
granted, and if this were to be corrected it would 
be necessary' for physicians to take patients more 
completely into their confidence. He objected not 
only to the conspiracy of silence but to the atti¬ 
tude that suffering was somehow linked xs-ith sin 
and that an abilit}’ to endure pain was a sign of 
merit. 

Action on Nazi Camp Doctor.—Action has been 
started to deprive Dr. Herta Oberheuser, former 
Nazi concentration camp physician, of her right to 
practice medicine at Stocksee, North Germany. 
This news was heard with satisfaction by the Brit¬ 
ish Medical Association at its annual meeting. 
Oberheuser was a fanatical young Nazi who vol¬ 
unteered for service at the notorious Ravensbruck 
concentration camp for women, vv'here sadistic ex¬ 
periments were made on prisoners, ^^^ren she and 
other physicians were tried at Nuremberg, in 1947, 
evidence was produced that she selected the victims 
and assisted in the experiments. She was sentenced 
to 20 years imprisonment but was released in 1952. 
She was treated as a returned prisoner-of-war. She 
receiv^ed a payment and an interest-free loan to 
resume practice. Tvv'o other reinstated physicians 
vv'ere Hans Eisele, who was at Buchenvv'ald camp, 
and Hans Bodo Gorgass, vv’hose euthanasia experi¬ 
ments involved 1,000 victims in a mental hospital. 
The evdl done in these camps has not ended. Ev'en 
now many concentration camp survivors shrink 
from tlie simplest and kindest examinations. The 
opinion was expressed that it is our duty to protest 
that doctors such as those named should never be 
allovv'ed to practice medicine again since vv’hat they 
hav'e done is a violation of the very basis of medical 
practice. Although in Germany a doctor receiv'es 
permission to practice from the state, which alone 
may take it away, in the Oberheuser case, the 
Chamber of Doctors of Schleswig-Holstein and the 
Federal Chamber of Doctors hav'e both sought 
the withdrawal of Oberheuser’s right to practice. 
The Ministr}’ of the Interior has started proceedings 
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for such a witlidrawal. The German medical profes¬ 
sion hopes that the right to practice medicine will 
be taken away from Dr. Oberheuser, 

The B. M. A. meeting carried a motion express¬ 
ing deep distress that the German authorities per¬ 
mitted Oberlieuser’s reinstatement. A spokesman for 
die ScJileswig-HoJstein Ministry of the Interior said 
that an investigation into tlie case began last year. 
It was not knoum wlien it would be completed. Dr. 
Oberheuser will have to be heard first. A represent- 
ative of her local medical council said that if only 
part of the accusations against her are true she 
should be considered unworthy to be a doctor. 
People at Stocksce, the village where she practices, 
however, are reported to regard her as a good doc¬ 
tor and are inclined to forget her past. 

Broadmoor.--At Broadmoor, an asylum for the 
criminally insane, Frank Mitchell, an inmate who 
boasted that no prison bars could keep him incar¬ 
cerated, succeeded in making his escape and was at 
liberty for two days. By so doing he placed in the 
hands of the Prison Officers' Association the strong¬ 
est weapon it has had in a year-old battle between 
the nursing staffs of the institutions and tlie medical 
consultants. The battle has been fought round the 
following question; In the interests of the public and 
patients in the institutions, which patients should 
liave priority, security, or mental treatment? Tire 
prison officers wanted more locked doors. The 
psychiatrists insisted that if patients were to be 
treated satisfactorih' they must have freedom. In 
1948, the Criminal Justice Act transferred control 
of Broadmoor from the home office to the Ministry 
of Healtli, Behind the transfer was tlie enlightened 
policy of treating inmates as mental hospital pa¬ 
tients rather than criminals. One patients main 
delight was smashing windows. Twenty years ago 
this would have cost him time in the security block 
from which Mitchell escaped, but when male nurses 
placed the window-breaker in a room with iron 
bars in front of the glass, a psychiatrist protested 
that the atmosphere was mvng. "If he wants to 
smash windows let him,” he ordered. "Glass is 
cheap. To restrict him will ruin his treatment.” 
Petty pilfering among patients, punishable in the 
old days by seclusion, is now a subject for talks 
between psychiatrists and patients. After the escape 
of child-killer, John Straffen, tire Broadmoor In¬ 
quiry reported in June, 1952, tliat the two main 
functions of the committee are detention and treat¬ 
ment. At one time, detention was regarded as 
primary and treatment as secondary, but during 14 
years of management by the present medical super¬ 
intendent, Dr. Hopwood, more and better treatment 
has been made available for patients. The prison 
officers’ leaders now want control of the institutions 
given back to the home office. 
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Pay Increase to Physicians Befused.-The figk 
pay between the government and the physicians 
iiared up again at the annual meeting of (lie 
Association in Birmingham. Ciies 
of Shame” greeted an announcement tliat the 
Minister of Health had refused a furtlier interim 
increase for 40,000 family and hospital physicians 
in the National Health Service. The physicians 
originally asked for a 24% increase, and when it 
u'as rejected they planned a phased ivithdrawal 
from the health service. The physicians were then 
awarded interim pay increases of 5 and 10%. Men 
no further action was taken by the government by 
Easter, diey claimed anodier interim increase to 
meet the further rise in tlie cost of living. The 
Minister’s letter stated the following. 

Tlie reasons why I am unable to agree that the circum¬ 
stances warrant a furtlier interim increase at the present 
time are broadly twofold. In tlie first place, although the 
Royal Commission are not yet ready to report, they are 
pressing ahead with all speed and, assuming that their 
report is not unduly delayed, a further increase would run 
the risk of prejudicing their work. Secondly, the economic 
situation of the country at the present time must be taken 
into account. Circumstances since April and May 1957 to 
date have not changed so greatly as to jnstiliy an increase. 
Moreover no otlier people remunerated from tlie public purse 
who received a pay increase of 5% in April and May 1957 
have yet received any furtlier award. A further award to tlie 
doctors might well lead to claims for increases in remunera¬ 
tion of an inflationary' nature from others and it remains just 
as important as ever to secure stability in wages and salaries. 

Dr. Wand, Chairman of the B. M. A. Meeting, 
said: ‘T^ffienever we go to die Ministry the econom¬ 
ic situation is wrong. We are always told we have 
missed the boat. ^Ve are either too early or too late. 
This is the old story." 

Merit Awards for General Practitioners,—In the 
supplement to the British Medical Journal of July 
12, Dr. J. F. Burdon, a general practitioner, said 
that recent suggestions that general practitioners 
should receive merit awards of tlie tj'pe given to 
some specialists prompt two questions. How is 
merit to be judged? And is it not already rewarded? 
No single satisfactory mediod of determining merit 
in die general practice has been found, but the merit- 
wordiy general practitioner, who undoubtedly does 
exist, is not widiout consolation. He is being paid 
to keep his patients healthy. If he is more success¬ 
ful at this than die next doctor, he tlius attends 
less illness and gains more leisure or is able to 
care for more patients. The increase of work’in 
the preventive field costs him much less in time 
and energy tlian die illness he prevents would liave 
done, and he derives happiness and satisfaction 
from his work—things which he could not buy with 
extra income. Such qualities as kindness and pa¬ 
tience cannot be measured, judged, or P^^ed; yet 
how meritorious is the physician who has them. 
Such merit seeks no reward in cash. 
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THE DOCTOR’S PLACE IN PUBLIC AFFAIRS 

Mr. Speaker, under leave to e.stend my remarks 
in tlie Record, I include the following address given 
on June 12, 195S, at die commencement exercises 
of Jefferson Medical College in Philadelphia: 

President Kaufman, members of tlie graduating 
class, and of the facult)', alumni, and friends of 
Jefferson Medical College, it is indeed a great honor 
and prisilege to be insited to speak at tliese com¬ 
mencement exercises today. 

No one ever worked harder to get his medical 
degree tlian I, and no one ever appreciated it more. 
Occasionally someone before introducing me to an 
audience will ask, “What shall I call you—Doctor? 
Congressman? Honorable? or what?" I usually re¬ 
ply, "Just call me Doctor. I earned that one, and 
I vtII have it after the others are gone.” 

You who have just received your doctor’s degree 
unll find diat your alma mater has equipped you 
well with all tliat any medical school can give its 
students in scientific kmowledge and technical sldUs- 
I have no concern regarding the excellence of your 
medical training, or the high quality of your pro¬ 
fessional abilities. If there is reason for concern, it 
is more likely to be vnth regard to tlie quality of 
your citizenship. For that must be of a higher order 
than my generation has demonstrated or there may 
not long be a society in which you nail have oppor¬ 
tunity to use svith success and satisfaction the 
knowledge and skills you have worked so long and 
hard to acquire here. 

Our profession is going through the latest of 
sei'eral transitions it has experienced in the last 
centurj'. Originally, the doctor’s main concern was 
witli therapeutics. Since he didn’t know too much 
about disease processes, it really amounted to treat¬ 
ment of symptoms. 

Then Loeffler discovered tlie diphtheria bacillus 
and Koch the tubercle bacillus. Virchow and others 
began doing systematic autopsies systematically. It 
was proved that most sjmiptoms were the result 
of demonstrable pathological processes in various 
organs. The doctor began to shift his attention from 
results to causes, from therapeutics to diagnosis, 
from symptomatology to etiologjc 

This was the period in which I ivas trained al¬ 
most 40 years ago. It was called the era of thera¬ 
peutic nihilism. We concentrated our attention so 
much on the disease that we almost forgot the 
patient. 

Extension of remarks of Hon. Walter H. Jndd of Minnesota in (be 
House of Representatives, July 7,1958. 


Then, with better understanding of how diseases 
were caused and communicated, a third emphasis 
naturally developed—preventive medicine. The 
good doctor had to be an expert not only with 
the stethoscope and the microscope, but with the 
immunizing needle. 

In more recent years there has been an increas¬ 
ing recognition of the effects of mind and emotions 
on physiological processes—and xice versa. The 
doctors who only took care of physiological proc¬ 
esses were losing too many patients to those who 
paid attention also to people’s emotions, and gave 
them something to have faith in. Psj^chosomatic 
medicine belatedly came into its ovm. 

Now we have entered a fifth stage in this gradual 
metamorphosis—the doctor must give more atten¬ 
tion to public affairs, or he utU lose his professional 
freedom. During the depression of tire 1930’s, the 
hot war of tlie 1940’s, and the cold war of the 1950’s, 
our Government steadily e.xpanded until it now 
reaches into evetybody’s life and everj'body’s pock- 
etbook almost every' hour of ever\' day. How and 
under what circumstances you arc to practice medi¬ 
cine, what you are able to earn, bow much of what 
you earn you are permitted to keep, and what you 
are able to do with what you retain, depend more 
than ever before on what happens in Washington. 

But what happens in Washington depends more 
than ever before on what happens in Algeria, or 
Venezuela, or Korea, or Lebanon. 

What happens in those places depends on what 
somebody decides in the Kremlin or Peiping. 

And what they decide in tlie Kremlin or Peiping 
depends to a greater degree than we realize, I think, 
on what we say and do here in the United States. 

Nobody needs to be apologetic about discussing 
political issues today. For unless we handle our 
domestic affairs in such ways as to maintain sound 
government, there is no gain—medical, social, or 
otlierwise—that M'ill long be worth much to any¬ 
body. 

And conceivably, we could solve all our domestic 
problems—we could have better medical care more 
equitably distributed; we could meet our housing 
needs, our education needs, and our old-age se¬ 
curity and labor-management problems—hut unless 
we manage our political and economic relations 
uuth tlie rest of the world better than we have, so 
that we can prevent too frequent wars and too 
prolonged and e.xhausting exyienditures for defense, 
none of the domestic gains can endure. 

Your generation of doctors must play a more ac¬ 
tive role in public affairs for at least three reasons: 
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First, in order to ensure your future as doctors; 
to safeguard the conditions under whicli you can 
use to best advantage your knowledge of disease 
and your skill in helping the sick. What you are 
going to be permitted to do as medical men de¬ 
pends on what you do as citizens. 

Second, in order to work toward betterment of 
environmental conditions that affect adversely your 
patients. The man who comes to you with arthritis 
or hv'pertension frequently has something else 
wrong with him too. Perhaps he has a boy in Com¬ 
munist hands in Fast Germany; or his business is 
in trouble; or inflation is eating up his life’s sav¬ 
ings; or he is apprehensive about atomic fallout 
and sputniks. He knows his countr}' is in deep 
ti'ouble. He has legitimate anxieties. If v'ou are 
realh' going to help him with his ulcers, or his in¬ 
somnia, or his hyperthvToidism, you will hav'e to 
pay more attention to the impact on him of his 
world environment, and get yourself into a posi¬ 
tion where you can influence that environment in 
the direction of conditions more favorable to your 
patient’s well-being. 

Third, you have to pay more attention to public 
affairs in order to ensure v'our future as citizens. 
Before any of us are doctors, or businessmen, or 
lawyers, wc are citizens of this Republic. All of us 
are, or will be, taxpayers. Most of us are parents. 
All of us are trustees of a great and noble heritage 
of freedom—ti'ustees of a political and economic 
order wivich made it possible for even those of you 
who came from humblest circumstances, as did I, 
to get the expensive education which we could 
never hav'^e dreamed of obtaining in most coun¬ 
tries of the world. 

Mdiat we know as doctors about the practice of 
medicine should and must influence our thinking 
and our activities as citizens. But our obligations 
as citizens must also influence our thinking and 


conduct as doctors. 


■ For example, doctor's, almost to a man, are op¬ 
posed to socialized medicine—b)' wflvich term I 
mean tax-supported medical services provided and 
operated by the Government. Most people, I fear, 
assume that we oppose socialized medicine because 
it vvmuld hurt the doctors. They think we are a 
closed-shop union that w^ants to have complete 
control of medical practice in order to promote 
our own selfish interests. We failed to show die 
public that our opposition to socialized medicine 
is not because it would hurt us, but because it 


-ould hurt the public. 

As a matter of fact, socialized medicine wouldnt 
iurt most doctors financially. The superior doctor 
an get ahead under any system. The poor or even 
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the average doctor would probably be about as 
well off financially under socialized medicine as 
under free competition. Furthermore, he wouldn’t 
have to worry. He could get a fairly well-paid, Gov¬ 
ernment-supported job right after internship and 
continue in it for the rest of his life. 

So, it is not because we are doctors that vve op¬ 
pose socialized medicine; it is because of wliat we 
know as doctors about the practice of medicine. 

The public has been taught to believ'e, by those 
vvlio are more active in public affairs than we, tliat 
socialized medicine would give more and better 
medical care for less cost. Doctors know it would 
give less and poorer medical care for greater cost. 

Doctors know' tliat there are at least three essen¬ 
tials to good medical practice, all of which would 
be lost under socialized medicine. 

First, tile relationship betvv'een the patient and 
the doctor must be w’holly v’oluntary on both sides. 
It has to be completely voluntary on the part of 
the patient, or she is not going to hav'e full confi¬ 
dence in the doctor. It has to be completely volun¬ 
tary on the part of the doctor or his heart is not 
fully in it. Under gov'ernment management the re¬ 
lationship cannot be wholly volimtarv'. It is the 
patient wdio wall suffer, not the doctor. 

A second requirement is that there be complete 
priv'acy and no intermediary between the patient 
and tlie physician. 'When the doctor gets paid by 
the patient, the doctor works for the patient. When 
the doctor gets paid in part or whole by the gov¬ 
ernment, then little by little be conies to work for 
the gov'ernment. Again, the doctor may be better 
off, but God help the patient. 

Under socialized medicine the government be¬ 
comes an intermediai'y in another sense. Since pub¬ 
lic money is involved, a succession of clerks has to 
go through the records to see if the doctor did any 
unnecessary tests that ran up the bill. Somebody 
in a government bureau has to decide whether the 
doctor’s diagnosis and treatment, and therefore his 
charges, w'ere proper. In order to do that, the gov¬ 
ernment employee has to read the patient s history. 
Most patients are not too eager to tell their doctor 
all the personal and private details that he needs 
to know in order to treat tliem properly, if 
patient know's some bureaucrat is also going to be 
reading all those details. 

\That kind of care will the patient get with both 
his doctor and the government managing his caser 

A third essential for good medical practice is 
that there be maximum incentives for the doctor 
to do his best, to get ahead, constantly to improve^ 
himself. One such incentive is financial reward in 
accordance wdth his ability and liis effort. In every 
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profession there are some individuals who have 
“self starters.” Regardless of financial compensa¬ 
tion or an\' other considerations, they give everj'- 
thing they have. But such persons are probably 
in the minorit)' in our profession as in others. Most 
men work harder and do better if they believe that 
will get them ahead financially. 

Another major incentive is professional recogni¬ 
tion and adv'ancement. You want the respect and 
confidence of your patients—and you wll work 
hard to win it. But e\’en more to be coveted is the 
respect of your colleagues. The most rewarding 
thing that can come to any one of you is to be 
known as a doctor’s doctor. Some of you may be 
able to fool your patients udth a high-powered 
persunaiYtw amf a srmTopV rrramfer; toy you 

can’t fool your colleagues. Otlier doctors vail bring 
themselves or their relatives to you. only if you 
become really good. 

Both of these powerful incentives—financial re¬ 
ward and professional recognition—are largely 
killed under governmental management where pro¬ 
motions are made on the basis of seniority'—or, as 
it is sometimes called in M^ashington, senility'. 

What is necessary to get ahead under the bu¬ 
reaucratic sy'stem? The first essential is to live 
long enough. The second is to make no enemies. 
And what is necessary' to make no enemies? The 
main requirement is not to have any new ideas. 
If it is a good idea, it makes your superior resent¬ 
ful—why didn’t he think of it first? And he holds 
up your promotion. If it is a bad idea, that also 
reflects on him as your superior, and he holds up 
your promotion. So don't do y'our best to get ahead 
by hard work and creative effort—just conform. 
'That is fatal in our profession as in every' other. 

All these things that we know as doctors make 
us oppose socialized medicine. But it is not enough 
for us to be right. M^e must tell and sell our rea¬ 
sons to the public far better than we have. M'e 
can’t do that by just talking to each other at medi¬ 
cal meetings. We don’t need to convince each other. 
We have to reach the public and die politicians, 
not to put somediing over on them, but to help 
them understand the situation so that no one else 
can put something over on them. 

But doctors must play an even larger role in 
public affairs. Wdio else can so well understand, 
and contribute so much to helping other citizens 
understand, the malignant nature of die Commu¬ 
nist process which has spread its blight over one- 
third of the world and threatens the remainder, 
including our own free America. If we fail here, 
we fail every'ivhere. 


For there is on diis planet a conspiracy’ dedi¬ 
cated to our destruction. The heritage of freedom 
which enabled you to get where y'ou are today, 
and srill permit y'ou to decide tomorrow where, 
how, and irith whom y'Ou are to practice, and what 
organizations you are to join, ranging from medical 
sociedes to political parties—that heritage is under 
cold, determined, and increasingly’ successful at¬ 
tack on every front. 

You know that the thing that makes a cancer 
bad is not its size or its location: it is the lawless 
way' it grows. In practically all respects, the Com¬ 
munist movement behaves like every other malig¬ 
nancy'. It has rejected the normal laws of growth, 
and expands by lawlessly encroaching on tissues 
that don’t belong to it. Sometimes it is by' direct 
invasion of an adjacent organ or country’ like Fin¬ 
land, Korea, Hungary'. Or it extends more stealthily 
by' metastases into other organs, transplants of law¬ 
less cells working wthin other countries to dis¬ 
rupt their economy', subvert their thinking, weaken 
their institutions, in preparation for take-over. 

To deal successfully with the present malignant 
threat to our surv’ival, how urgently our country' 
needs tlie kind of mind which your medical col¬ 
lege has gix’en you. 

First, the autoyjsy type of mind. You have been 
trained to study the mistakes of the past and admit 
them openly, in order to learn from them. The 
doctor does autopsies not to cover up, but to cor¬ 
rect. In government, tlie prevailing rule is not to 
correct, but to cover uji. Every’ summit conference 
to which we have gone since World War I witli- 
out careful and tliorough agreement on essentials, 
in advance, has led to disaster. Yet how many' peo¬ 
ple in public affairs today, u’ithout your kind of 
mind, are urging our government to try once more 
the same pattern that has always failed. 

We also need in public affairs more men u-ith 
the biopsy ty'pe of mind. M'hen y'ou look through 
a microscope and see some abnormal cells that 
have broken tlirough the basement membrane in 
x'iolation of normal laws of growth, you don’t say' 
“Well, it’s cancer all right, but it’s down in the big 
toe. Let’s wait and see if it spreads.” You know 
it rrill spread unless you find ways to stop it at 
once and where it is. But during tire last two dec¬ 
ades, how many among our people said, “Isn’t it 
too bad what Hitler is doing to the Jews, or the 
Japanese are doing to tire Chinese, or the Commu¬ 
nists are doing to tire Hungarians? But after all 
those places are a long way’ off. Let’s see if we 
can’t persuade the lawless elements io confine their 
efforts to the ar 
spread to us.” 
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The doctor knows that in dealing with a malig¬ 
nant process, there can be no end to tlie struggle 
until one or the other prevails. That does not mean 
that we must drop bombs on it. It does mean that 
as a minimum we have to get and keep it isolated 
by cutting off its sources of supply, and its means 
of communicating its lawless cells to other areas. 
It means we must prevent its winning new vic¬ 
tories, such as e.vpanded trade or being received 
into respectable society, or diplomatic recognition 
would be. 

While fighting the malignant process, the doctor 
knows that he must also build up the strength and 
health of the parts—the countries and the peoples— 
that are still free. We can’t win by just outwaiting 
the enemy; we must outwork him. 

You have been taught that almost the only un¬ 
forgivable mistake for a physician to make is to 
underestimate the possible seriousness of a pa¬ 
tient’s complaint. If you overestimate it, you are 
guilty of nothing but a little undue caption. But 
if you underestimate it, the patient may be dead. 
The mistake is unforgivable because it is irretriev¬ 
able. 

Likewise, in the world struggle between lawless 
and law-abiding forces, it would be an unforgiv¬ 
able mistake to fail to understand the malignant 
character of the Communist new grow'th—or to un¬ 
derestimate its strength, its determination, the dan¬ 
gerous inro ids which it has already made into the 
organs of our Nation and the thinking of our peo¬ 
ple, without their realizing it. We must not make 
that mistake ourselves—and it is our dut)' not to 
let our fellow citizens make it. Please God, we will 
all wake up to the seriousness of the threat before 
it is too late. 

But there is another mistake we must avoid: We 
must not underestimate the strength of our own 
philosophy and faith-the basic soundness of the 
American system and its attraction and appeal to 
the oppressed millions of the earth. 

What the world generally wants most from the 
United States is our wealth, our goods, our tools. 
But those are not what it needs most-for those are 
all results. What the world needs most from us is 
the secret that produced those results. 

The secret of our wealth is an economic system 
which provides opportunity and incentive for men 
to get ahead, to create, to produce, to expand. 

That economic system came from a political 
philosophy—the right of the individual. 

That political philosophy, in turn, came from a 
religious faitli-which put first the dignity and 
worth of every human being as a child of God. 

We will not succeed in preserving the material 
results unless we revitalize and strengthen tlie 
spiritual roots from which they came. 
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In short, we shall have to demonstrate as sfcron? 
and deep a faith in our faith as the Communist 
have in theirs-and we shall have to work as hard 
and as skillfully to spread the truth as they work 
to spread their falsehoods. 

We must work both as individuals and as mem¬ 
bers of groups which we join and support because 
they are dedicated to the causes in which we be- 
lieve-religious groups, civic groups, political groups. 

So often one finds doctors unwilling or too pre¬ 
occupied to work in political organizations. Yet if 
you are to ex-pend your influence in public affairs, 
you must participate in politics, for politics deter¬ 
mines government-and government today deter¬ 
mines the conditions of your lives. 

Therefore, join up with the political party that 
you think is nearest right on the most important 
issues. You won’t agree with it on everything, any 
more tlian you agree on every issue with your fra¬ 
ternity, or your medical society, or even with your 
wife. But you don’t pull out of those associations 
whenever you disagree. Rather, you try to move 
them in the direction you believe is right. 

Just so, associate yourself with the party with 
whose principles and programs you find yourself 
in closest agreement, and work in and through it 
to select, and then to elect, good men and women 
to public office at every level of government. 

In addition, more doctors have to be willing to 
be candidates for public office. That’s tough, I can 
testify. But both patriotism and good sense require 
that all of our citizens, no matter how specialized 
their training, be willing to sacrifice tlreir careers 
to go into public service in peacetime, just as their 
sons are called upon to sacrifice their careers to 
go into the armed services in wartime. 

Only as we do these things—not just discuss 
them, but act—will there be hope. The most won¬ 
derful thing about our country, the thing wiiich 
we must preserve at all costs, is tlie privilege w'e 
have of changing the things we don’t like. Thank 
God our system is such that whenever conditions 
are bad, or don’t meet our standards, w'e can cor¬ 
rect them—if we w’ill work in public affairs. 

The way to begin is with ideas and principles, 
then get persons and parties committed to diem, 
translate them into programs, and put tiiem into 
practice. 

Please don’t think I am Lying to lecture you 
today or imagine I have all the answers. Rather I 
am appealing to you for help. This world patient 
is too sick to be cured without the intelligent and 
dedicated effort of all of us. It particularly needs 
the leadership of men and women who have the 
qualities of mind and heart of the good physician. 
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The tests ahead ssill be harder than those you 
have just completed. But who is so well equipped 
to mold the attitudes and actions of our people as 
you who leave the classrooms and clinics of his¬ 
toric Jefferson Medical College today to take up 
your roles throughout our land as doctors, as citi¬ 
zens, as trustees—strong, well trained, confident, 
competent. 

I congratulate you, your families, the commu¬ 
nities into which you go—and our countrj'. 
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MOTORING 

Doctors, particularly diose in nonmetropolitan 
areas, often spend as much as half their time be¬ 
hind the wheel of their cars. Few, however, svill 
say that they regard driving, in its routine eveiyday 
sense, as a pleasure. Vacation driving is something 
else. Like everyone else, the doctor looks forward 
to the temporary escape from professional problems 
and personal vexations, and, although it adds to 
the already abundant mileage recorded on the 
speedometer, one might advance the proposition 
that vacation driving can be fun. ^Vhatever its other 
consequences, the automobile has enabled us to 
see, in a short period of time, many scenic wonders 
an earlier generation could not know. Can driving 
be anything but a pleasure as one motors doxvn 
route 20 in upstate New York and looks out over 
the green e.xpanse of the Mohawk Valley? Or per¬ 
haps the physician xvill find himself this summer on 
the picturesque coastal road that links Los Angeles 
with San Francisco. There, to his left, overlooking 
the Pacific, he will see the jagged cliffs of Monterey 
Peninsula and, to his right, the breath-taking sight 
of multicolored flowers grosving wild along the road; 
yet, it is the rare motorist who regards all vacation 
driving as fun and frolic., 

There is the ubiquitous careless driver, darting 
from lane to lane without bothering to use hand 
signals and tire highway jam-up in which one 
inches along bumper-to-bumper, threatened by a 
hissing radiator; and who has not, at one time or 
other, joined with Ogden Nash to lament: "I think 
that I shall never see a billboard lovely as a tree. 
Indeed, unless the billboards fall. I’ll never see a 
tree at all.” 

There is another possible deterrent to pleasurable 
driving which is too often overlooked, and doctors, 
strangely enough, are as derelict about it as the 
next man. Like the shoemaker’s daughter wearing 
the worst possible shoes, doctors often tend to 
forget the elementary principles involved in lessen¬ 


ing driving fatigue. A common cause of accidents, 
fatigue is one of our most subtle highway killers. 
Ask a physician what he would do if he felt listless 
while driving, and chances are he would say that 
he would pull over and rest, but put the same doc¬ 
tor to the test on the highway, and, more often than 
not, he becomes the "average” motorist, eager to 
"get there” and nulling to exceed his physical en¬ 
durance to do so. He xvill succumb to tire dubious 
lure of roadside hot-dog stands in a way tliat would 
arouse his fury if one of his patients showed the 
same lack of “moderation.” Fatigue, a symptom the 
average physician encounters every' day, has also 
engaged tire attention of odrer groups. Reports by 
the Eno Foundation, the American Automobile 
Association, and the U. S. Public Health Sendee 
have all confirmed its importance in highu'ay acci¬ 
dents. Experiments at Cornell UniversiU' focused 
on the special question of proper seating. They 
revealed the importance of sufficient elevation to 
give the driv'er a proper command of the road. 

Another study on seating conducted by the 
Market Forge Company of Everett, Mass., un¬ 
covered the fact that drivers who were given auto¬ 
mobile seats designed for postural support were 
much less fatigued after sitting at the wheel for a 
number of hours than drivers using the accustomed 
deep soft seats put out in Detroit. On the basis of 
this study a posturally correct automobile back-aide 
with adjustments to fit it to individual body con¬ 
tours has been produced. As already suggested, 
periodic rest, proper diet, and correct seating are 
methods of counteracting driving fatigue that are 
well known to doctors, but there are other less 
obvious techniques for avoiding the fatigue hazard. 
Chewing a great wad of gum, for example, may 
seem a bit indelicate to one’s vacation companions, 
but truckers and taxi drivers find that it’s an ine.x- 
pensive antidote. The fatigue induced by “highway 
hypnosis,” the special bane of superhighway motor¬ 
ists, can also be controlled. Experienced commer¬ 
cial drivers recommend moving one’s eyes about 
often instead of keeping them in a fixed stare. ’This 
requires a concentrated effort which militates 
against fatigue. 

Driving can also be tied in with the pleasant 
pastime of singing to keep drowsiness at bay. 'The 
lost art of conversation might also be dusted off, 
both for its inherent value and for its special bene¬ 
fit in keeping the vacation traveler alert. Of the 
28 million Americans who are driving the na¬ 
tion’s highways this season, a fair percentage are 
doctors. Those who seek out the pleasures of 
motoring and who accept the responsibilities will 
find it a rich and rewarding e.xperience. They xvill 
return from their sojourns %vith minds and bodies 
refreshed, once again ready to serve their fellow- 
men. 
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INTERNAL MEDICINE 

Rheumatic Carditis Following Commissurotomy 
for Mitral Stenosis. I. S. Golubev. Klin. med. 39: 
73-79 (May) 1958 (In Russian) [Moscow]. 

The author reports a follow-up on 27 patients 
who were operated on for mitral stenosis of rheu¬ 
matic origin. The period of observation varied from 
6 to 26 months. Active rheumatic carditis before 
the commissurotomy was suspected in 2 patients. 
The rest of the patients presented no signs of active 
rheumatic process. Histological studies of tissue 
from the left auricle, however, revealed in 13 pa¬ 
tients the presence of fresh Aschoff nodules. Ap¬ 
parently, rheumatic carditis in 11 patients was un¬ 
detected. The operation caused e.xacerbation of the 
carditis in 2 patients in whom the rheumatic process 
manifested itself in a definite clinical picture. None 
of the patients who were operated on developed 
recurrence of the miti'al stenosis. The postoperative 
course of patients with active, but not detected, 
rheumatic cardib's was not worse than that of pa¬ 
tients who did not have signs of active rheumatic 
carditis. The operation of commissurotomy resulted 
in pronounced improvement in 28 patients. In this 
group there were 11 patients with undetected rheu¬ 
matic carditis. 


Studies on Influenza: Experience with the Far East 
Strain. E. De Maeyer, P. Denys and P. De Somer. 
Acta din. belg. 13.T09-124 (March-April) 1958 (In 
French) [Brussels]. 

At regular intervals new strains of type A influ¬ 
enza virus, immunologically distinct from the pre¬ 
vious ones, strike unprotected populations. This 
past year a new strain—the Far East strain—ap¬ 
peared, which rapidly invaded the whole world. 
After a general survey of influenza, the authors 
present their e.xperience with the type A/Singa- 
pore/1/57 virus. 1. The inoculation of material 
obtained at the beginning of the disease permitted 
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the isolation of the virus in 12 out of 14 patients 
Behveen the 5th and 10th days of illness the isola¬ 
tion was successful in only 1 patient out of 4, 
Several successive fatal cases were observed. In 1 
patient with influenzal encephalitis the virus was 
isolated from the autopsy, material. This could in¬ 
dicate the acquisition of neurotropic properties by 
the influenza virus. 2. The evolution of the antibody 
titers was followed by the complement-fixation and 
hemagglutination-inhibition tests. A significant rise 
in the antibody levels was generally noted in con¬ 
valescent individuals. Hemagglutination-inhibition 
antibodies attained a mean titer of 1:320 between 
the second and the third sveek after the beginning 
of tlie disease. This titer was lowered to 1:80 after 
the 10th week. 3. An e.xperimental vaccine was 
prejjared on chicken embryos. The virus was pre¬ 
cipitated by the addition of protamine sulfate. The 
virus-sulfate mixture was washed several times, 
suspended in a phosphate-buffered solution, and 
finally inactivated by formol. The titer of this vac¬ 
cine was 1:320, and its nitrogen content was 50 mg. 
per liter. 4. When it was administered to 1,000 
individuals, the vaccine caused' mild allergic reac¬ 
tions in 5% of the patients. Determinations of anti¬ 
body levels were made 8 or 9 days after vaccination. 
By mixing different dilutions of serum with dif¬ 
ferent dilutions of virus, it was shown that the 
complement fixators were parallel to the neutraliz¬ 
ing antibodies. These mixtures were inoculated in 
the allantoid cavity of chicken embryos. The serum 
of vaccinated subjects gave a protection as good as 
that given by the serum of convalescents. 

Osmotic Diuretic Treatment of Refractory Edema. 
L. M. Bernstein, B. Blumberg and M. C. Arkin. 
Circulation 17:1013-1020 '(June) 1958 [New York]. 

Six patients with refractory edema, caused in 2 
by congestive cardiac failure, in 2 by nephrosis, and 
in 2 by cirrhosis, were given intravenous injections 
of large doses of mannitol to test the effectiveness 
of osmotic diuretics in edema refractory to other 
diuretic therapy. The drug was given in doses vary¬ 
ing between 100 and 475 Gm. in 8 hours. Whatever 
the previous levels of sodium, chloride, and water 
excretion, the administration of mannitol markedly 
increased those levels of excretion. Combined ad¬ 
ministration of mercaptomerin (Thiomerin) and 
mannitol was much more effective than either alone 
in increasing e.xcretion of sodium up to 660 mEq. 
per day and water up to 8,685 cc. per day and in 
causing weight (edema) losses, whether the edema 
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was of renal, cardiac, or hepatic origin. Weight 
losses which were negligible to ver\’ large occurred, 
being determined by both e.Kcretion and simultane¬ 
ous intake. Diuretic responses were not necessarily 
accompanied by clinical benefit. The e.xcretions 
were not accompanied by clinically significant al¬ 
terations in serum electrolyte concentrations. 

These data demonstrate conclusively the ability 
of an osmotic diuretic to markedly increase the 
urinar\' excretiori of water, sodium, and chloride in 
patients nath refractor)' edema. The increased effec¬ 
tiveness of the combination of an osmotic and a 
mercurial diuretic probablj' can be e.xplained by 
their 1^10%^ different actions. Mannitol, by its 
water-retaining and sodium-diluting action, de¬ 
creases the numbers of sodium-absorbing sites of 
the tubular cells that are e.xposed to sodium; mer- 
captomerin reduces the axadity of each of these 
decreased numbers of sites for sodium resorption. 
The combined effects result in great proximal tub¬ 
ular rejection of sodium and accompan>'ing anions. 
The mannitol infusion caused pulmonarx' edema 
during the osmotic diuresis in the 2 patients witir 
cardiac edema; this hazard must be recognized, 
and it may be minimized by use of adequate doses 
of urea or other osmotic diuretics that are dis¬ 
tributed throughout body water rather than extra¬ 
cellular fluid alone. Marked diuresis was followed 
by early signs of central ner\'Ous system symptoms 
of hepatic insufficiency in 1 of the patients with 
cirrhosis. In 1 patient wth Laennec’s cirrhosis and 
in 1 with the nephrotic syndrome of lupus ery¬ 
thematosus, diuresis failed to occur because of both 
inadequate dosage and markedly reduced filtration 
rates. The clinical value of osmotic diuretics must 
be determined by additional studies. The use of 
(physical) osmotic diuretics in large adequate doses 
in combination with (metabolic) tubular-cell so¬ 
dium-resorption blocking diuretics should be con¬ 
sidered when edema states are refractory to all 
other diuretic therapy. 

Hypoxia of Abnormal Physiologic Origin as the 
Final Common Pathway in Gastroduodenal Ulcer 
Genesis. E. D. Palmer and J. L. Sherman Jr. A. M. A. 
Arch. Int. Med. 101:1106-1117 (June) 1958 [Chi¬ 
cago]. 

The anatomy, physiology, pharmacology, and 
pathology of the gastroduodenal arteriovenous 
shunt system are reriewed in the discussion of 
hj'poxia as the final common pathway in gastro¬ 
duodenal ulcer genesis. The discovery of the gas¬ 
troduodenal shunt system proffers an explanation 
for local hypoxia and tissue necrosis which has a 
physiological basis and is an explanation that does 
not depend on an already existing pathological 
process in the gastroduodenal wall. It is now pos¬ 
sible to satisfy one of the most important criteria 
for any satisfactorj' theor>' of ulcer genesis, that the 


mechanism must permit the crater to be tire result 
of an abnormal functional actiwty. The crater is 
merely a local manifestation of a systemic pss'cho- 
wsceral process, and in obserr-ing the great inci¬ 
dence of ulcer and the notable propensity of the 
lesion to repeat over and over the cycle of healing 
and breakdow'n, one becomes conx'inced that the 
final common patliway is a physiological process 
gone WTong. Vascular theories of ulcer etiology are 
verx' old, but until the native arteriovenous shunts 
were discovered, no reasonable mechanism could 
be postulated which could meet the most basic of 
the criteria for a proper etiological explanation, 
that the crater could form as a result of a physi¬ 
ological, not a pathological, excess or deficiency. It 
is proposed that the shunt mechanism, probably 
through induction of mucosal plethora rather than 
ischemia, suppHes a reasonable explanation for 
h)poxia depression of mucosal wtality, the first 
step in crater formation. 

Fulminating Post-Influenzal Pneumonias. H. A. 
Buechner, J. Thompson and W. H. Mosby. J. Louisi¬ 
ana M. Soc. 110:184-191 Qune) 1958 [New Orleans]. 

During the last 5 months of 1957, 100 patients 
were treated for pneumonia, e.xclusive of those 
patients in whom pneumonia was considered to be 
a terminal event in the course of some other fatal 
disease. The average mortality rate from pneu¬ 
monia in the 3 previous years was 8%, while in 
1957 the rate rose sharply to 22%. The increased 
incidence and the unusual severity of these cases 
were directly related to influenza, since 54 of the 
100 patients gave a recent prior history of "flu” or 
a “flu-like” illness. The Asian strain of ripe A in¬ 
fluenza x'irus was isolated in 3 of the patients, and 
the hemagglutination-inhibition antibody titer was 
significantly elevated in 2 others. Twenty-four pa¬ 
tients had pneumococcic pneumonia, 12 had staphy¬ 
lococcic pneumonia, and 6 had pneumonia due to 
Klebsiella pneumonia. The specific etiological agent 
could not be positively identified in the remaining 
cases, although Pseudomonas aeruginosa, Aero- 
bacter aerogenes, Escherichia coh, and beta-hemo- 
l)'tic streptococci were suspected as representing 
tire causative organism. The incidence of Fried- 
landers pneumonia and pneumococcic pneumonia 
was similar to that recorded for the year 1955. 
There was a decided increase in the incidence of 
cases of staphylococcic pneumonia over prerious 
years. Staphylococci were further identified in 
mixed flora in 38 of tire cases in which the specific- 
etiology could not be determined. A historr’ of 
iirfluenza was disclosed in 17 of the 22 deaths re¬ 
corded, although the Far East strain was isolated 
in only 2 instances. Nine patients died of staphj,-- 
lococcic pneumonia,- 1 died of Friedlander’s pneu¬ 
monia, and 1 died of pneumococcic pneumonia; 
the e.xact tjpe of pneumonia was unidentified in 
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the remaining 11 patients. In those instances in 
which sensitivity studies were accomplished, the 
organisms were found to be highly resistant to all 
the available antibiotics. The fulminant nature of 
these pneumonias is attested by the fact that 4 
l^alients died in less than 24 hours after admission, 
15 died in less than 5 days, and the average dura¬ 
tion of life after admission was 7.5 days. The most 
common bacterial pathogen was staphylococcus 
pyogenes var. aureus, which accounted for one- 
tln'rd of the deaths. Most of the deaths occurred in 
the 41-to-75 age group, only 2 deaths occurring in 
persons less than 40 years old. All save 2 patients 
in this series were reported as suffering from some 
type of chronic disease. Those patients with the 
severest infections tended to exhibit leukopenia, 
and a few showed neutropenia, while leukocytosis 
was an uncommon occurrence. Leukopenia in die 
presence of these severe infections is regarded as 
an ominous prognostic sign. 

Acute Benign Pericarditis: Report of Two Cases 
Associated with Group A and Group B Coxsackie 
Viruses. E. R. Movitt, E. H. Lennette, J. F. Man- 
gum and others. New England J. Med. 258:1082- 
10S6 (May 29) 1958 [Boston]. 

The association of "idiopathic” or acute benign 
pericarditis with diseases of known viral etiology 
has led to the suspicion that at least some cases of 
pericarditis may be of viral origin. This suspicion 
was suggested by recent reports, in which Cox¬ 
sackie viruses were linked to several cases of acute 
myocarditis. The authors present 2 patients with 
pericarditis who were found to have infection due 
to a Coxsackie virus. The patients were men, aged 
22 and 72 years respectively. Both patients showed 
a clinical picture that is usually recognized as the 
so-called benign or idiopathic pericarditis. In case 
1 a Coxsackie virus identified as group B, type 3, 
was isolated from the stool, and a rise in neutraliz¬ 
ing antibodies was demonstrable in the patient's 
serum against this type of virus. In case 2 a Cox¬ 
sackie virus identified as group A, type 1, was 
recovered from the stool, and a rise in neutralizing 
antibodies against this particular virus type was 
also demonstrable. 

Although a rise in antibody level to the infecting 
virus type was demonstrable in both patients, in 
neither was the rise of the magnitude generally 
regarded as “diagnostically significant.” The “acute- 
phase” blood specimens in both patients already 
possessed comparatively high levels of neutializing 
antibodies—that is, if the “acute-phase specimen 
had been obtained earlier in the disease, a much 
greater rise in antibody titer during the course of 
the illness would most probably have been demon¬ 
strable. The fact that a Coxsackie virus was isolated 
from these patients, together with the fact that 

some increase in neutralizing antibody levels to the 


infecting virus type was demonstrable, is inter¬ 
preted as evidence incriminating Coxsackie viruses 
of group B, type 3, and group A, type 1, as the 
etiological agents responsible for the pericarditis 
m the respective patients. Although the Coxsackie 
viruses enjoy an ubiquitous distribution and not 
infrequently can be recovered from persons with¬ 
out evidence of illness, there is ample evidence that 
these viruses have an etiological role in human 
disease. Additional etiological studies, however, 
will be required to indict, definitively and unequiv¬ 
ocally, the Coxsackie viruses as incitants of acute 
benign pericarditis. 

Lu 

The Clinical Significance of Serum Cyanocobala- 
min (Vitamin Bjo) in Liver Disease. M. Rachmile- 
witz, J. Aronovitch and N. Grossowicz. A. M. A 
Arch. Int. Med. 101:1118-1128 (June) 1958 [Chi¬ 
cago]. 

In this series the serum cyanocobalamin values 
were correlated with the common liver-function 
tests and particularly with the degree and duration 
of bilirubinemia, where it appeared that the estima¬ 
tion of serum cyanocobalamin might serve as an 
early and sensitive test for differentiating the vari¬ 
ous types of jaundice. There were 37 patients with 
viral hepatitis, comprising a heterogeneous group 
of adult immigrants from Israel with poor nutri¬ 
tional backgrounds, 1 patient with acute yellow 
atropliy of the liver due to phosphorus poisoning, 
and 14 patients with portal cirrhosis, 5 of whom 
showed clinical and laboratory signs of active 
hepatitis. Six patients were in the advanced stage 
of portal cirrhosis in decompensation, the remain¬ 
ing 3 having a compensated portal cirrhosis. The 
total serum cyanocobalamin value was estimated 
by the modified Escherichia coli assay. 

In patients with acute viral hepatitis there was 
no definite correlation between tlie high initial 
serum cyanocobalamin values and the degree of 
bilirubinemia, as concentrations of cyanocobalamin 
lO-to-20-fold greater than normal were associated 
with moderately elevated serum bilirubin concen¬ 
trations, while only moderate elevations of serum 
cyanocobalamin levels were found in patients with 
marked bilirubinemia. An exceptionally high serum 
cyanocobalamin concentration was found in a fatal 
case of acute yellow atrophy of the liver due to 
phosphorus poisoning. Five patients with portal 
cirrhosis, showing findings of active hepatitis mani¬ 
fested by jaundice and severely altered hepato¬ 
cellular liver function, had markedly elevated cy¬ 
anocobalamin values. The 6 patients with advanced 
portal cirrhosis, who had clinical signs of portal 
hypertension but no evidence of active hepatitis, 
had cyanocobalamin values lower than those in 
the previous groups. Normal cyanocobalamin values 
were found in the remaining 3 patients with com¬ 
pensated portal cirrhosis, while higher values were 
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demonstrated in 5 of the 6 patients wth biliar>f 
cirrhosis who were all jaundiced, were in the ad¬ 
vanced stage of the disease, and showed laboratorj' 
esadence of hepatocellular damage. The remaining 
patient in this group who was not jaundiced and 
showed no evidence of hepatocellular damage had 
normal cyanocobalamin values on 2 examinations. 
In patients with jaundice due to bile-stone obstruc¬ 
tion with e\idence of ascending cholangitis, the 
cyanocobalamin values ranged from 160 to 725 
micromicrograms per milliliter, the higher value 
being found in a patient with carcinoma of the head 
of the pancreas. Two patients with chlorpromazine- 
induced jaundice, in wdiom tlie clinical and labora- 
torj' manifestations w'ere characteristic of obstruc¬ 
tive jaundice witli hepatocellular damage, had 
normal serum cyanocobalamin values. 

Chlorpromazine Jaundice: Clinical Comse, Hepatic- 
Function Tests, and Pathologic Findings—Summarj’ 
of Twenty Cases. W. F. Gebhart, R. A. Van Om- 
men, L. J. McCormack and C. H. Browm. A. M. A. 
Arch. Int. Med. 101:1085-1093 (June) 1958 [Chi¬ 
cago]. 

The incidence of jaundice in patients treated 
with chlorpromazine has been reported to be as 
low as 0.27c and as high as 5^. The resulting 
liver disease is regarded as a benign and self-limit¬ 
ing condition that can be relieved merely by with¬ 
drawing the drug, although in some instances the 
duration of jaundice and of abnormal results of 
liver-function studies may be protracted. Concomi¬ 
tantly, there may then develop e.\-treme changes 
in lipid metabolism, winch, in trun, are capable of 
producing hepatohx'percholesteremic cirrhosis, or 
priman,’ biliary cirrhosis. The mechanisms by w'hich 
chlorpromazine produces a rather specific t\'pe of 
liver disease are not known, notwithstanding the 
resemblance in tlie liver to those changes caused 
by arsphenamine, thiouracil, methyltestosterone, 
and substances of similar chemical structure. The 
major feature of this entity is an intrahepatic ob¬ 
struction to the flow of bile. 

The likeliest e.xplanation for chlorpromazine- 
induced jaundice w’ould seem to be on ^e basis of 
an allergic mechanism, which results eventually in 
intrahepatic cholestasis and bile-plugging. This 
e.xplanation is supported by the presence of a 
latent period between the institution of therapy 
and the appearance of clinical jaundice or changes 
in the results of hepatic-function tests, or both. The 
not infrequent occurrence of a'peripheral eosino- 
philia and of the periportal eosinophilic filtrate 
noted on biopsy lends favor to the possibility of an 
allergic mechanism. Shay and Siplet in careful 
studies on 47 patients treated wrth chlorpromazine 
found the serum alkaline phosphatase determina¬ 
tion to be the most sensitive means of detecting 
early sensitiwty reactions to chlorpromazine. 


Tw’enty cases of chlorpromazine-induced disease 
of the Hver have been studied in w'hich the daily 
patient dosage ranged from 30 to 150 mg. Seven¬ 
teen patients received 75 mg. or less. The duration 
of administration of the drug ranged from 2 to 28 
days, 8 patients haxdng received the drug for less 
than 20 days, 9 haxdng received it for 20 to 30 days, 
and 3 hawng received it for 42, 49, and 58 days 
respectively. In most of the patients, none of whom 
w'ere knowm to have prewousty had liver disease, 
jaundice developed behveen 2 and 4 w'eeks after 
administration. Fourteen of these patients exhibited 
an “influenza-Hke” sradrome, wnth chills, varx-ing 
degrees of fever, malaise, nausea, and generalized 
muscular aching prior to the onset of jaundice. 
Coincident w’ith, or shortly thereafter, 16 patients 
experienced a moderate-to-severe degree of gen¬ 
eralized pruritus. Eleven of the patients reported 
some degree of right upper quadrant pain or epi¬ 
gastric abdominal distress, although none described 
the “classic” pain of biliarj' colic. A relative eosino¬ 
phil count of greater than 8% w'as found in 8 
patients, the highest noted being 30'ii'. Repeated 
cephalin-cholesterol flocculation tests in 19 pa¬ 
tients were negative, the zinc sulfate turbidity- test 
was normal in all 10 patients in w’hom the test was 
utilized, and the thymol turbidits' test xaelded 
slightly elevated values in 6 of 20 patients studied. 
Total serum protein, serum albumin, and serum 
globulin determinations obtained in all patients 
were normal in 17 patients, 3 of them e.xhibiting 
slight reversal of the albumin-globulin ratio. The 
duration of jaundice and of abnormal results of 
hepatic-function studies varied in length from 8 
days to 10 months (2 cases). 

Insofar as liver-cell morphology is concerned, the 
absence of necrosis is 1 of the major features in 
dflferentiating chlorpromazine jaundice from xiral 
hepatitis, necrosis haring occurred in only 1 of the 
15 patients evaluated. The absence of bile in the 
large ducts—found in aU of the patients—is the major 
differentiating factor between chlorpromazine-in¬ 
duced liver disease and obstructive jaundice of 
large bile duct origin. Capillarx' bile thrombi were 
found among the liver-cell cords in all specimens, 
although bile duct proliferation of small hepatic 
ducts of small degree w'as found in only 3 speci¬ 
mens. Treatment in all 20 patients was the same 
as that administered for cirrhosis: high-carbohy¬ 
drate and high-protein diet, bed rest, and large 
doses of supplemental %-itamins, especially the B 
complex. Steroid therapy w'as found to be ineffec¬ 
tive in 5 patients. Although it is difficult to evaluate 
the effectiveness of this therapy in the 20 patients, 
it is believed that treatment of this condition should 
parallel that of hepatitis, as it should at least 
minimize damage to the liver from the obstructive 
jaundice itself. 
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Hemopancylopenic Medullary Erythroblastomato- 
sis. G. Paniagua, J. Sdnchez Fayos and H. Oliva. 
Rev. din. espaii. 68:356-362 (Mardi 31) 1958 (In 
Spanish) [Madrid]. 

Hemopancytopenic medullary erythroblastoma- 
tosis is extremely rare. Rohr described a case under 
the term diffuse medullary erythroblastoma.” The 
case reported by the authors is the second in the 
literature. A man, 47 years old, reported to the hos¬ 
pital, complaining of gastric disorders and of having 
had for the last 2 months asthenia and rajMd loss of 
weight. Examination of the peripheral blood 
showed a iiicture of pancytopenia, hypochromic 
anemia, and erythromcgaloblastemia. The bone 
marrow obtained by sternal puncture showed eryth¬ 
ropoietic hyperplasia with a pronounced prolif¬ 
eration of erythrogisiantoblasts approaching the 
type of neoplastic cells. Therapy with liver extracts, 
A'itamin R|._., iron, and blood tramhmom was in¬ 
effective. The patient rapidly grew worse and died 
in 3 months. The disease is a malignant form of 
idiopathic erythremic myelosis with exclusive med¬ 
ullary localization, which interferes with normal 
hematopoiesis and which is entirely different from 
erythroleulv'osis and from either .symptomatic or 
primary chronic leukoerythroblastosis. 

Nonsyphilitic Interstitial Keratitis and Bilateral 
Deafness (Cogan’s Syndrome) Associated with Car¬ 
diovascular Disease. B. Eisenstein and M. Tauben- 
haus. New England ]. Med. 258:1074-1079 (Mav 29) 
1958 [Boston].- 

Nonsyphilitic interstitial keratitis with vestibulo- 
auditory symptoms was first recognized as a clinical 
entity b>' Cogan in 1945. This syndrome usually 
occurs in young adults and is of sudden onset, 
initiating with either the ocular or the aural mani¬ 
festations. The vestibuloauditory symptoms are 
similar to those seen in Meniere’s syndrome and 
consist of sudden onset of vertigo, tinnitus, nausea, 
vomiting, and rai?id development of deafness. With 
the appearance of deafness, which is often com¬ 
plete, the vestibular symptoms subside. The ocular 
findings are often much less dramatic, and the date 
of onset may be established only in retrospect. The 
patient may have lacrimation, sensation of a foreign 
body present, blurring of vision, and blepharo- 
.si^asm. Of great interest is the association of this 
syndrome with systemic disease, in partievdar of the 
cardiovascul ar apparatus. 

The authors present the histories of 3 patients 
with Cogan’s syndrome, who were observed at the 
Michael Reese Hospital in Chicago in recent years. 
In the first patient an aortic insufficiency due to a 
valvulitis developed after the onset of the eye-and- 
car‘symptoms. The valvulitis led to valvulai aneu¬ 
rysm ■ formation, perforation of an aortic cusp, 
congestive heart failure, and death. Autopsy le- 
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vealed a healed endocarditis, with unusual fibrinoid 
degeneration of the aortic valves, as well as arteritic 
changes in the small branches of the coronary 
arteries that had led to multiple small infarctions 
of the myocardium. The history of the second 
patient had been described previously by Olinei 
and co-workers, and the account given here was a 
7-year follow-up study. In this patient the vestibulo¬ 
auditory and corneal involvement was followed bv 
an extensive necrotizing angiitis, which subsided 
after a stormy course and left no apparent residual 
damage to the cardiovascular system. The history 
of the third patient is of interest, because an inter¬ 
val of almost 2 years elapsed between the onset of 
the keratitis and the auditory symptoms. Except 
for undiagnosed ti-ansient pulmonary findings, no 
systemic manifestations could be proved. Review¬ 
ing the literature, the authors call attention to the 
frequency of cardiovascular disease, which suggests 
that Cogan’s syndrome may represent a part of a 
more generalized disease in which the heart and 
the small vessels may become involved. 

Pulmonary Hypertrophic Osteoarthropathy (Peri¬ 
ostitis): Its Absence in Pulmonary Tuberculosis. 
A. B. Skorneck and L. B. Ginsburg. New England 
J. Med. 258:1079-1082 (May 29) 1958 [Boston]. 

Clubbing and hypertrophic osteoarthropathy 
usually reflect disease in the lungs. Under some 
concepts of etiology, the osteoarthropathy is 
regarded as simply an advanced response of tissue 
to the same stimulus that causes clubbing. This 
“unified” theory has tended to obscure real 
differences between clubbing and hypertrophic 
osteoartliropath)'. The authors ajaply the term “pul¬ 
monary hypertrophic osteoarthropathy” to the 
roentgenographically demonstrable changes of 
bone and soft tissue that occur in association with, 
or as a result of, pulmonary disease. These changes 
are distinct from the physical findings of clubbing, 
a term that should apply only to the soft-tissue and 
nail alterations in the fingers and toes. Clubbing is 
frequently observed in patients with many varieties 
of jmlmonary disease and is occasionally found in 
other chronic states not related to primary lung 
disorders. It rarely iDroduces symptoms and is 
usually discovered on routine physical examination. 
Pulmonary osteoarthropathy, on the other band, 
may cause symptoms ranging from mild aches to 
severe pains in the region of the affected bones anc 
nearby joints; it is not detected unless it is sympto¬ 
matic, and the examining physician is then 
enough to obtain roentgenograms of the affectcc 

. . 

If pulmonary osteoarthropathy were simply a 
more advanced stage of the same process tia 
causes clubbing, one would expect that among 
tuberculous patients with advanced disease an 
pronounced clubbing the roentgenographic tea- 
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tiires of pulmonary osteoarthropathy would be 
manifested at least occasionally. Roentgenograms 
were made of the hands, including the distal part 
of the radius and ulna, in every patient admitted 
to the tuberculosis building of the West Haven 
(Conn.) Veterans Administration Hospital. Over a 
period of 3 years, 390 newly admitted patients were 
examined. It was found that no patient with active 
tuberculosis had pulmonars' hx’pertrophic osteo¬ 
arthropathy. Three cases of pulmonary' osteoar¬ 
thropathy were uncovered incidentally during this 
period of observation among a number of patients 
who were admitted to the hospital with a presump¬ 
tive diagnosis of pulmonary tuberculosis. It is in¬ 
teresting that none of the patients with pulmonarx' 
osteoartliropathy actually had tuberculosis. The 
final diagnoses svere lung cancer in 2 patients and 
pyogenic abscess in 1. Rarely, pulmonary osteo¬ 
arthropathy may develop in complicated thoracic 
tuberculosis, such as empyema. Given a patient 
with pulmonary disease, the discovers' of osteo¬ 
arthropathy (periostitis) by x-ray examination of 
the extremities militates acainst a diagnosis of 
tuberculosis. 

Suppurative Arthritis Complicating Rlieumatoid 
Arthritis. J. H. Kellgrenf J. Ball, R. W. Fairbrother 
and K. L. Barnes. Brit. M. J. 1:1193-1200 (May 24) 
1958 [London], 

The authors report on 12 patients, between the 
ages of 37 and 66 years, with rheumatoid artliritis 
in whom bacterial infection occurred in connective 
tissues and on 13 patients, between the ages of 7 
and 67 years, with monarticular suppurative arth¬ 
ritis associated in most ca.ses with trauma, pene¬ 
trating wounds, or an obvious source of infection. 
These 25 patients were the only ones with sup¬ 
purative arthritis among 91,815 patients admitted 
to the Manchester Royal Infirmaiy' during the years 
from 1950 through 1957; these findings show the 
rariU' of the condition. In 9 of the first group of 12 
patients, the condition was a suppurative arthritis 
which was often polyarticular, resembling an ex¬ 
acerbation of the rheumatoid process. The infect¬ 
ing organisms were of the coliform group in 2 pa¬ 
tients and svere staphylococci in 10 patients, of 
w'hom only 3 were sensitive to penicillin. The 
febrile and leukocytic response to infection with 
these organisms was often modified or absent, and 
in some patients the widespread suppuration was 
revealed only by a systematic examination of the 
joints at autopsy. Five of the 12 patients with 
rheumatoid arthritis died, while not 1 patient of 
the 13 with suppurative arthritis died.' It seems that 
the prognosis can also be much improved in the 
first group, provided that the correct diagnosis of 
suppurative bacterial infection is made at an early 
stage and the infecting organisms can be cultured 


from either the blood or tire infected joint fluid, so" 
that tlreir sensitivity' to the available antibiotics can 
be assessed. 

The diagnosis in the second group presented no 
difficulty', since the sy'mptoms conformed to the 
classical description of monarticular suppurative 
arthritis. These patients responded promptly to the 
antibiotic therapy, and their illness never became 
serious. The most useful indication of bacterial in¬ 
fection was increased pain and ssvelling in several 
joints, accompanied by' deterioration in general 
health and the occurrence of rigors or unexpected 
discharge of pus. Absence of the normal response 
to bacterial infection with pyogenic organisms pre¬ 
sented a major difficulty'. In some patients staphy¬ 
lococcic pus was present, tire white blood cell 
counts were 4,300 and 5,800 per cubic millimeter, 
and the patients remained afebrile, while other 
patients had fever from the active rheumatoid dis¬ 
ease, and it was only when the fever increased and 
became remittent that it became apparent that an 
infective process had supeiwened. Widespread in¬ 
fection of joints and bones should be suspected in 
any patient w'ith rheumatoid artliritis in whom there 
is a sudden deterioration or an une.xplained re¬ 
mittent fever, especially if a history' of rigors can 
be elicited. Aspiration of all the more painful joints, 
w'ith culture of the joint fluid, and repeated blood 
cultures are required, since this appears to be the 
only' certain rvay of arriving at a correct diagnosis. 
If ffiagnosis can be made at an early stage, appro¬ 
priate antibiotic therapy and energetic treatment 
can give excellent results in what may' othenrise be 
a fatal condition. 

Atypical Heat Stroke with Hypernatremia, Acute 
Renal Failure, and Fulminating Potassium Intoxi¬ 
cation. C. R. Baxter and P. E. Teschan. A. M. A. 
Arch. Int. Med. 101:1040-1050 (June) 1958 [Chi¬ 
cago]. 

Tire persistance, after initial diagnosis, of injuries 
attributable to heat stroke indicates that treatment 
with intravenously' or orally' administered saline solu¬ 
tions alone may' be inadequate to prevent further 
disability' imposed by a heat load. Tw'O vital princi¬ 
ples in the treatment of heat stroke are the rapid 
reconstitution of the circulating blood volume and 
the rapid low'ering of temperature. The potential 
volume of the vascular tree is greatly' enhanced by' 
cutaneous and muscular dilatation to the extent 
that large quantities of salt and w'ater are necessary' 
to meet the discrepancy between the existing blood 
volume and the e.xpanded vascular space. The rapid 
dissipation of body' heat (w'hich is best accom¬ 
plished by' immersion in ice w'ater until the tem¬ 
perature falls below 101 F [3S..S3 C] or by alcohol 
sponging in the absence of shock and excessive 
hyperpyrexia) reduces the quantities of salt and 
water necessary' to meet this discrepancy. Thus, in 
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the initial stages of therapy, the administration of 
levarterenol is contraindicated in that the general¬ 
ized increase in peripheral vasoconstriction reduces 
the blood flow to the body surfaces, thereby im¬ 
pairing beat loss and accentuating the basic physio¬ 
logical defect. From this clinical setting of persistent 
shock and hyperpyrexia in the case of 2 patients 
(and even with a transitory recovery from shock in 
1 other patient), the authors describe a progressive 
downhill course, which was characterized by tachy¬ 
cardia, coma, tachypnea, oliguria, fulminating hy¬ 
perkalemia, and metabolic acidosis. 

H}T?ernatremia, preceding or accompanying heat 
stroke, may influence the clinical picture. Several 
of the 100 patients reported by Austin and Berry 
had an elevated serum potassium level, as did the 
3 patients reported here in whom the central nerv¬ 
ous system sjmiptoms were extremely severe. Other 
reports of patients with heat injury mention a small 
but definite incidence of oliguria and acute tubular 
necrosis, the development of which has not been 
correlated with the clinical course. Histological 
changes of acute tubular necrosis were present in 
the authors’ 3 patients, although an antemortem 
diagnosis could not be made in 2 in the presence 
of shock. In the absence of prompt diagnosis and 
vigorous therapy a bizarre clinical picture may 
result, including shock, oliguria, and continued 
h}'perpyrexia, with abrupt elevation of serum po¬ 
tassium level resulting in deatli from fulminating 
myocardial potassium intoxication. 

Tuberculous Tracheobronchial Lymph-Node In¬ 
volvement in Maturity. J. Le Melletier and T. T. 
Caulet. Semaine hop. Paris 34:1425-1436 (May 18) 
1958 (In French) [Paris]. 

Active tuberculosis of the tracheobronchial lymph 
nodes, alone or in association with pulmonary 
lesions, seems to be comparatively common in 
middle-aged and elderly patients. Affected lymph 
nodes larger than a hazelnut were found at autopsy 
in 14 of 20 tuberculous subjects, aged more than 
40 years. Three were due merely' to anthracosis 
without evident specific lesions. The other 11 were 
found in subjects with caseosclerous tuberculosis 
(6), caseous tuberculosis without significant sclerosis 
(3), and alveolar tuberculosis (2). The specific for¬ 
mations observed in most of the specimens (9 out 
of 11) appeared to be at least partly recent in origin. 
The combination most often found was the presence 
in a single node of active tuberculous lesions and 
dense sclerosis that had apparently existed for a 
long time. Extension of the tuberculous process to, 
or rupture of the lymph-node lesions into, the ad¬ 
jacent organs, especially the bronchi, is the prin¬ 
cipal anatomic characteristic of this type of lymph- 
node involvement, which is usually found only at 
autopsy, often passing unnoticed during the pa¬ 
tient’s life. Eoentgenographic pictures suggestive 
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of lymph-node involvement, however, are found in 
many older patients with endotracheal tuberculosis. 

The principal bronchoscopic findings are antlira- 
cotic ulceration and deforming bronchitis. The co¬ 
existence of tracheobronchial lymph-node involve- 
ment with ordinary pulmonary tuberculosis has 
little effect on the course of the disease, but when 
the tracheobronchial lymph-node involvement, 
either alone or with discrete pulmonary lesions, is 
the dominant condition, the clinical picture is quite 
different. Hemoptysis, sometimes repeated, was the 
warning symptom in 5 of the authors’ patients, 
Recurrent bronchial attacks and enlarged lymph 
nodes in the neck each led to discovery of the con¬ 
dition in 2 patients, and in 2 others it was detected 
on roentgenologic examination. The course is usual¬ 
ly torpid, but severe complications, such as pleurisy 
and tuberculous pleuropericarditis, may occur. 
Various nonspecific factors probably enter into the 
development or reawakening of tuberculous 
tracheobronchial lymph-node infection, but un¬ 
doubtedly the most important are denutrition and 
advanced age, local irritation caused by anthracotic 
or calcareous deposits, and ordinary infections. 

Osteomyelosclerotic Disease. G. Levi and C. Almici. 
Policlinico (sez. prat.) 65:567-577 (April 14) 1958 
(In Italian) [Rome]. 

Four patients with osteomyelosclerosis were hos¬ 
pitalized with the following symptoms: pain in the 
bones, pallor, general weakness, abdominal pain, 
mostly in the splenic region, and splenomegaly. 
Anemia was present in 3 patients, a mild leukocy¬ 
tosis in 1, and a small decrease in blood platelet 
count in 1. Material obtained by spleen biopsy in 
2 patients revealed the presence of metaplastic 
myeloid tissue. Hardened bone obstructed the com¬ 
pletion of sternal biopsy in all patients except 1, 
from whom only a small amount of bone marrow 
was obtained. Urobilinuria and indirect hyper¬ 
bilirubinemia were found in 1 patient only; how¬ 
ever, the Coombs test and the erythrocyte fragility 
test showed normal values. Roentgenologic findings 
revealed osteosclerotic changes in all skeletal parts 
in 2 patients and in the spinal column only in 2. 

Osteomyelosclerosis is a disease running a chronic 
course. Since every specific therapeutic regimen has 
seemed to be fruitless, the patients were given a 
symptomatic treatment consisting of blood trans¬ 
fusion and antianemic management. They were 
discharged in an improved but uncured state. One 
patient died shortly after the discharge. Increases 
in both red and white blood cells and enlarged 
platelets were observed in this patient after splenec¬ 
tomy; histological examination of the resected 
spleen and of material obtained by liver biopsy 
revealed the presence of metaplastic myeloid tissue 
of megakaryocytic type. 
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SURGERY 

Multicentric Carcinomas of the Oral Cavity. C. G. 
Moertel and E. L, Foss. Surg. G^mec. &; Obst, 
106:652-654 (June) 1958 [Chicago]. 

Of 732 patients with proved oral cancer seen at 
the Maj'o Clinic during the 10-year period from 
1944 tlirough 1953, a total of ^ (or 8.7%) were 
found to have 2 or more discrete oral cancers. As¬ 
sociated leukoplalda was found in 75% of the pa¬ 
tients wth multiple oral lesions. An overwhelming 
majorit>' of the patients were users of tobacco, 
particularly in the fonns which expose the mouth 
to tobacco juices. The tendency to multicentricit\' 
shouTi by patients witli oral cancer also extends to 
involve the contiguous squamous epithelium of the 
lips, pharTOX, lar\mx, and esophagus. Fifh'-five pa¬ 
tients wadi oral carcinoma were found to have 
additional priman,' lesions in these locations, thus 
raising the over-all occurrence rate of multicen- 
tricit)' to 16.4%. VvTien oral cancer develops, all the 
contiguous squamous mucous membranes must be 
considered as highly susceptible to future malig¬ 
nant change. It is the responsibility of the phy¬ 
sician to insist on frequent and regular follow-up 
examinations, so that any second lesion may be 
detected and treated in its early stages. It is also 
his responsibility,’ to initiate appropriate prophy¬ 
lactic measirres to eliminate any possible sources 
of carcinogenic irritation to these regions. 

Idiopathic Perforation of the Stomach in the New¬ 
born. K. B. Castleton and F. F. Hatch. A. M. A. 
Arch. Surg. 76:874-881 (June) 1958 [Chicago]. 

After the elimination of those cases of perforation 
of the stomach in the newborn infant thought to 
be due to peptic ulcer disease, to the passage of a 
gastric tube, to the administration of oxygen, to 
trauma of the chest and abdomen, and to obstruc¬ 
tion, infection, anoxia, intracranial lesions, and 
vascular lesions, there still remains a group of cases 
which constitute an entity better termed “idio¬ 
pathic perforation of the stomach in the newborn.” 
In order to fall in this category, the case should 
fulfill the following criteria: (1) be that of a new¬ 
born infant from a few hours to a few days old; 
(2) have no evidence of a peptic nicer; (3) have no 
evidence of perforation of the stomach by gastric 
tubes or by the administration of oxygen, or of 
trauma to the chest and abdomen; and (4) have no 
evidence that perforation occurred as the result of 
obstruction of the intestine, of vascular lesions of 
the stomach, or of significant cerebral lesions. A 
review of the literature indicates that some 40 cases 
fulfill these criteria. Male patients outnumber fe¬ 
male patients in a ratio of 2.5:1. The youngest 
patient was 11 hours old and the oldest 10 days old 
at the onset of sj-mptoms. Race plays no role, and 
only 1 case had been reported with a positive Was- 


sermann reaction. Too few cases have been re¬ 
ported to fully evaluate the significance of the Rh 
factor. Twenty-two of the 24 patients that had x-ray 
studies showed free air in the peritoneal cavity. 
Operation was done on 23 patients, wutli 8 survivals. 
None of the infants not operated on survived. The 
muscular layer in 13 of the infants was reported 
absent at the site of perforation and thinned out in 
5 otliers. Six of the infants exhibited congenital 
anomalies; however, none of them were premature 
infants. Of the 30 cases reported, the site of per¬ 
foration was on the greater curv’ature in 22, on the 
lesser curvature in 4, on the anterior w’all in 2, in 
the fundus in 1, and in the cardia in 1. 

Typically, the infant is bom with little or no 
trouble, is often small, and is frequentiv’ premature, 
vv’ith a higher than normal incidence of congenital 
defects. He remains well for a few hours and then 
may refuse feedings, v'omit, demonstrate a high, 
low, or normal white blood cell count, and some¬ 
times have fever. In addition to havung a tense, 
distended, and often edematous abdomen, he is 
frequently dyspneic and even jaundiced. X-ray 
examination gives a remarkably uniform picture of 
large amounts of free air in the abdomen, especially 
in the upper portion. The only treatment is surgical 
and must be done early, for, as soon as the peri¬ 
toneum is incised, gas escapes under pressure and 
evidence of peritonitis is seen. The authors report 
3 cases, making a total of 43 cases of this type re¬ 
ported. One patient is of interest in that his case 
was diagnosed preoperatively; he was successfully 
operated on after the fiirst and second perforations, 
only to develop a third perforation from which 
he died. 

Results of Surgical Treatment for Severe Chronic 
Gastritis. E. S. Judd and C. C. Edvv’ards. A. M. A. 
Arch. Surg. 76:882-887 (June) 1958 [Chicago]. 

An ever-increasing e.xperience with patients who 
exhibited severe symptoms, including repeated 
hemorrhage, and who vv'ere giv’en a definite diag¬ 
nosis of ulcer, polypoid disease, or cancer after 
thorough study by competent internists, but who 
were found on surgical e.xploration to have only 
severe gastritis, prompted the authors to analv’ze a 
series of cases in which this problem had presented 
itself. The records of the Mayo Clinic between 
Jan. 1, 1946, and Dec. 31, 1950, were examined to 
obtain material for this study, and revealed 51 
cases of severe chronic gastritis as the proved sur¬ 
gical pathological entity vv'ithout any other coe.xist- 
ing gastric or duodenal disease. The patients 
ranged in age from 33 to 65 years, the average age 
being 50.2 years. The preoperative clinical diagnosis 
proved to be extremely difficult and variable. Gas¬ 
tric analysis appears to have made only a minor 
contribution to the diagnosis. In a great majority 
of the cases there was unequivocal x-ray evidence 
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of serious gastric or duodenal disease. Little em¬ 
phasis was placed on gastroscopy in view of the 
limitations of the procedure. 

Of the 51 patients, 32 had been treated immedi¬ 
ately by partial gastrectomy, 16 had undergone 
gastrotomy with internal examination of the stom¬ 
ach and biopsy of at least 1 area of the mucosa, 
and 3 had submitted to, vagotomy after biopsy. A 
large group (72%) of patients who had resection 
were considerably improved, as indicated over the 
course of a 7-year follow-up study. Mere gastrotomy 
with biopsy was definitely less successful than re¬ 
section, although medical management subsequent¬ 
ly has kept many of these patients relatively 
comfortable. Several patients would appear to have 
been helped by vagotomy. Only 9 of the patients 
had experienced gastrointestinal hemorrhage be¬ 
fore operation, either melena or hematemesis, or 
both. Two patients of the resection group con¬ 
tinued to bleed after operation. The exact nutri¬ 
tional difficulty experienced by the patient was 
rather difficult to evaluate from the history prior 
to operation, and the analysis did nothing to clarify 
this issue. Likewise, it was difficult to assess the 
nutritional status of patients after operation, al¬ 
though it was learned that 2 patients in the resec¬ 
tion group had “dumping syndrome” in tire early 
weeks after resection and have continued to com¬ 
plain of rapid filling, weakness, difficulty in main¬ 
taining their weight, and a constant necessity for 
taking iron and vitamins and for supportive ther¬ 
apy. The complications after surgical management 
were in no way remarkable. No deaths in the hos¬ 
pital followed surgical treatment for these patients, 
and none of the patients have yet demonstrated a 
malignant gastric lesion. Thus, when a surgeon is 
confronted with a problem of severe gastritis, hav¬ 
ing already committed himself to laparotomy, in the 
light of present-day morbidity and mortality possi¬ 
bilities, gastric resection should be given serious 
consideration. 

'cal Treatment for Endocardial Fibroelastosis 
or Anomalous Left Coronary Artery; Four Years 
Experience with Poudrage. R. N. Paul and S. G. 
Robbins. Am. J. Cardiol. 1:694-705 (June) 1958 
[New York]. 

The authors report on 4 boys and 6 girls, between 
the ages of 6 and 24 months, who were operated 
on for either anomalous left coronary artery or 
primary endocardial elastosis by means of the 
poudrage technique, a relatively simple procedure 
of instilling sterile talc powder into the pericardial 
sac over the surface of the left ventricle. The first 
4 patients operated on have been followed for 4 
years. Of the 4, 1 died during the immediate post¬ 
operative period; the other 3 are all hving and 
well, and none of them is now receiving digitalis. 
All 3 patients seem to be clinically improved in 
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comparison with their preoperative condition. The 
first patient seems to have progressed better in 
general, than the other 2; he is completely asy^p- 
tomatic and appears entirely normal in all respects 
except for heart size. In the second patient, multiple 
premature ventricular contractions and cardiac de¬ 
compensation occurred 1 year after operation and 
necessitated resumption of digitalis therapy. Ad¬ 
ministration of digitalis was discontinued 8 months 
later, with no further signs of heart failure but with 
occasional occurrence of premature contractions. 
The third patient continues to manifest very mild 
dyspnea, which has persisted in this degree since 
shortly after the operation. Of the remaining 6 pa¬ 
tients, 3 died, and the 3 survivors have been fol¬ 
lowed from 2% to more than 3 years postopera- 
tively. All the survivors are clinically well without 
having received digitalis for more than 2 years. The 
6 survivors of both groups now range in age from 4 
years to 4 years and 9 months and have shown im¬ 
provement with respect to weight curve (Iowa 
State grid), heart size, and/or cardiothoracic ratio. 
It is felt that considerably more time is necessary 
for absolute proof of the merit of surgical treatment 
with the aid of poudrage, but with up to 4-year 
survival associated with general clinical improve¬ 
ment in the 6 survivors, the authors are quite en¬ 
thusiastic that the procedure is beneficial. 

Adrenalectomy for Hyperfunctioning Lesions of 
the Adrenal Cortex. E. H. Ellison and G. ]. Hamwi. 
A. M. A. Arch. Surg. 76:843-856 (June) 1958 [Chi¬ 
cago]. 

This report of adrenocortical hyperfunction 
problems is based upon cases reported in the litera¬ 
ture and upon 12 cases in which the patients were 
treated by total or subtotal adrenalectomy; the 
latter include 8 cases of primary Cushing’s syn¬ 
drome, 2 cases of Cushing’s syndrome secondary to 
pituitary tumor, 1 case of pituitary aldosteronism, 
and 1 case of congenital virilism associated with an 
adrenocortical carcinoma. For the purpose of clari¬ 
fication, the lesions have been categorized as (a) 
functioning tumors of the adrenal cortex and (b) 
adrenocortical hyperfunction without tumor. These 
categories are further subdivided into 3 disease 
entities according to the hormone secreted in ex¬ 
cess: (1) Cushing’s syndrome produced by excessive 
hydrocortisone; (2) aldosteronism produced by ex¬ 
cessive aldosterone; and (3) virilism produced by 
excessive adrenal androgens. On occasion these 
tumors are capable of secreting excessive amounts 
of estrogens resulting in feminization. The adrenal 
cortex is capable of secreting any combination or 
the above factors, so that mixed syndromes mani¬ 
festing any or all of the clinical findings seen in 
Cushing’s syndrome, aldosteronism, or virilism are 
present. 
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All 8 patients with primary Cushing’s syndrome 
are alive and well, the time since operation varying 
from 3 months to 5 years. Age at operation ranged 
from 7 to 52 years. Of the 6 patients on whom sub¬ 
total adrenalectomy was performed, one required 
the removal of additional adrenal tissue for 
persistence of s)Tnptoms, and another required 
replacement therapy. Two patients underwent suc¬ 
cessful total adrenalectomy. Three of the 8 patients 
witli primary' Cushing’s syndrome developed the 
following postoperative complications: parah’tic 
ileus, 1; atelectasis, 2; and infections, 2. Si.\ of the 
8 patients had preoperative systolic blood pressures 
in excess of 150 mm. Hg; 5 of them are now nor- 
motensive. Preoperative blood pressures in the 2 
patients who underxvent total adrenalectomy were 
225/142 and 180/120 mm. Hg, respectively; both 
fliese patients are now normotensive. The single 
operative death in the series was due to hemor¬ 
rhage secondary' to an abnormal clotting mecha¬ 
nism in 1 of the patients wth a primarj' pituitary’ 
tumor. Several months after subtotal adrenal¬ 
ectomy, the 1 patient with aldosteronism developed 
increased intracranial pressure, which responded to 
ventricular taps and eventually to cortisone re¬ 
placement therapy. The 1 patient with virilism 
menstruated several months ago; her body contour 
is now more feminine, and her general well-being 
is excellent. 

The operative approaches to the adrenal glands 
are many and varied. Several considerations are 
paramount in the selection of an approach. First, 
the surgeon must be able to visualize both of the 
adrenal glands before deciding upon the definitive 
operative procedime. Second, he should be able to 
explore the ovaries for disease simulating cortical 
hyperfunction or tumor. Finally, the site of cortical 
rests should be examined for aberrant adrenal 
tissue. The only procedure found to meet all these 
criteria is the anterior transabdominal approach, 
which permits exposure of all adrenal tissue, in¬ 
cluding sites of cortical rests, as well as exploration 
for ovarian disease. 

An Evaluation of Implantation of the Internal 
Mammary Artery into the Myocardium of Pigs and 
Dogs. H. H. Patt, M. Goldberg, J. V. Clift and B. 
Lourx’anij. J. Thoracic Siurg. 35:699-705 (June) 1958 
[St. Louis], 

In their studies on the revascularization of the 
myocardium, the authors were particularly inter¬ 
ested in the internal mammary artery implant. 'They 
selected the weanling pig for tlreir studies primarily 
because its coronaiy’ circulation is of the end-artery 
type and very closely appro.ximates that of the hu¬ 
man being. It has been shoxTO that ligation of the 
left anterior descending artery in the pig results 
in almost 100% mortality wthin 15 minutes. Of 
25 pigs which survived the implantation of the left 


internal mammaiy’ artery’ into the myocardium of 
the left ventricle, 11 were operated on after a 6 -to- 
12 -week period, and a test ligation of the left an¬ 
terior descending artery’ was performed. Of this 
group, 10 died promptly of v’entricular fibrillation, 
suggesting a failure of the implant to protect the 
myocardium from the eEects of left anterior de¬ 
scending artery’ ligation. Postmortem examination 
in each of these 10 animals revealed gross and mi¬ 
croscopic occlusion of the implanted internal mam¬ 
mary’ artery'. Fourteen of the pigs wth internal 
mammary’ artery’ implants grew too large to handle 
for secondary' operation in the laboratory’. These 
were slaughtered at an abattoir, and the hearts 
were removed for examination. In no instance was 
an anastomosis demonstrable between the internal 
mammary' artery implant and the coronary’ circu¬ 
lation. Only 1 pig in the series of 25 could be con¬ 
sidered to have a successful internal mammary’ 
artery’ implant. 

In another series of tests the authors used mon¬ 
grel dogs, duplicating the conditions of Vineberg’s 
1946 e.xperiments on internal mammary’ artery' im¬ 
plantation. A significant anastomosis was demon¬ 
strable in only 1 of 19 dogs (5.3%) subjected to 
implantation of the internal mammary artery’ after 
partial ligation of the left anterior descending ar¬ 
tery. The authors concluded that in their hands 
the implantation of the internal mammary arterj' 
into the myocardium was not a satisfactory’ method 
for improving the blood supply to the heart. 

Nonpenetrating Traumatic 10)107 of the Aorta. 
L. F. Parmley, T. W. Mattingly, W. C. Manion 
and E. J. Jahnke Jr. Circulation 17:1086-1101 (June) 
1958 [New York]. 

Of 1,174 persons who died of nonpenetrating 
traumatic injury of the heart and aorta and on 
w'hom autopsy was performed at the Armed Forces 
Institute of Pathology in Washington, D. C., 275 
had rupture of the aorta, and 21 had laceration 
involving only 1 or 2 layers of the aorta. The total 
number of 296 cases of nonpenetrating traumatic 
injury of the aorta suggests that this lesion should 
be suspected more frequently in the traumatized 
person. In 114 of the 275 persons the aortic rupture 
was produced by an automobile accident. The 
aortic isthmus, just distal to the left subclavian 
arterv’, was the commonest site of rupture; the 
ruptoe occurred at this site in 124 of the 275 
persons. Thirtj'-eight of the 275 persons surx’ived 
the initial injuiy' for a time, an over-all suiv’ival 
rate of 13.8%, but this figure included those with 
associated cardiac injury. Almost 20% of all persons 
w’ho sustain a traumatic rupture of the aorta xvith- 
out associated cardiac lesions may be expected to 
survive at least temporarily. One hundred one 
(36%) of the 275 persons had minimal or no e.xtemal 
evidence of chest injury, despite a high incidence 
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of rib fracture. Although many patients were in 
.shock initially, blood pressure was within normal 
range in 10 and became normal in an additional 19 
.soon after measures to combat shock were insti¬ 
tuted. Chest or abdominal pain, dyspnea, tachy¬ 
cardia, hemoptysis, and cyanosis were the more 
common clinical manifestations. These signs and 
symiptoms were most often attributed to other in¬ 
juries, frequently to associated pulmonary lesions. 
These observations emphasize that external evi¬ 
dence of trauma may be minimal and that iniba) 
eA'idence of delinite cardiovascular injury may be 
lacking. Roentgenologic signs of a widened medi¬ 
astinum, evidence of persistent thoracoabdominal 
hemorrhage, and the appearance of delayed hemo¬ 
thorax* repre.sent early diagnostic criteria of aortic 
rupture. 

Diagnosis of aortic rupture is easiest in those 
cases in udn'ch a traumatic false aneurj'sm of the 
aorta develops and then remains stable and asymp¬ 
tomatic. Routine x-ray e.xaminab'on of the chest was 
the means whereby diagnosis was made in 9 pa¬ 
tients. The causation of the aneurysm is suggested 
when the past history is evaluated in the light of 
the .v-ray findings. Prompt diagnosis of ti-aumatic 
rupture of the aorta is essential if surgical treat¬ 
ment is to be performed before fatal sequelae de¬ 
velop. Surgical treatment of a traumatic aneurysm 
of the aorta that is producing no symptoms and 
has been shown to have remained unchanged over 
a period of years should be approached only after 
careful consideration. Successful surgical resection 
of a traumatic aneurysm of the aorta and repair of 
the defect with aortic homografts in 2 patients are 
reported. 

Five Year Survival After Anterior Resection for 
Carcinoma of the Rectum and Rectosigmoid. C. W. 
Mayo, M. Y. Laberge, and W. M. Hardy. Surg. 
Gynec. & Obst. 106:695-698 (June) 1958 [Chicago], 

Records of 171 patients who had undergone an- 

ior resection for carcinoma of the rectum and 
rectosigmoid at tlie Mayo Clinic in 1950 and 1951 
were reviewed, and this series was compared with 
336 cases of anterior resection performed from 1945 
through 1949. The age and sex of the patients, the 
proctoscopic level of tlie lesions, and the grade of 
malignancy were essentially the same in both 
groups. During the 5-year period from 1945 through 
1949, there were 15 hospital deaths among the 336 
patients, giving a hospital mortality rate of 4.5%. 
For the 2-year period from 1950 through 1951, there 
were 10 hospital deaths among the 171 patients, 
giving a mortality rate of 5.8%. The 5-year survival 
rate was 3.5 percentage points better in the series of 
cases in 1950 and 1951 than it was in the series 
from 1945 through 1949. The results in the total of 
507 patients with carcinoma of the rectum and 
rectosigmoid treated by sphincter-saving anterior 
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resection were compared with results obtained in 
similar patients treated by sphincter-sacrificing pro¬ 
cedures. It was concluded that the sphincter-saring 
operation compares favorably from the curative 
standpoint with 1-stage combined abdominoperi¬ 
neal resection or 2-stage posterior resection per¬ 
formed for lesions in the controversial segment of 
the intestine; that is, those situated between 6 and 
14 cm. from the dentate margin. 

The authors presented these statistics in order 
to demonstrate that adequate radical resection of 
carcinoma of the upper rectum and rectosigmoid 
does not require removal of the rectal sphincter in 
all cases, Tire decision as to whetlrer or not the 
sphincter should be sacrificed in individual cases 
must be made by the surgeon. The decision must 
be based on tlie technical feasibility of removing 
the lesion from above and of excising the intestine 
far enough below the lesion to accomplish com¬ 
plete extirpation of any distal spread. When this 
is 2 ?ossible, tlie surgeon is justified in selecting the 
slr}Iincter-sa^4ng procedure. 

Surgical Repair of a Traumatic Aortic-Right Ven¬ 
tricular Fistula. H. King and H. B. Shiimacker Jr. 
J. Thoracic Surg. 35:734-739 (June) 1958 [St. Louis]. 

This report is concerned with an aortic-right 
ventricular fistula of traumatic origin. The patient 
was a 15-year-oId boy who was hammering a blank 
cartridge when it exploded and struck him in the 
chest. He was dyspneic on arrival at his local hos¬ 
pital. A loud cardiac murmur was heard. He was 
transferred to the Indiana University Medical Cen¬ 
ter in Indianapolis 10 hours after injury. He was 
in acute distress. There were 2 small lacerations in 
the third interspace, about 5 cm. from the midline. 
A small amount of subcutaneous emphysema was 
present over the upper chest on the left side. A 
harsh, grade 4 to 5, continuous murmur was heard 
throughout the entire precordial area but most 
loudly in the second left anterior interspace. A con¬ 
tinuous thrill was palpated in the same area. Fluor¬ 
oscopy revealed a slight increase in the size of the 
pulmonary conus and a questionable enlargement 
of the left ventricle. An irregular opaque foreign 
body, measuring 1 cm. in greatest diameter, was 
present in the left anterior mediastinum. The im¬ 
pression was that the continuous murmur resulted 
from the injury to the chest. Later the authors 
arrived at the erroneous conclusion that the pa¬ 
tient more likely had a congenital patent ductus 
arteriosus and that the injury was unrelated. The 
site of the injury healed, and the patient was dis¬ 
charged. 

At a thoracotomy 10 weeks later, a patent auctu 
was not found. The continuous thrill could be pal¬ 
pated through the pericardium anteriorly 
region of the base of the pulmonary artery or right 
ventricular outflow tract. In this area there was 
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dense scar tissue and adhesions of the pericardium 
to the anterior chest wall. Since open cardiotomy 
with bj^pass of the heart and lungs seemed neces¬ 
sary, the pericardium was not opened at this time. 
At a bilateral anterior thoracotomy, carried out 
about 6 months after the injmy, the venae cavae 
and the left femoral artery were cannulated, and 
cardiopulmonary b>'pass was begun. After cardiac 
standstill was achieved, the right ventricle was 
opened through a vertical incision made dovmward 
from the base of the pulmonary arterj'. The fistula 
was easily seen. It measured about 1 cm. in diam¬ 
eter. A narrow fibrous band lined the edge of the 
defect. A Kelly clamp was easily passed through 
this opening and emerged wthin the aorta in the 
region of the right coronarj' sinus of Valsalva. The 
defect was closed, and the right ventriculotomy 
was then closed. After the clamp was removed 
from the aorta, ventricular fibrillation began, and 
4 electric shocks were necessary to convert the 
heart action to a normal rhythm. After the can¬ 
nulas were removed, a large part of the scarred 
anterior pericardium was excised. The patient 
gained 13 lb. (5.9 kg.) in the first 8 weeks after op¬ 
eration. His exercise tolerance greatly increased. 

Five Cases of Congenital Aneurysm of the Aortic 
Sinuses (of Valsalva) and Notes on the Prognosis. 
H. G. Davidsen, J. Fabricius and E. Husfeldt. Acta 
med. scandinav. 160:455-470 (No. 6) 1958 (In Eng¬ 
lish) [Stockholm]. 

In most of the recorded cases of aneurysm of the 
aortic sinuses, the diagnosis has been made at 
autopsy. The absence of severe clinical symptoms 
before complications have arisen and the short 
time of survival after the appearance of complica¬ 
tions may be responsible for the rarit>' of diagnosis 
in the living patient. During the last few years 5 
patients with congenital aneurysm of the aortic 
sinuses were observed in the Riashospitalet of 
the University of Copenhagen. [Rupture of an 
aneury'sm into the chambers of the heart involves 
an unfavorable prognosis.] Two of the 5 patients 
had a communication from the aorta into the right 
heart. One of these had lived for at least 7 years 
without progression of symptoms; the other had 
symptoms of rapidly increasing cardiac failure and 
died during operation. In 2 patients the aneury'sm 
of the aortic sinus was complicated by a backflow 
to the left ventricle, resulting in a hemodynamic 
condition resembling aortic incompetence. The 5th 
patient had no demonstrable abnormality of the 
circulation and only moderate symptoms. 

The causes of death in congenital aneurysm of 
the sinuses of Valsalva were investigated by study 
of the literature. Death may follow rupture of an 
aneurysm into the chambers of the heart, compres¬ 
sion of the bundle of His, impairment of the aortic 
valvular function, or secondary bacterial endo¬ 


carditis. Of 17 patients whose records contained 
infohnation about the localization and size of the 
rupture and the time of survival after die rupture, 
10 had ruptiue into the right atrium. In these the 
time of survival after the acute onset of svnmptoms 
ranged from 1 hour to 3 years. Four patients in 
whom the ruptures measured 8-12 mm. died be¬ 
fore the end of the second month. In contrast to 
this, 4 patients, who siuvived for more than 1 year, 
had ruptures measuring 5-6 mm. In 1 patient a 
small communication was supposed to have been 
present for a long time, and death occurred 5 weeks 
after an episode probably representing a rupture 
of the aneurv'sm, which widened the communica¬ 
tion to its final size of 7 mm. One man, aged 67 
years, had complications in the form of fenestration 
of the aortic cusps and died only 12 days after a 
small rupture. The size of the rupture seems to be 
of importance for the prognosis, and the size of the 
shunt as measured at cardiac catheterization should 
be a valuable means of determinating the prognosis. 

Referral to a cardiac center for a detailed diag¬ 
nostic study is advisable for patients presenting 
with sudden precordial pain, dyspnea, and signs of 
rapidly increasing cardiac failure, if the physical 
examination reveals a loud systolic/diastolic or 
continuous machinery murmur located near the 
lower end of the sternum. A high pulse amplitude 
and a pistol-shot sound over the femoral artery are 
usually present. The authors believe that surgical 
repair of aneurysm of the aortic sinuses is indicated 
only in the small group of patients in whom an 
aneurysm has ruptured into the right atrium. This 
is provided that (1) a considerable left-to-right 
shunt into the right atrium is present; (2) there are 
no signs of a complicating interv'entricular septal 
defect; and (3) there is no endocarditis, sv'philis, or 
arteriosclerosis. 

Lymphoid Polyps (Benign Lymphoma) of the Rec¬ 
tum and Anus. F. Holtz and L. A. Schmidt III. 
Surg. Gynec. & Obst. 106:639-642 (June) 1958 [Chi¬ 
cago]. 

So-called benign Ivunphoma of the rectum is an 
uncommon, usually solitary', polj’poid lesion of the 
lovv'er rectum or anus, composed of Ivunphoid folli¬ 
cles which are limited to the mucosa and submu¬ 
cosa. The chief importance of the condition is that 
it may be diagnosed erroneously as malignant 
Ijunphoma. SvmonjTns for this rectal lesion are 
Ijunphoid polvT), polyp of IvTnphatic tissue, Ivun- 
phoma, simple Ijunphoma, abnormal accumulation 
of Ivunphoid follicles, primarv' lymphoid tumors of 
the rectum resembling internal hemorrhoids, and 
benign Ivunphoid hyperplasia of the rectum. All the 
noncarcinomatous or nonadenomatous polvps of 
the rectum and anus seen in the department of 
patholog>' of the Universitv’ of Michigan Medical 
Center from July, 1935, to June 30, 1955, were re- 
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viewed. There were 24 cases that met the criteria 
of benign lymphoma” or lymphoid polyp. During 
this same period, 7 e.xamples were diagnosed as 
malignant lymphoblastoma primary in the rectum. 
The 24 patients included 16 women and 8 men. 
The ages ranged from 21 to 64 years, with the 
greatest concentration in the 4th decade. 

Sixteen patients complained of rectal bleeding, 
%vhich varied in frequency from an occasional 
streaking of the stool to a loss of one-half cupful 
of blood with each stool. Constipation was the next 
most frequent complaint reported by 9 patients; 
and only 1 patient complained of diarrhea. A mass 
was detected on routine physical examination in S 
patients, wlhle^ in 3 otliers a mass protruded at 
defecation. Seven patients complained of vague 
rectal pain. In 8 patients there were concomitant 
hemorrhoids, and 1 patient had colonic diverticu- 
losis. The polyps varied from 5 mm. to 3 cm. in 
diameter and occurred from the level of the anal 
sphincter to 14 cm. above this area. None of the 
patients had more than 3 i^olyps. Twenty-one pa¬ 
tients could be traced for follow-up. Three had 
died, from 2 to 14 years after remo\'al of the lesion, 
of other causes, and there was no evidence of re¬ 
currence in these patients. One patient who was 
alive 20.7 years later had symptoms of recurrence. 
Seventeen patients are alive and asymptomatic. 
Histological studies on the lymphoid polyps re¬ 
sulted in the conclusion tliat these lesions are the 
result of chronic inflammation, possibly at the site 
of minor anatomic abnormalities. The authors feel 
that the term “lymphoid polyp” ma)' be preferable 
to the term “benign lymphoma.” 

Auscultation as an Important Aid to the Diagnosis 
of Fractures. J. C. Colwill and E. H. Berg. Surg. 
Gynec. & Obst. 106:713-714 (June) 1958 [Chicago]. 

The authors add osteophony, as another classical 
sign present in fractures, to the existing list of local 
swelling, ecchymosis, deformity, crepitus, and local 
one tenderness. Except for crepitus, osteophony 
is the only one which is directly dependent upon 
the break in the bone, rather than the effect of 
trauma upon the surrounding soft tissue. Unlike 
crepitus, or even local bone tenderness, the sign is 
elicited without manipulation at the fracture site. 
Only a stethoscope and the percussing finger are 
required for the test. In general, one subcutaneous 
bony area distal and one proximal to the site of 
the suspected fracture are selected. With the stetho¬ 
scope over one site, the other site is tapped with 
a force similar to that used in percussion of the 
chest. The sound heard is compared with that 
heard over an identical area on the opposite ex¬ 
tremity. The sites for auscultation and percussion 
may be distally removed from the fracture by 1, 2, 
or more joints. In the case of a fracture, the affected 
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extremity conducts a sound of much less intensity 
and pitch than that heard on the compared normal 
side. 

The test was applied to 50 normal patients and 
to 50 consecutive patients with fractures. In every 
ease of fracture of the long bones, other than the 
impacted fracture of the head of the femur, in 
which x-ray examination demonstrated solid corti¬ 
cal contact, the test was positive. In all cases of 
fracture about the ankle joint, the test was nega¬ 
tive because of difficulty in applying the test to 
fragments on either side of the fracture line. In 
1 fractured pelvis the test was negative because 
of adequate cortical contact of at least 1 ramus. 
The authors conclude that this method of fracture 
diagnosis, which utilizes the alteration of sound 
conduction through bone and requires only the 
stethoscope, might proi'e useful in mass catastrophe 
triage. 

Failure of Migration of the Rectal Opening as the 
Cause For Most Cases of Imperforate Anus. A. H. 
Bill Jr. and R. J, Johnson. Surg. Gynec. &• Obst. 
106:643-651 (June) 1958 [Chicago]. 

The authors studied 70 cases of anorectal anom¬ 
alies during the past 9 years. In 2 patients an anal 
opening was present at the usual site, but one of 
these had a supra-anal stenosis and the other had 
an atresia of the rectum. In this report the authors 
discuss a group of 68 infants in whom they found 
no opening at the usual position of tire anus. In 
64 of these an opening was demonstrated from the 
tip of the rectum into the lower bladder or pos¬ 
terior urethra in the male, or into the lower vagina 
in the female, or else anteriorly placed in the 
jrerineum in either sex. In onl)' 4 patients wtii 
no opening at the normal anal position did the 
large intestine end blindly. Studies of the embq'o- 
logic sovrree material and deductions from their 
own material suggested to tire autliors that the 
rectal opening normally “migrates” as an almost 
separate entity caudalward during the formation 
of the septum which divides the cloaca into the 
urogenital system and the rectum. When the rectal 
opening reaches the level of the developing peri¬ 
neum, it appears to be moved posteriorly to its 
normal jrosition where it becomes encircled by the 
separately formed sphincter ani externus. When 
this “migration” is arrested and the rectal opening 
does not reach the normal position of tire anus, 
one should expect to find tire rectal opening some¬ 
where along its course. Thus, the concept of in¬ 
complete migration” of the rectal opening is sug¬ 
gested as the probable cause in the majority 0 
cases of imperforate anus. 

Other investigators who have reported on arge 
series of infants with imperforate anus also emptW' 
sized the fact that one must be prepared to uno 
an abnormal connection between the rectal pou 
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and the genitourinaty tract, the vagina, or the peri¬ 
neum, When an ectopic opening is present and 
3 'et goes unrecognized, and tlie rectum is brought 
down to the normal anal position without dmding 
the original opening into the urinarj' tract in the 
male or the %'agina in the female, the results leave 
a good deal to be desired. The ectopic opening 
may be minute or practically microscopic, espe¬ 
cially in the male. Yet the authors believe tliat it 
must be found and closed by mobilizing the rectal 
portion downward to form the new opening at tlie 
position of the siphincter ani extemus. The authors 
comment on the classification of abnormalities of 
rectum and anus proposed by Ladd and Gross in 
1934, which allows uniformib,' in reporting cases. 


NEUROLOGY & PSYCHIATRY 

Encephalomyelitis Myalgica Epidemica, a Disease 
Resembling Poliomyelitis (Epidemic Neuromyas¬ 
thenia, Benign Myalgic Encephalomyelitis). O. 
Gsell. Schweiz, med. Wchnsclir. 88:488-491 (May 17) 
1958 (In German) [Basel, Switzerland). 

The author reports on 3 epidemic outbreaks in 
Switzerland of a disease resembling poliomj’elitis; 
1 in a hospital in Frohburg, canton St. Gallen, in 
1937; 1 in a military encampment in Degersheim 
in 1939; and 1 in another military encampment in 
Erstfeld in 1937. The epidemic in Frohburg oc¬ 
curred in a g)mecologic ward and involved 7 nurses, 

5 patients, 1 phj'sician, 1 nurse’s aid, and 3 con¬ 
tact persons; 3 of the affected persons had pareses, 
8 shou’ed the clinical aspect of meningitis, and in 

6 with fever the disease was abortive. An acute 
onset, a febrile course of several days’ duration, 
stiffness of. neck and back, leukopenia, normal cell 
counts in the cerebrospinal fluid (1 or 2 per cubic 
millimeter and only once 8), and slight reactions 
to the gold sol test were noted. Headache, pain in 
joints and limbs, paresthesias, and during convales¬ 
cence adrmamia and labilitj' of circulation were 
obserr^ed. The pareses were manifested by weak¬ 
ness of muscles vdthout absence of reflexes and 
were associated with severe neuralgia in the af¬ 
fected extremities. Involvement of the air passages 
\rith bronchitis and with pulmonary' infiltration was 
notable, but these disturbances cleared up rapidly' 
without complications, and so did tire weakness of 
the muscles. Mild recurrences and neurasthenic 
secondary' symptoms were obserwed. All the pa¬ 
tients recovered without residues. The second epi¬ 
demic in Degersheim involved 73 y'oung adults, 5 
of whom had pareses, 2 had encephalitic sy'mjr- 
toms, 12 showed a meningoneuritic aspect, and 54 
had mild disturbances of the air passages. The dis¬ 
ease was benign and of short duration, xvitli mOd 
fever and complete disappearance of muscular 
weakness. Neuralgic accompany'ing sy'mptoms were 
observed frequently; of the 19 patients rrith pareses 


and meningeal symptoms, 10 had intercostal neu¬ 
ralgia and pain e.xtending along the course of tlie 
sciatic and trigeminal nerves. Disturbances of the 
autonomic nerx'ous system, with fatigability', sweat¬ 
ing, tremor, and tachycardia, occurred during con¬ 
valescence. The number of cells in tlie cerebro¬ 
spinal fluid varied between 1 and 3 per cubic 
millimeter in 13 of 17 patients; 6 and 7 cells per 
cubic millimeter were counted in 2 patients, and 
an increase to 125 and 250 per cubic millimeter, 
respectively, was obserx'ed in 2 patients witli pa¬ 
reses. All 73 patients were able to resume their 
actiwties within 3 montlis. The third epidemic in 
Erstfeld involved 130 of the 930 persons in tlie 
military' encampment; 6 had encephalomyelitic dis¬ 
turbances witli pareses, 16 had meningeal sy'mp¬ 
toms, and in 108, with mild disturbances of the 
air passages, the disease xvas abortive. The number 
of cells in the cerebrospinal fluid and the protein 
content were not increased. There was mild fever 
wliich was diphasic in 3 patients. Headache, stiff¬ 
ness of back and neck, my'algia, rhinophary'ngitis, 
bronchitis, sweating, and zones of hy'peresthesia 
were observed. The pareses were mild and disap¬ 
peared wthin 2 to 4 weeks. All patients recovered, 
but some of them were ill for 5 weeks. 

These epidemics were similar to those wliich 
were obsen'ed in otlier countries, such as Iceland, 
England, South Africa, Australia, and the United 
States, and for which various terms, such as “dis¬ 
ease simulating or resembling poliomyelitis,” Ice¬ 
land disease, Akurey'ri disease, epidemic neuritis, 
benign myalgic encephalomy'elitis, and epidemic 
neuromy'asthenia, were used. The authors prefer 
the term “epidemic myalgic encephalomyelitis,” 
since tlie disease was benign only' insofar as there 
were no deaths. All virologic studies gave com¬ 
pletely negatix'e results. In contrast to iioliomy'elitis, 
abnormal changes in the cerebrospinal fluid v'ere 
also absent as a rule. There was no ewdence of 
muscular atrophy, and tendon reflexes u'ere rrithin 
normal range. 

Thrombosis of the Internal Carotid Artery Simu¬ 
lating an Intracranial Space-Occupying Lesion. 
E. Glarke and P. Harris. Lancet 1:1085-1089 
(May 24) 1958 [London]. 

Thrombotic occlusion of the internal carotid ar¬ 
tery may' present many' different clinical pictures. 
The authors report the histories of 5 patients, in 
whom an intracranial space-occupy'ing lesion was 
simulated. Gerebral tumor had been diagnosed in 
4 of tliese patients and a cerebral abscess in 1. The 
first sy'mptoms are produced by gradual encroach¬ 
ment on the lumen of the internal carotid artery', 
resulting in the sy'ndrome of intermittent carotid 
insufficiency'. Initially' the transient ischemia does 
no permanent damage to the brain, but an area of 
infarction is eventually' produced. There are often 
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2 stages in the development of tlie picture: (1) the 
progressive or intenniltenl appearance of focal 
symptoms and (2) the features of a space-occupy¬ 
ing cerebral lesion, wliich usually necessitate ad¬ 
mission to hospital. The usual history is one lasting 
weeks or e\'cn years, characterized at first by per¬ 
sistent headache, which is also a common feature 
in other types of carotid thrombosis, but as in 1 
patient of this scries headache may be absent. 
Focal or generalized convulsions and progre.ssive 
weakmess and paresthesia of the limbs on 1 side, 
mainly in the arm, often appear, and, if tlic domi¬ 
nant hemisphere is involved, dysphasia will be 
added. The defects of speech and limbs may ap¬ 
pear in attacks, with complete reco\'cry between 
them; and these episodes, which presumably result 
from transient cerebral iscliemia, may closely simu¬ 
late focal ejrilcjitic attacks. Eventually permanent 
signs appear. There is also impairment of mental 
state, and this ton may be progressive or inter¬ 
mittent and may be related to disturbance of lan¬ 
guage function when the dominant hcmisjrherc is 
involved. 

On examination in the second clinical phase, all 
the signs of a cerebral tumor may be discovered. 
The patient may be drowsy, and papilledema is 
often present. As in 3 of the patients presented 
here, the papilledema ma^' be bilateral and at 
times greater on tiie side of the affected cerebral 
hemisphere. Not onl\' the s>'mptoms and signs but 
also the abnormalities in the roentgenogram, in 
the cerebrospinal fluid, and in the electroencephalo¬ 
gram may be identical witli those due to a space- 
occupying lesion; and an incorrect diagnosis of 
cerebral neoplasm, cerebral abscess, or traumatic 
intracranial hemorrhace may be made. Only caro¬ 
tid angiography pennits definite differentiation. 

Treatment .should, if possible, be carried out be¬ 
fore complete arterial occlusion takes place, but 

s is only occasionally feasible. Medical meas- 
s, such as antispasmodic and anticoagulant 
rugs, have not been very effective in the chronic 
or the acute phases of the disease, and anticoagu¬ 
lants are thought by some to be contmindicated 
in view of possible hemorrhagic complications in 
the brain. A surgical approach seems to be more 
profitable. 

Further Investigations of the Antigenic Activity of 
British Poliomyelitis Vaccine: Reports to the Medi¬ 
cal Research Council. F. T. Perkins, E. J. C. Ken¬ 
dall, T. S. L. Beswick and others. Brit. M. J. 1:1206- 
1209 (May 24) 1958 [London]. 

The effect of a third dose of poliomyelitis vac¬ 
cine given 18 months after primary immunization 
was studied in England in a group of 21 children 
who originally had no antibodies to any of the 3 
types of poliomyelitis virus. It was shown that tlie 
children produced to all 3 components of the vac- 
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Cine substantial antibodies which were similar t 
Aosc produced by children who received fc 
third dose 8 (o 11 months after primary i»unS 
tion. The decline in antibody levels during the IS- 
montb period between the primary and thld doses 
Nvas least in liters to t)T>e 2, and this typeW 
the best re.sponse to the third dose. 

The serologic response to poliomyelitis vaccine 
was slndiccl in another group of 152 persons whose 
ages ranged from 13 to 50 years and who,’before 
receiving vaccine, had no antibodies to any of the 
3 types of poliomyelitis virus. Two injections of 
x'accinc were given at an interval of 4 weeks, and 
antibody levels were determined 2 weeks after the 
second dose. Antibody titers of 1:4 or greater were 
produced bv all ]ocrsons to tj'joes 2 and 3 and by 
all except 12 to tyqoe 1. 


Neurologic Disorders After Asian Influenza- F, A. 
Horner. New England J. Med. 258:983-985 (Mav 
15) 1958 [Boston]. 

The author reports on a 20-year-old woman, 2 
boys, aged 8 and 16 years, and 2 girls, aged 3 and 
14 years, who were convalescing from Asian in¬ 
fluenza and in whom certain neurological s)ti- 
dromes arose. The older boy and the 2 girls pre¬ 
sented many clinical features in common. In each, 
progre.ssive lethargy', irritability, and stupor oc¬ 
curred within a few days of recovery from Asian 
influenza. The encephalopathies in these 3 patients 
were characterized in their most severe stage by 
evidence of decortication. Despite the clinical simi¬ 
larity', the outcome was quite variable. The 16- 
y'car-old boy reco\’cred completely' except for a 
mononeuritis involving the posterior interosseous 
nerve. The y'ounger girl recovered but showed 
marked mental and motor change. The, older gin 
died, and autopsy revealed extensive but patchy 
demyelination of the central nervous system; a 
virus having the properties of an Asian strain o 
ty'i?e A influenza virus was isolated from her hmgs 
but not from the central nervous system. The 
y'Oimgej’ boy' presented a syndrome not uncommon 
in children, for which the terms “acute cerebelar 
ataxia” and “acute ataxia of unknown causation 
have been used by other workers. The adult pa¬ 
tient showed the aspect of a disseminated en 
cephalomyelitis; the possibility of a compressive 
lesion of the spinal cord was entertained 
of the severe back pain in association with e 
transverse myelitis. However, no block was denaon 
sh'ated by the manometric response of the 
fluid, and no exudate was obtained on aspira 
of the spinal epidural space. The patient rvas giv 
prednisone in doses of 10 mg. every 6 hours, 
first she remained paraplegic, with 
deep tendon reflexes, and the cranial nerve 
ment persisted. Clinical improvement began / 
after the institution of steroid therapy. 



Vol. 1C8, No. 1 


MEDICAL LITERATURE ABSTRACTS 


119 


The hemagglutination inlhbition against Japa¬ 
nese 305/57 virus is a specific serologic test for the 
virus of Asian influenza. The marked elevation of 
titers for both complement fi.xation and hemag¬ 
glutination inhibition in the 4 sur^uving patients 
clearly indicated that these patients were recover¬ 
ing from Asian influenza. Although the early death 
of tlie 14-year-old girl precluded diagnosis by 
serologic tests, the virus isolated from the lungs 
showed the laboratory properties characteristic of 
an Asian strain of tj'pe A influenza virus. The clin¬ 
ical, laboratory, and autopsy data in these 5 pa¬ 
tients support die concept that influenza virus 
infections may be followed by disorders in die 
central nervous system. It appears that Asian in¬ 
fluenza can cause serious morbidity and even death 
by a reaction in the central nerimus system to the 
infection. 

Alcoholic Gasserian Injection for Relief of Tic 
Douloureux: Preliminary Report of a Modification 
of Penman’s Method. A. Ecker and T. Perl. Neu¬ 
rology' 8:461-468 Qune) 1958 [Minneapolis]. 

Penman described a method of injecting the 
posterior root of the gasserian ganglion under 
roentgenographic control. Preliminary roentgeno- 
graphic study determined the entry' point of the 
needle and the required relationship to the indi¬ 
vidual patient’s slmll, further roentgenographic 
study indicating the position of the needle in the 
base of the skull and permitting accurate adjust¬ 
ment of its depth. The effect of injecting a minute 
amount (0.03 cc.) of procaine was judged by care¬ 
ful sensory testing in order to deduce the exact 
relation of the needle to the posterior root before 
minimal amounts (0.05 cc.) of absolute alcohol were 
injected. Penman was able to produce immediate 
relief of tic douloureux in 97 of his first 100 pa¬ 
tients, although 82 later suffered from comeal an¬ 
esthesia and 15 required tarsorrhaphy because of 
keratitis. The authors have minimized the risk of 
involvement of the opthalmic fibers by' modifying 
Penman’s method to the extent that the patient 
now lies in the supine position with the face up. 
The method of insertion of the needle was simpli¬ 
fied and defined more precisely', and some addi¬ 
tional sensory' observations were made after injec¬ 
tion. The analgesia produced with the modification 
was that quantity' just sufficient to relieve pain, 
thus lessening the extent of numbness and the inci¬ 
dence of late disturbing paresthesias. 

This office procedure has been used over a period 
of 3 years to treat 45 successive patients with tic 
douloureux (classical trigeminal neuralgia). Seven 
of the patients had had previous surgical rhizotomy' 
for this condition; 1 had had no relief, and tire re¬ 
maining 6 obtained temporary relief, with recur¬ 
rence of pain. Numbness was produced in all 45 
patients, and pain was relieved completely', at least 


temporarily. Insufficient alcohol was injected into 
the correct portion of the posterior root in 9 pa¬ 
tients, and pain recurred. Another injection was 
made in 6 of these patients within 6 months. In the 
remaining 3 patients pain had recurred after 27, 
10, and 11 months respectively. A review of the 
films of the first 7 of these 9 patients showed tliat 
the needle position was not correct in 4. One pa¬ 
tient experienced very' severe and frequent pain 
as well as 2 unusual features: (1) overlap of touch 
sensation and (2) an unexplained delay' of a few 
days in the relief of his tic pain. Tliere were no 
serious complications in any' case, save for head¬ 
ache and late painless labial herpes. Total perma¬ 
nent loss of comeal sensation was produced in 7 
patients (16%), but in no instance has it led to 
keratosis or required tarsorrhaphy'. In one patient 
there was impairment of accommodation and en¬ 
largement of the pupil for 2 days, another patient 
experienced abducens palsy' for a few minutes, and 
a third patient exhibited nystagmus and 7th nerve 
paralysis momentarily'. A hematoma developed in 
2 patients but did not increase in size, and the 
intracranial injection was accomplished swib no 
untoward results. 

GYNECOLOGY & OBSTETRICS 

Contribution to the Anatomoclinical Study of Fetal 
Deaths: Lesions of the Central Nervous System 
(On the Basis of 26 Cases). J. Chosson, H. Payan, 
Mrs. M. Berard-Badier, G. Zographos and T. Man- 
giapan. Presse med. 66:893-896 (May 21) 1958 (In 
French) [Paris]. 

Macroscopic and microscopic studies showed 
that lesions of the central nervous sy'stem were 
present in 25 infants and 1 fetus in whom death 
occurred in utero, during labor, or shortly' after 
birth. Hemorrhages, found in 10 of the 17 bom 
prematurely' and in 4 of the 9 born at term, pre¬ 
dominated. Other but less frequent findings were 
various ty'pes of congestive and infiltrative lesions, 
calcareous or pseudocalcareous deposits, thickening 
of the medullary leptomeninges, and hydroceph¬ 
alus. General conclusions in regard to the deaths 
of newborn infants cannot be drau'n from the find¬ 
ings in these cases, but they' do provide a basis for 
certain obserx'ations. 1. The anatomic lesions seem 
to be related to a combination of several factors, 
and it is usually' hard to say which of these factors 
is predominant. Essentially', they' are of 3 kinds: 
(1) the pathological conditions of pregnancy'; (2) 
placental changes, usually eridenced by' micro¬ 
scopic lesions in the placenta; and (.3) the unfavor¬ 
able circumstances accompanying labor, chief 
among which is the fetal ano.xia that leads to cere- 
bromeningeal vascular congestion. 2. A thorough 
autopsy xvill usually provide an e.xplanation for the 
death, but in most cases the e.xplanation xvill be 
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incomplete because of the difficulties encountered 
in trying to arrive at the exact cause. It is not al- 
n-aj-s possible, for example, to say whether a 
incmngeal hemorrhage was caused by ti-auma or 
whetlicr it is merely an accompanying lesion. Sim¬ 
ilarly, it mny be difficult to determine the part 
played m the death of the infant b)' severe disease 
in the mother. Finally, the exact causes of defects 
m the ovum, of liydramnio.s, and of malformations 
cannot as a rule be determined. 

o. Purely mechanical and obstetric causes be¬ 
come increasingly evident as the birth weight rises. 
Difficult forceps deliveries and fetopelvic dispro¬ 
portion arc much more important in infants with 
higher birth w-eights, but even here it is not always 
easy to determine the part due to trauma and that 
due to prec.visting fragilih'. An excellent example 
of these difficulties is provided by a case charac¬ 
terized by maternal tuberculosis, fetal distress, 
forceps deliver}', and cerebral lesions of the menin¬ 
geal and inti-aventricular h'jje with a nonspecW.tf' 
periv'ascular inflammatorv reaction. 4. Visceral vjyso- 
dilatation found after maternal hibernation or'in¬ 
fantile disconnection suggests that hibernation 
should be reserved for severe cases in which the 
advantages of the procedure outweigh its dangers. 
Largactil given in small doses for short periods, 
c. g.. during labor, presents no danger. Complica¬ 
tions, however, must be expected if it is given in 
larger doses and for fairly long periods. 5. Mal¬ 
formations for which no cause could be found were 
observed in 8 of the 26 infants, or a little less than 
one-third of the cases. Obstetricians should be on 
e alert for curable malformations; some of these* 
not clinically apparent, l?ut they must be de- 
cted early if they are to be operated on in time. 

Cervical Pregnancy: A Case Report. H. W. May- 
berger. Obst. & Gynec. 11:657-660 (June) 1958 
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out cervical canal was the placenta, which came 
to within 1 cm. of die external cervical os on the 
left and extended upward just beyond the midline 
on the right. The placenta peeled away with little 
more difficulty than would be e.xpected from a 
normally implanted one. A finger was introduced 
^ with ease and without dilatation into the endo- 
imeWal cavity, which was found to be small and 
emply'S.-'I^ patient’s postoperative stay was un¬ 
Cervical pregS^cy is rare and almost always 
terminates in eaid^»^pontaneous abortion. Early 
recognition is essenti!?^>^nce complications may 


be sudden, severe, antJi^ 
usuaJli' painless, is th(> duef* 


Vaginal bleeding, 
Ittplaint, and be- 


cer^icai^a^;4^^> 

fte pS? r"°T ramovalV 

cause, Aplire ’ 


cnrM .lua shock ana varies trom 


dilLunTs^h^^/*”a ^^/-mbrane Contamination of 
of f the Birth Canal: Studies in 

eeia F F Hazard of Obstetric Anal- 

be author attemJvfea . • ^ ,^ru-^whai 

extet the fluid andLcetl of 

presat in thc-t^J''Uags r... labbit fetuses which diec 
, durivig Tabor or soon afterward, following adminis 
tration to the mother of an analgesic agent such a: 
meperidine (Demerol), alpbaprodine (Nisentil) 
methadone, or various morphine derivatives. Au 
topsies were performed on 281 rabbits born at ful 
term, of which 194 were stillborn and 87 were alivi 
at birth but died within 24 hours. The animals be 


[New York]. 

The patient was a 24-year-old woman who had 
bad a normal delivery in May, 1955. In March, 
1956, an ectropion of the cervix was cauterized. A 
Papanicolaou smear was reported negative. The 
patient gave a history of having had her last period 
on Aug. 12, 1956. She had been in an automobile 
accident on Nov. 6 and was emotionally disturbed. 
On Nov. 20 she had a desire to defecate and began 
to bleed. This became more pronounced, and she 
had a sudden gush of clear fluid from the vagina. 
The following day she passed a nonmacerated 
fetus. The cord was severed. Bleeding suddenly 
became brisk, and she was hospitalized because 
shock threatened. After blood replacement and 
with the patient under intravenous Pentothal so¬ 
dium anesthesia, a speculum was inserted into the 
vagina, and many clots were evacuated. The cervix 
filled tile upper vagina and was cup-like in appear¬ 
ance. Occupying about two-thirds of the ballooned- 


longed to 130 litters in which at least 1 deatl 
occurred during labor or shortly afterward; tlr 
total births were 597, among which 312 fetal o 
neonatal deaths occurred. The analgesic agent 
were administered to the mother during labor a 
31 days. The lungs were contaminated with blooc 
epithelial cells, and amorphous debris in 95% of th 
281 autopsies. Large areas of the alveoli and broc 
cliioles of both lungs were involved in 56% of th 
autopsies. Autopsies were made also on a contre 
group of 164 newborn rabbits, the total numbe 
born in 30 consecutive litters. These were killed b 
chloroform inhalation within 12 hours after bird 
There were no fetal or neonatal deaths in these 3 
litters in which no drugs were administered. Th 
lungs of these confa'ol animals showed only nunc 
amounts of erythrocytes and cellular debris in t 
air passages; there was no massive contaminabo 
of the air passages, such as occurred in more tha 
half of tlie perinatal deaths. 
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The entrance of the fluid and cellular debris of 
the birth canal into the air passages demonstrates 
fetal respiration during the second stage of labor. 
Increase in the duration of labor is accompanied 
by increase in the contamination of the air passages, 
"riie demonstration of fetal respiration during labor 
affords a clue to the origin of pulmonarj' hyaline 
membrane. The entrance of the contents of the 
birth canal into the fetal air passages during labor 
accounts for the foreign matter in the lungs of the 
newborn rabbit; the displacement of the eosino¬ 
philic matter in a membrane-like layer along the 
walls of the alveoli and broncioles results from the 
e.vpansion of the airpassages \wth the entrance of 
air. The foreign cellular debris in the lungs of litter 
mates e.spelled through the same birth canal is 
strikingly similar; however, dispersion of it in the 
form of a film does not occur in the stillborn animal. 
Atelectasis occurs in regions of the lungs which 
show membrane-like distribution of the foreign 
matter. The action of the analgesis drugs during 
labor on the fetus involves narcosis, anoxemia, pro¬ 
longed exposure in the birth canal, and contamina¬ 
tion of the air passages. 

PEDIATRICS 

The de Toni-Fanconi Syndrome svith Cystinosis: 
Clinical and Metabolic Study of Two Cases in a 
Family and a Critical Re\fn]!t^n the Nature of the 
Syndrome. H. G. Worthen and R. A. Good. A. M. A. 
J. Dis. Child. 95:653-688 Oune) 1958 [Chicago]. 

The de Toni-Fanconi syndrome, which is a clini¬ 
cal constellation characterized by resistant rickets, 
acidosis, glycosuria, hj’peraminoaciduria, and or¬ 
ganic aciduria, belongs to a group of diseases based 
on abnormalities in renal tubular function. The 
renal abnormality in patients with the de Toni- 
Fanconi syndrome consists of a deficient tubular 
reabsorption of phosphorus, amino acids, and glu¬ 
cose along xsnth a deficiency in the tubular mecha¬ 
nism for reabsorbing base svithout acid. The 
presence of cystinosis in two patients with this 
syndrome, who belonged to the same family, was 
diagnosed during life by the demonstration of 
typical cystine crystals in the bone marrow and 
the cornea. Both patients developed acidosis and 
rickets at an early age. 

The first patient failed to respond to therapy 
until very large doses of base and satamin D were 
given, although after the rickets had healed the 
large dosage of vitamin D caused h\'percalcemia. 
This patient died during the course of an upper 
respiratory infection, which was complicated by an 
electrolyte disturbance in which hypopotassemia, 
hj-percalcemia, and acidosis predominated. The 
second patient has done quite well save for mod¬ 
erate dwarfism and minimal rachitic stigmas. De¬ 


spite x-ray eridence of healing of the rickets, the 
chemical abnormalities of this disease persisted 
until massive dosage of xtitamin D was instituted. 
The acidosis has continued to be resistant to ther¬ 
apy, and the plasma bicarbonate level has remained 
low in spite of massive doses of sodium and potas¬ 
sium. However, after intensive ratamin D therapy 
was instituted, the acidosis improved, and the 
amount of e.xtra cation required to keep the serum 
bicarbonate level uathin normal limits was sharply 
reduced. Both patients had an almost constant 
glycosuria, and fasting blood sugar levels indicated 
that the glv'cosuria was renal in origin. Both pa¬ 
tients had hsTJeraminoaciduria, and studies of indi- 
\ddual amino acid excretion, carried out xrith 
filter-paper chromotography, detected 10 amino 
acid spots in contrast to the 3 or 4 spots found in 
normal urine. Increased organic aciduria was de¬ 
tected in both patients by the titration technique 
of Van Slyke and Palmer. Since the unmeasured 
anion fraction of the plasma was usually srithin 
normal limits, the organic aciduria is postulated as 
being due to decreased tubular reabsorption of 
filtered organic acids rather than to an increased 
plasma level. Despite the low levels of serum 
phosphorus, both patients had relative h\-perphos- 
phaturia. The second patient demonstrated abso¬ 
lute calciuria and phosphaturia. Since the de 
Toni-Fanconi ssmdrome in patients wthout cysU- 
nosis is similar to the sjmdrome which accompanies 
cystinosis, it is conjectured that the de Toni-Fan¬ 
coni sjmdrome occurring without cystinosis is due 
to an inhibition of the sulfhydiA’l dependent 
enzymes by a different oxidizing agent which has 
an action similar to that of cystine. If sulfhydnd 
inhibition is the basis for the tubular abnormality, 
the possibilities of developing effective therapy 
are much more promising. 

Comparison Study: Silver Nitrate and Oxytetra- 
cycline in Newborn Eyes: A Comparison of the 
Incidence of Conjunctiritis Following the Instilla¬ 
tion of Silver Nitrate or Oxj’tetracycline into the 
Eyes of Newborn Infants. P. L. Mathieu Jr. A. M. A. 
J. Dis. Child. 95:609-611 (June) 1938 [Chicago]. 

Since the introduction of the Crede procedure 
for preventing ophthalmia neonatorum with silver 
nitrate, antibiotics have become available which 
are more effective against both gonorrheal and 
other ocular infections common in the ne%vbom 
infant. The changing pattern of maternal infections 
since the advent of the sulfonamides has resulted 
in some instances in a reduction of gonorrheal in¬ 
fections and a relative increase in the incidence of 
other pathogens. The abilih' of penicillin to evoke 
sensitization reactions upon topical application 
limits its value in prophylaxis. In riew of the diver¬ 
sity of pathogens that may be encountered in 
neonatal conjunctivitis, it is conjectured that a 
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broad-spechum, nonsensitizing antibiotic might 
raord the infant more satisfactory protection. 
O.xytctracycJine was selected for a trial substitute 
tor silver nitrate, as it is effective against the great 
majority of organisms that cause neonatal conjunc¬ 
tivitis, has been used successfully in treating inclu¬ 
sion conjunctivitis, does not irritate the eyes as 
does silver nitrate when administered locally, and 
topical application does not sensitize patients to 
subsequent systemic administration of the prepara¬ 
tion. 

Oxytetrac\'cline was used alone in 908 infants, 
and silver nitrate was used alone in 106 infants. In 
the remaining 125 of a total of 1,139 infants, 
oxytehacycline was used in one eye and silver 
nitrate in the other eye. Of the 106 infants given 
the conventional Crede treatment with 2% silver 
nitiate, a discharge was present with inflamed 
eyes or the lids were swollen in 46% of the infants 
on the first day after instillation. The incidence 
decreased steadily through the 5th day, no dis¬ 
charge remaining in the eyes of any infant by the 
time of examination 6 weeks later. The 90S infants 
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weeks old. The vaccination was carried out bv 
producing 2 wheals on the left upper arm. The 
eihcacy of the vaccination was ascertained by tuber¬ 
culin tests, which were given at different intervals 
after the vaccination. Since many of the infants 
were from rural regions, the follow-up often left 
something to be desired. Tims, when the percu¬ 
taneous tests proved negative, it was not always 
possible to carry out repeated intracutaneous tests. 
The author reports on 140 premature infants 
who were vaccinated with BCG. The tuberculin 
reaction became positive after vaccination in 132 
{or 94.3%), and it remained negative in 8 of the 
premature infants. The negative outcome of the 
test seems to depend mostly on the e.xtremelj' 
young age and not on the weight of the premature 
infants, because all 8 negative tuberculin reactions 
occurred in infants who were vaccinated before 
they were 8 weeks old. The interval between vac¬ 
cination and testing likewise seemed to be of no 
importance in the outcome of the test. No undesir¬ 
able secondary effects resulted from the vaccina¬ 
tion. The author concludes that BCG vaccination 


given oxytetracycline show'ed a much lower inci¬ 
dence of discharge throughout the first 5 days. The 
highest incidence (8.8%) occurred on the 2nd day, 
tlie incidence falling steadily to 0.4% on the 5th 
day. None of the 846 babies of this group seen 6 
weeks later had any evidence of opthalmic inflam¬ 
mation. The third group of infants given silver 
nitrate in one eye and oxytetracycline in the otlier 
permitted a rigorous comparison of the 2 drugs. 
In this group oxytetracycline was associated with 
a lower incidence of inflammatory reactions, and 
the only instance of a frankly purulent discharge 
from which pneumococcic organisms were recov¬ 
ered was in an eye in which silver nitrate was used. 
At some time during the first 5 days 6% of those 
given oxytetracycline were affected, compared with 
46% of those given silver nitrate. 

BCG Vaccination of Prematurely Bom Infants. 
F. Eckardt. Monatsschr. Kinderh. 106:261-263 
(May) 1958 (In German) [Berlin]. 

It is generally known that the tuberculin sensi¬ 
tivity of very young infants is considerably less 
than that of older children. For this reason it is 
surprising that after BCG vaccination a high per¬ 
centage of premature infants show a positive tuber¬ 
culin reaction. However, this positive reaction is 
only a reflection of the desired effect; it is not an 
exact indicator of the formation of antibodies. 
Nevertheless, tuberculin tests are now generally 
accepted as indicators of the efficacy of BCG vac¬ 
cination. The author has used BCG vaccination 
since 1954 in prematurely born infants. The vacci¬ 
nation was not carried out immediately after birth 
but while the infants were still receiving cai-e for 
prematurity, that is, while they were only a few 


of premature infants is promising in that it protects 
infants against tuberculosis before they are dis¬ 
charged from the premature station and thus 
reduces the period of dangerous exposure to tuber¬ 
culous infections. 

Quantitative Tests on the Sensitivity to Antibiotics 
of Escherichia Coli Strains Isolated in 1957. L. T6fh 
and A. Voros. Monatsschr. Kinderh. 106:251-253 
(May) 1958 (In German) [Berlin]. 

In the Children’s Clinic in Pecs, Hungary, intes¬ 
tinal infections due to Escherichia coli became in¬ 
creasingly resistant to antibiotics. More and more 
children with such infections failed to respond to 
antibiotics, so that in 1957 an institutional epidemic 
developed. The authors made studies on strains 
that had been isolated in 1950, in 1956, and during 
the 1957 epidemic. The strains were identified on 
the basis of their 0, B, and H antigens by means of 
agglutination. The quantitative sensitivity to strep¬ 
tomycin, Chloromycetin, Aureomycin, Terramycin, 
and neomycin was ascertained by means of in vitro 
dilution tests. A total of 157 strains of E. coli were 
studied. 

The strains that had been isolated in , 1950-1951 
were still without exception sensitive to the broad- 
spectrum antibiotics, but from then on resistant 
strains gradually emerged. The strains that were 
isolated during the epidemic of 1957 proved re¬ 
sistant to streptomycin, Chloromycetin, Aureomy¬ 
cin, and Terramycin and were sensitive in vitro 
only to neomycin; this corresponded to the clinical 
experiences. A number of other investigators also 
found neomycin effective in children with dyspep 
tic-diarrheal disturbances caused by E. coli strains. 
The authors feel that the development of resistance 
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to antibiotics is chiefly due to administering an 
antibiotic without first ascertaining its efficacy, con¬ 
tinuing its use for prolonged periods, and giving an 
antibiotic in low, ineffective doses. 

Metastatic Embryonal Rhabdomyosarcoma in the 
Growing Skeleton: Clinical, Radiocraphic, and 
Microscopic Features. J. Caffey and D. H. Ander¬ 
son. A. M. A. J. Dis. Child. 95:581-600 (June) 1958 
[Chicago]. 

Five children, all of whom had primary' malig¬ 
nant tumors located in muscles and who presented 
the microscopic picture of embryonal rhabdomyo¬ 
sarcoma and scattered metastases in the skeleton 
which were identified roentgenographically, were 
studied. There were 4 boys and 1 sirl, ranging in 
age from to 11% years of age. The first sign of 
disease in 3 of the patients was the appearance of 
the primar)' swelling—located in the dorsal part of 
the thoracic wall in one, in the foot in another, and 
in the orbit in the third. In the 2 remaining patients, 
pain and limitation of motion at the sites of sec¬ 
ondary tumors in the skeleton—in a shoulder in one 
and in the lumbar spine in the other—were the 
primary clinical manifestations. In these 2 patients, 
primarj' tumors had been overlooked at earlier ex¬ 
aminations. Roentgenographically, skeletal changes 
of these metastatic rhabdomyoscarcomas were al¬ 
most exclusively destructive, and they jesembled 
the skeletal findings of neuroblastoma, both in the 
character of single lesions and in the pattern of 
distribution in different bones. The spine was 
affected more frequently and more extensively in 
these rhabdomyosarcomas than in neuroblastomas. 

Characteristic changes in tlie blood and bone 
marrow smears readily differentiate multiple leu¬ 
kemic bone lesions from those of metastatic skeletal 
rhabdomyosarcomas. Phosphatase activity was in¬ 
creased to 41 and 44 Bodansky units, respectively, in 
2 cases, and the erythrocyte sedimentation rate was 
accelerated in 2 cases. Biopsy specimens of the pri- 
mary and metastatic lesions and tissue culture of 
microscopic sections provide the only means of 
satisfactory conclusive diagnosis, although the 
tumor may differentiate betiveen the time of the 
initial biopsy and a later biopsy or postmorten 
examination. The identifying histological features 
are the pleomorpbism, the pattern of nests of cells 
in the lacunae of a network of collagen fibers, the 
irregular bosselated appearance of the nuclei 
in less well-differentiated cells, the presence of 
fuchsinophil granules in many of the cells, die row 
of small cells along the trabeculae, and the lack 
of a basement membrane. External irradiation was 
effective in the 4 patients in whom it could be used 
satisfactorily. The fifth patient did not respond to 
irradiation, and death occurred shortly after the 
institution of such therapy. Pain, tenderness, mus¬ 
cular spasm, and limitation of motion were all 


improved after a few days of radiation therapy, and 
it proxided pain-free existence for patients suffering 
from excruciating bone pain. Relapses occurred in 
all cases 6 to 8 weeks after therapy had begun; 
radiation became ineffective, and new skeletal 
tumors appeared and grew rapidly in the sites of 
irradiation. Cortisone provided some relief in 1 
patient for an initial period of several weeks. Rec¬ 
ognition of and accurate classification of various 
types of metastatic embryonal rhabdomyosarcoma 
are essential for better knowledge of Ae course 
and pathogenesis of this neoplasm and are impor¬ 
tant from the standpoint of developing specific 
chemotherapeutic agents against this entity. 

Hyahne Membranes in the Lungs of Newborn 
Infants. W. H. Brummelkamp. Nederl. tijdschr. 
geneesk. 102:662-668 (April 5) 1958 (In Dutch) 
[Amsterdam]. 

In connection noth the case of a newborn infant, 
who died 5 hours after birth and in whom hyaline 
membrane was found in the lungs, the author re¬ 
views the literature on this condition and describes 
the results of pathological studies carried out on 45 
prematurely bom infants wth hyaline membrane 
in an Amsterdam hospital. He emphasizes that 
hyaline membranes are found almost exclusively 
in 2 groups of newborn infants, namely, (1) in pre¬ 
mature babies and (2) in full-term children bora by 
cesarean section or in breech presentation, as well 
as twins and infants %s’ith hemorrhages into the 
ventricles. Hyaline membranes have their origin in 
a transudate arising from the immature lung tissue 
of premature babies, which is unable to adjust itself 
to postnatal changes in the pulmonarx' circulation. 
The development of transudation and hyaline mem¬ 
branes in fully developed children might be e.x- 
plained by the hj'potiiesis that the absence of 
physiological compression of the cranium, which 
is commonly seen in twins and in many children 
bora by cesarean section or breech presentation, 
results in insufficient stimulation of the cerebral 
centers of the parasx’mpathetic vasomotor nerves, 
whereas ventricular hemorrhage causes overstimu¬ 
lation. 


OTOLARYNGOLOGY 

Laryngeal Stridor in Rheumatoid Arthritis. C. S. 
Darke, L. Wolman and A. Young. Brit. M. J. 1:1279- 
1282 (May 31) 1958 [London]. 

The authors report on 2 men and 3 women, be¬ 
tween the ages of 57 and 67 years, with advanced 
rheumatoid arthritis in whom laryaigeal stridor oc¬ 
curred. The onset of this complication occurred 
when the generalized joint disease appeared to be 
quiescent Tracheotomy became necessary in 4 pa¬ 
tients. Two of the patients died, and autopsy was 
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perfon„etI on boll,. Il .evoaled indisputable evi- otitis media but 
deuce of ne, vo degeneration and mobile criebaryte- (3) ftee develo 
no.d joints, even thougb chronic inflammation of media Tit nro 
the joints wa.s present in 1 patient. In the second is an imnortmt 
patient the micro.scopic changes in the nerves ap- gerous compiica 

peaied to bp due to ischemic neuritis resulting from Lrgical interve 

a rheumatoid tsyie of arteriMs of the vasa nervorum. -ordfnary “ S 

The difficulty of di.stinguishing between an artbrih's which delav is , 

f M encoarytenoid joints leading to stridor and a worthy of trial 

bilatcjal abductor paralysis of the vocal cords is venient. 

en^rhasized. Clinical examination may not provide In tlie presei 

sufficient evidence, and in the final analysis micro- chronic otitis me 

scopic examination of the joints, muscles, and as warnings of 

nerves is needed. Although in patients with rheu- ear, in a patieii 

matoid arthritis m whom laryngeal stridor occurs painless, is a dai 

involvement of the cricoarytenoid joint may be the ear is even m- 

responsible, it is not the only factor, and nerve and especially te 

degeneration leading to abductor paralvsis can be mastoid, should 

the cause: ' tr. 
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Complications of Mastoiditis in the Antibiotic Era. 
R. C. Morrow. Ann. Otol. Rhin. & Larvng. 67:41-60 
(March) 1958 [St. Louis]. 

The author’s own observations and the literature 
reports indicate that dangerous complications of 
mastoiditis are continuing to occur. Often they are 
the penalty of reliance on antibiotics alone in 
earlier stages of the disease. Once they occur, they 
may be insidious and difficult to diagnose under 
the cloak of antibiotic therap)'. It appears wise to 
go ahead with mastoidectomy if any of the classical 
signs of acute mastoiditis are present, such as post- 
auricular swelling, mastoid tenderness, sagging of 
the posterior canal wall, or x-ray evidence of bony 
breakdown. This statement is made in spite of the 
fact that the author’s own series included 22 pa- 


otitis media but resistant to antibiotic therapy; and 

media. The proper control of chronic otitis media 
IS an important feature in the prevention of dan¬ 
gerous complications. Situations demanding prompt 
surgical interventions must be differentiated from 
ordinary exacerbations in the chronic problems in 
which delay is permissible, conservative treatment 
worthy of trial, and surgery scheduled when con¬ 
venient. 

In the presence of an acute exacerbation of 
chronic otitis media, certain features must be taken 
as warnings of serious complications. Pain in the 
ear, in a^ patient whose usual exacerbations are 
painless, is a danger sign. Pain above and behind 
the ear is even more significant. Mastoid tenderness, 
and especially tenderness superoposteriorly to the 
mastoid, should be given serious weight in a 
chronic case. Headache, even if only frontal, is 
important. General malaise, listlessness, anore.xia, 
slight temperature elevation, and slight leukocy¬ 
tosis should be looked on with suspicion. Even mild 
degrees of vertigo or ataxia, changes of mentation, 
or clouding of consciousness should be respected. 
Above all, the observer should follow up even 
subtle suspicions with adequate neurological exam¬ 
ination, lumbar punctures, electroencephalography, 
and other studies and should be ready to operate 
on slight evidence. 


THERAPEUTICS 

Buccally Administered Streptokinase: Clinical and 
Experimental Observations. I. Innerfield, H. Shub 
and L. J. Boyd. New England J. Med. 258-1069- 
1074 (May 29) 1958 [Boston]. 


dents with acute and subacute mastoiditis treated 
with antibiotics alone. Unanticipated intracranial 
extension was sometimes found at operation. Sur¬ 
gical treatment is indicated when acute mastoiditis 
has subsided after antibiotic therapy, but there 
still is a lingering and une.xplained malaise, low- 
grade fever, anemia, leukocytosis, pain in and 
around the ear, headache, or vertigo. 

In meningitis associated with otitis media, the 
possibility of mastoid surgery should be kept con¬ 
stantly in mind and becomes indicated when the 
patient’s progress is not prompt and satisfactory. 
A nonsurgical management with intensive antibiotic 
therapy appears justified when the meningitis and 
the otitis are of simultaneous onset. If, however, an 
ear infection seems to respond well to antibiotics 
but is followeddn a week or more by meningitis, a 
masked mastoiditis should be suspected, whether 
or not there is recurrent otorrhea, and surgery be¬ 
comes advisable. At least 3 groups of meningitis 
cases call for consideration of mastoid surgery: (1) 
those with delayed onset in the course of acute 
otitis media; (2) those with early onset in acute 


Enzyme therapy has been identified as "a new 
avenue of therapeutic approach to the problems 
of thromboembolism and inflammation.” Several 
workers have investigated the possibility that the 
anti-inflammatory effect of proteolytic enzymes is 
due, in part, to their effect on tissue permeability. 
The implied interrelation between proteolytic ac¬ 
tion on connective tissue and increased tissue per¬ 
meability suggested that proteolytic enzymes could 
be administered buccally by placing a protease 
tablet or lozenge against the surface of the buccal 
mucosa. This report is concerned with the buccal 
administi-ation of the enzyme, streptokinase. Labor¬ 
atory studies were made on selected diabetic pa¬ 
tient. Bleedings were obtained for 10 consecutive 
weeks. The first 4 weeks comprised a control period. 
Tablets containing 20,000 units of streptokinase 
were given buccally 4 times daily to each patient 
during the next 6 weeks. The Ouchterlony gel- 
diffusion technique was utilized for demonstrating 
specific antibodies. The method for determining 
serum antithrombin levels with the use of a human 
thrombin preparation is described. Complete and 
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differential blood cell counts, urinalyses, prothrom¬ 
bin and fibrinogen determinations, and determina¬ 
tions of bleeding and coagulation times were 
carried out each week. 

Clinical studies were made on 74 patients, of 
whom 51 presented e\idence of recent trauma or 
acute inflammation, including hematoma, cellulitis, 
abscess, upper respiratory infection, and thrombo¬ 
phlebitis. Twenh'-three patients had chronic throm¬ 
botic or inflammatory conditions, or both, such as 
indolent leg ulcer, retinal vein thrombosis, chronic 
bronchitis, and bronchiectasis. Tablets containing 
20,000 units of streptokinase actiwU’ were adminis¬ 
tered by the buccal route every .4 hours for from 1 
day to 14 weeks. Each patient was instructed to 
retain the tablet either sulrlinguaU)' or in the buccal 
pouch. Several illustrating histories are presented. 
Experimental and clinical evidence was obtained 
that buccal administration of streptokinase in tablet 
form results in mucosal penetration, enhanced 
senim antithrombin activit\% and impressive anti¬ 
inflammatory effects. Enzyme therapy can now be 
used in the long-term management of chronic 
bronchitis, bronchiectasis, retinal vein thrombosis, 
indolent leg ulcer, acne, and migratory phlebitis. 

The mechanism underlying the anti-inflammator\' 
or thrombolytic effects of protease remains specu¬ 
lative. The capacity of streptokinase to pai'ticipate 
in the conversion of plasminogen to plasmin is 
probably related to tlie phenomena of clot lysis and 
reversal of inflammation. So far as buccal adminis¬ 
tration is concerned, the abundance of salivarx' 
plasminogen provides a substrate for the strepto¬ 
kinase-plasminogen interaction. Immunological data 
obtained imply that one of the most anti-infiamma- 
torj' effects induced by buccal administration of 
streptokinase is the elicitation of specific antistrep¬ 
tococcic antibodies. Buccal streptokinase therapy 
provides an effectiv'e and simple means for rev’ers- 
ing inflammation. Side-effects are minimal. No local 
irritative signs developed in the mouth in any of 
the 74 patients comprising the “clinical” phase of 
this study or in the 14 patients constituting the 
“laboratory” phase. The sole systemic side-effect 
was an occasional mild gastrointestinal disturbance 
of brief duration. 

Chloramphenicol Combined with Tetracycline in 
the Treatment of Brucellosis. M. Parravicini. Ri- 
forma med. 72:477-479 (April 26) 195S (In Italian) 
[Naples]. 

Sixteen patients, 21 to 52 years of age, with bru¬ 
cellosis due to Brucella melitensis were treated 
with chloramphenicol combined with tetracycline 
for a period of 7 to 24 days. The values of the 
Widal-Wright agglutination test were high before 
this treatment began. Daily oral dosage of the com¬ 
bined treatment consisted of 800 mg. of chloram¬ 
phenicol and 400 mg. of tetracycline. Some patients 


received daily dosages of 2.4 Gm. of chloramphen¬ 
icol and 1.2 Gm. of tetracycline at tire beginning 
of this study. Since the higher dosage produced 
approximately the same results as the lower dosage, 
subsequently the lower dosage was given to all 
patients. 

Remission of fev'er dev'eloped wrtlrin 2 to 6 days 
after onset of this chemotlierapv in all the patients, 
including 2 in whom tire disease tended to become 
chronic. These 2 patients had prevaously been 
treated with penicilh'n and chlortetracyeline (Aure- 
omycin) vvitliout benefit. Relapse of fever devel¬ 
oped in only 1 patient 30 days after the beginning 
of the treatment. Combined action of chloram¬ 
phenicol (daily dosage of 1.2 Gm.), tetracycline 
(daily dosage of 600 mg.), and v'accine therapy 
produced remission of fever in this patient in 5 
days. A severe form of herpetic stomatitis w'as as¬ 
sociated with brucellosis in 1 patient; chemotherapy 
brought about complete remission of tire former 
after 3 days of treatment. After remission of fever, 
v'accine therapy administered intravenously was 
instituted in addition to the main chemotlierapj' in 
one-half of the patients, in wdrom the disease was 
in an adv'anced stage. No significant difference in 
results was observ’ed between the patients who 
received the additional vaccine therapy and those 
vv’lro did not. The patients were follovv’ed up for a 
period of 5 to 9 months after remission of the dis¬ 
ease. The treatment was w'ell tolerated. 

Gangrene of the Extremities Following Cardiac 
Infarction and Noradrenaline Therapy. D. Green- 
baum. Lancet 1:1103-1104 (May 24) 1958 [London], 

A 56-year-old man W'as hospitalized 3 hours after 
he had eollapsed w4th severe substemal pain. His 
extremities were cold and blue, his skin vv’as pale 
and clammy, and his temperature w’as 95.5 F (3.5 C). 
The pulse was feeble. Electrocardiography showed 
gross ST and T changes in all leads and a complete 
heart block. Four hours after admission there was 
no ehange in the patient’s general condition and 
blood pressure, and an intravenous infusion of 
arterenol, 1:200,000 in 5% dextrose, was begun. The 
concentration was increased to 1:100,000 after an 
hour to reduce tire amoimt of fluid administered 
intrav'enously. Tire blood pressure rose almost im¬ 
mediately. The pulse rate rose, and electrocardiog¬ 
raphy shovv'ed that the sinus rhythm had returned. 
Tire infusion was maintained for 68 hours, after 
which the blood pressure remained normal. The 
dose of arterenol was 20 mg. on the first, 16 mg. on 
the second, and 8 mg. on the third day. Toward 
tire end of the third day the peripheral pulses be¬ 
came difficult to feel. On the 4th day the patient 
complained of stiffness of the fingers of his left 
hand, and during the next 2 days patches of gan¬ 
grene appeared on his hands and feet. Thereafter 
gangrene spread gradually up all 4 limbs. No urine 
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was passed during die first 36 hours. The patient 
became delirious and progressively weaker. He 
died 14 days after admission. The blood urea level 
on the da)' of death v'as 212 mg. per 100 cc. 

Autopsy revealed e.xtensive cardiac infarction. 
The whole of the posterior wall of the right ven- 
bicle, the posterior two-thirds of the interventricu¬ 
lar septum, and the whole of the posterior wall of 
the left ventricle were necrotic. The left coronary 
artery was much smaller than usual, most of the 
blood suppl)' to the heart coming from the right 
coronary artery, which was occluded by a throm¬ 
bus. Tile limb arteries were apparently free from 
thrombus as far as the line of demarcation of the 
gangrene. The liver and the spleen were congested, 
and the kidneys appeared normal. There was mod¬ 
erate pulmonary edema. Apart from the limbs, the 
testes were the only organs to show ischemic necro¬ 
sis. The use of arterenol must have made an im¬ 
portant contribution to the vasoconstriction that 
led to gangrene. The spread of the gangrene for 11 
days after the infusion had been stopped indicates 
the equal or greater imiiortance of the low cardiac 
output. These 2 factors may e.xplain the remarkable 
e.xtent of the gangrene. In the other published cases 
it usually involved little more than the tip of the 
nose and the digits. 

Spiramycin for the Treatment of Chronic Osteomy¬ 
elitis. E. Marchis and A. Quarta. Riforma med. 
72:499-504 (May 3) 1958 (In Italian) [Naples]. 

Therapeuric results from an Italian proprietary 
preparah'on of spiramycin administered to 16 pa- 
rients and from other antibiotics administered to 8 
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other anbbiotics produced partial regression of in¬ 
flammation m 6 patients. Decrease in leukocytosis 
was the only favorable sign observed in the second 
group. All 8 patients underwent surgical operation 
and chnical healing followed after a prolonged 
postoperatwe period. Spiramycin has thus proved 
to be an efficacious therapeutic agent for beatnient 
ot chronic osteomyelitis. Another advantageous 
teature of spiramycin was a perfect tolerance of the 
patients to the drug, even during prolonged periods 
of drug treatment. 

Nephrotic Syndrome Complicating Mercurial Diu¬ 
retic Therapy. M. Riddle, F. Gardner, I. Beswick 
and 1. Filshie. Brit. M. J. 1:1274-1277 (May 31) 1958 
[London]. 

The authors report on 4 women and 1 man, be¬ 
tween the ages of 61 and 80 years, with congestive 
heart failure who were treated with mercurial diu¬ 
retics, such as mersalyl, Unephral (a proprietary 
combined preparation of mercuramide and dieo- 
pylline). chlormerodrin, and mercaptomerin, for 
long periods. The nephrotic s)'ndrome character¬ 
ized by heavy proteinuria and generalized edema 
appeared to follow the use of the mercurial diu¬ 
retics in these patients, 3 of whom died. At autopsy 
the macroscopic and microscopic findings in tlie 
kidneys were the same in all 3 patients. There were 
necrosis in tlie renal tubules, and degeneration of 
the epithelium, together with regenerative activity. 
Infiltration of tubular cells with isotropic and aniso¬ 
tropic fat was also present. These necrotic and 
degenerative changes were most often found in the 
proximal convoluted tubules, but they were also 


patients with chronic osteomyelitis were compared. 
Among the patients of the first group, the disease 
affected the lower extremities in 12, upper ex¬ 
tremities in 3, and hip bone in 1. A dosage of 2.5 
Gm. of spiramycin given on the first day of drug 
treabnent was followed by a daily dosage of 2 Gm. 

• ■ en in 4 divided doses for a period of 7 to 10 
ays. Spiramycin produced almost complete remis¬ 
sion of the symptoms of inflammation in 2 patients. 
Partial regression of inflammation ascribed to spir¬ 
amycin was obtained in the remaining 14 patients, 
who subsequently received surgical therapy. Sur¬ 
gical wounds were either completely sutured or a 
draining catheter was used for 2 to 4 days. Com¬ 
plete clinical healing in all the patients was ob¬ 
served within 10 to 20 days after the operation. 
Combination of drug and surgical therapy was re¬ 
peated in 1 patient only, and subsequent clinical 
healing followed. 

In order to appraise the extent of healing at¬ 
tributable to spiramycin and to surgical therapy, 
respectively, comparison was made between the 
patients of the first group who received spirampin 
and the second group of 8 patients who received 
other antibiotics combined with surgery. These 


seen in the distal convoluted tubules and in the 
loops of Henle. Regeneration of tubular epithelium 
was a sticking feature in all 3 patients. The regen¬ 
erated cells often did not reconstitute the tubular 
linings, but instead formed loose masses in the 
lumens. These pathological changes resembled in 
quality those seen in patients with acute mercuric 
chloride poisoning. An excessive amount of mer¬ 
cury was found at autopsy in the renal tubules of 
2 patients. None of the patients had any previous 
history of renal disease, and 3 of them had normal 
urine when treatment with mercurial agents was 
begun. 

These findings strongly suggest that the renal 
damage in tliese patients should be attributed to 
the long-term mercurial diuretic therapy. It seems 
that the nephrotic syndrome is a more frequent 
complication of such therapy than the literature 
would suggest. The principal warning signs of the 
onset of the nephrotic syndrome complicating mer¬ 
curial diuretic therapy are: (1) failure of proteinuria 
to decrease after a satisfactory diuresis; (2) increas¬ 
ing edema, especially of the arms and face, in the 
absence of otlier signs of cardiac failure; and ( j 
absence of diuresis after mercurial therapy. Treat- 



Vol. les. No. 1 


MEDICAL LITERATURE ABSTRACTS 


la¬ 


ment of the fully developed sjoidrome proved to be 
unsatisfacto^)^ Early recognition of the condition 
and cessation of mercurial therapy before irrepar¬ 
able renal damage has occurred are of the utmost 
importance if a fatal outcome is to be avoided. 

PATHOLOGY 

What Cytology Now Offers in the Diagnosis of Bone 
Tumors. A. Sicard, L. Orcel and C. Marsan. Semaine 
hop. Paris 34:1409-1414 (May 18) 1958 (In French) 
[Paris]. 

Many difficulties are encountered in differentiat¬ 
ing between inflammatorj', dystrophic, and tumoral 
lesions of tlie bone, and in attempting to decide 
whether die underlying process is benign or malig¬ 
nant. The functional signs are practically the same 
in each case, and the roentgenographic picture is 
made up of shadows which are sometimes so deli¬ 
cate that no definite opinion can be arrived at. The 
resulting delay in diagnosis, with attempts at em¬ 
pirical or trial therapy, may mean loss of the time 
during which a cure or stabilization of the lesion 
might be effected. The possible value of cytological 
study as a complementary method of diagnosis in 
patients with bone tumors has tlierefor'e been under 
investigation by the authors since 1954. Biopsy, 
either by direct surgical approach in bones that 
are easily accessible or by transcutaneous puncture 
with a trocar, has long been used, but unfortunate¬ 
ly the results obtained by the liistological study of 
bone tissue are not always so certain as those ob¬ 
tained by the histological study of visceral or soft- 
tissue tumora. Accordingly, the authors decided to 
compare the results obtained histologically wth 
those obtained cytologically. 

Simple aspiration with a needle or a trephine 
will proride specimens that are satisfactory to the 
c>i:ologist, but specimens for histological study 
must be obtained by drilling with a saw-toothed 
trephine, 4 mm. in internal diameter, mounted on 
a high-speed motor and revolving wthin a guide. 
The use of this instrument does not cause bleed¬ 
ing, and it has never, in the authors’ e.xperience, 
been followed by exacerbation or extension of a 
malignant process. Complications that might arise 
when it is used on the vertebral bodies can be 
avoided by a special location finder devised by 
the authors, with w’hich the trephine can be ac¬ 
curately placed and prevented from penetrating 
too far into the bone. Some of the negative results 
in this series were probably due to the fact that 
tliis safet}' device kept the trephine from reaching 
an initial lesion Ijang deep within the vertebral 
body. 

The criteria of malignancy in osseous cytology 
are generally tire saihe as those described in genital 
cytology. Tire position of the malignant cells in the 
marrow, however, makes it necessar>' to distinguish 


between them and the tumoral cells of the hemo¬ 
poietic system—something that is often difficult to 
do. No cytological diagnosis could be arrived at 
in 30% of the first 100 cases in which both Iristo- 
logical and cxTological methods of examination 
were used. This figure is far from satisfactory', but 
it is weighted by early errors and it has been re¬ 
duced by half (15%) in the diagnostic studies made 
during ffie last year. Moreover, the percentage of 
accurate diagnoses may be e.xpected to increase 
as improvements are made in technique and as 
the characteristics of osseous cj'tology' become 
better known. The routine use of a combination of 
histological and cy'tological methods in the diag¬ 
nosis of osseous tumors seems, therefore, to be 
fully warranted. 

Rectal Biopsy in the Diagnosis of Amebic Colitis. 
K. Juniper Jr., V. W. Steele and C. L. Chester. 
South. M. J. 51:545-553 (May) 1958 [Birmingham, 
Ala.]. 

Rectal biopsies were done on 14 patients with 
amebic cohtis, in whom rectal ulcers were obsers'ed 
during sigmoidoscopic examination. Trophozoites 
of Entamoeba histolytica were identified positively 
on a single routine hemato.xylin-eosin-stained sec¬ 
tion prepared from the tissue block from each of 13 
patients. Trophozoites also were found in some of 
the stepdo\m sections from the 14th patient. In 2 
of the 14 patients the early papular lesions described 
by several workers were seen at the time of sig¬ 
moidoscopy. A biopsy of 1 of these lesions showed 
an amebic cry’pt abscess with a small mnnber of 
trophozoites. The superficial tj'pe of ulcer seen in 
most of tire biopsy specimens was in accord wth the 
e-xperimental findings of Faust and Kagy', who 
found the interglandular areas to be attacked and 
invaded more often than the cry’pts in experimental 
infections in dogs; they described a “fan-like” spread 
across the necrotic tips of several adjacent glands, 
which fitted the appearance of many' of the biopsy' 
specimens obtained from the 14 patients. The pres¬ 
ence of infiltrating plasma cells and lymphocy'tes 
about the ulcers, with a noticeable absence of poly'- 
morphonuclear leukocytes, corresponded wth the 
description by other workers. The large numbers 
of eosinophils sometimes seen about amebic lesions 
in the colon were impressive, and so were the en¬ 
larged submucosal ly'mph folhcles usually found 
beneath the amebic lesions. The latter often ex¬ 
tended farther than did the areas of mucosal ulcers. 

The results of this study' emphasize the impor¬ 
tance of the follorring procedural details: (1) avoid¬ 
ance of washing out the mucus and e.xudate, in 
which most of the trophozoites w'ill be found, from 
the rectum by enemas; (2) taking care to include 
any available mucus or exudate xwth the biopsy 
specimen; (3) instructing the technician in the de¬ 
partment of pathology to include all fragments of 
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tissue and exudate witli the tissue when preparing 
the tissue block; and (4) examining clumps of ex¬ 
udate and small fragments of tissue, as well as the 
large specimen, for the presence of trophozoites. 
Biopsy of rectal ulcers is not recommended as a 
substitute for examination of fresh preparations 
.since the latter almost always will provide the diag¬ 
nosis when done properly, and since the procedure 
IS simpler. An alert pathologist, liowever, can recog¬ 
nize and jiositively identify trophozoites of E, histo¬ 
lytica on routine hematoxylin-eosin-stained slides 
in a high percentage of cases of amebic ulcers of 
the rectum, if care is exercised in the collection, 
preservation, and handling of the biopsy specimen. 
In a few cases, the pathologist may lie the first one 
to recognize the i^resence of amebiasis in a hitherto 
unsu.spected or undiagnosed case. Biopsy can also 
be used as a supplementary means of diagnosis, 
particularly when staining mediods for identifica¬ 
tion of trophozoites on smears are not available to 
the clinician in practice. 

Serum Chole.sterol-GlobuIin Complex in Multiple 
Myeloma. G. L. Schless. Am. J. M. Sc. 235:562-565 
(May) 1958 [Philadelphia]. 
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Peptic Esophagitis and Peptic Ulceration of the 
Esophagus. B. S. Wolf, R. H. Marshak and M L 

J- Roentgenol. 79:741-759 (May) 1958 
[Springfield, Ill.]. , ' 

From the authors review of the roentgenologic 
ncings in patients with peptic esophagitis and 
pephe ulcer of the esophagus, it appears that this 
condition, usually of mild degree, is frequently 
present in association with a hiatus hernia of the 
direct variety. The roentgenologic findings in such 
cases may^ be minimal. In the presence of a duo¬ 
denal ulcer or excessive gastric acidity and hyper¬ 
secretion for some other reason, or as a result of 
intubation and operative intervention with the 
aid of general anesthesia, peptic esophagitis of 
severe degree involving a considerable portion of 
the distal esophagus may occur and may result 
in marked stricture formation. 

There are patients in whom a variable length 
of the distal esophagus is lined by an atypical, 
embry'onic, or heterotopic (Barrett) type of epithe¬ 
lium. This type of epithelium is also susceptible to 
inflammation and the occurrence of ulcers, pre- 


The author points out that in 1956 Spain and 
associates reported a series of patients with multiple 
my'eloma, in whom they noted significantly less 
atherosclerosis in the aorta and coronary arteries 
as compared with patients having cancer and M'ith 
normal individuals. They associated these observa¬ 
tions with a low serum cholesterol content. When 
similar findings were noted in a patient at the Penn¬ 
sylvania Hospital, in whom a histological diagnosis 
of multiple myeloma had been made, odier reports 
on this problem were reviewed and studies were 
made on 12 patients with multiple myeloma, who 
were collected from 5 Philadelphia hospitals. The 
serum cholesterol content was decreased in 8 and 
'as normal in 4 of the 12 patients. Nine of the 12 
tients exhibited an elevation of the serum globu- 
level; seven of the 9 patients had decreased se- 
.ijm cholesterol values, while in 2 the values were 
normal. Two of the 3 patients exhibiting normal 
serum globulin concentrations had normal serum 
cholesterol values, and in 1 hypocholesterolemia 
was found. 

Thus, it has been demonstrated that in multiple 
myeloma hypocholesterolemia is associated with 
hyperglobulinemia. These findings suggest that an 
abnormal globulin molecule becomes associated 
with and binds some of the free serum cholesterol, 
in this manner reducing the amount of free choles¬ 
terol in the serum. Both hyperglobulinemia and hy¬ 
pocholesterolemia are of diagnostic value in mul¬ 
tiple myeloma. Further studies are recommended 
on patients with multiple myeloma in whom hypo¬ 
cholesterolemia is associated with less than average 
atherosclerosis. 


sumably under the influence of acid gastric juice 
regurgitated from a‘hernial sac of (true) stomach. 
An ulcer in such a gastric-lined segment of esopha¬ 
gus may resemble an ordinary chronic peptic ulcer 
as seen in the stomach. According to Barrett, previ¬ 
ously reported cases of chronic peptic ulcer of the 
esophagus have been observed in association with 
this developmental anomaly of the lining epithe¬ 
lium of the distal esophagus which went unrecog¬ 
nized. He therefore suggested tlrat the tenn 
“chronic peptic ulcer” of the esophagus should be 
restricted to this type of lesion. Other authors have 
used the eponymic term “Barrett ulcer” for the 
connotation of the same lesion. In the absence of 
an inflammatory complication, the presence of a 
gastric-lined segment of tire esophagus is not 
recognizable by roentgen-ray methods and may 
also be overlooked at esophagoscopy. When a dis¬ 
crete ulcer and/or stenosis is observed by these 
methods at some distance proximal to a typical 
hernial sac, tire presence of a gastric-lined segment 
should be suspected. In such instance, the exact 
location of the ulcer or stricture, i.e,, whether it 
lies within tlie gastric-lined segment itself or im¬ 
mediately pro.ximal to this segment in normally or 
squamous-lined esophagus, must be detei mined 
by microscopic examination. 

In the presence of a direct hiatus hernia, a peptic 
ulcer of discrete nature may occur in, and be 
localized to, die terminal portion of the esophagus 
without remarkable diffuse involvement of e 
distal esophagus and independent of gastric hyper¬ 
acidity. When a discrete ulcer is present in me 
terminal portion of the esophagus in association 
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with a hiatus hernia, the possibility' that a Barrett 
type of epithelium may be present must be kept 
in mind, since (1) an ulcer may occur at the distal 
margin of the gastric-lined segment and (2) the 
terminal portion of die esophagus may be lined 
by a mixture of squamous and Barrett type of 
epithelium for a short distance immediately proxi¬ 
mal to die (true) stomach. 

Arteriomesenteric Occlusion of the Duodenum. 
W. P. Bitner. Am. J. Roentgenol. 79:807-814 (May) 
1958 [Springfield, Ill.]. 

The author reports on 3 female patients, between 
the ages of 14 and 31 years, and a 33-year-old man 
in whom findings on roentgenologic examination of 
die upper gastrointestinal tract fulfilled die criteria 
for the diagnosis of occlusion of the duodenum by’ 
compression of the superior mesenteric artery' 
where it crosses the transverse portion. These cri¬ 
teria are as follows: 1. Tliere should be a constant 
dilatation of the duodenum proximal to the mid¬ 
part of the transx’erse pordon corresponding to the 
point of contact with the sheath of the superior 
mesenteric artery'. 2. Normal mucosa of the duo¬ 
denum should be seen distal to the site of obstruc¬ 
tion. 3. There should be retention of barium in the 
duodenum beyond the normal limit. 4. To-and-fro 
movements of barium should be observed w'ithin 
the duodenal loop proximal to the site of obstruc¬ 
tion. Other frequently associated findings include 
dilatation of the pylorus and stomach, ptosis of the 
colon and small intestine, ptosis of the right kidney, 
and passage of barium beyond the site of obstruc¬ 
tion, which may be aided by exerting manual pres¬ 
sure on the lower abdomen in a cephalad direction 
with the patient in a prone position (Hayes ma¬ 
neuver). The 4 patients were operated on by dif¬ 
ferent surgeons, and the roentgenologic diagnosis 
was confirmed in all. The duodenum was op'ened, 
and a finger was inserted into the transverse por¬ 
tion; marked narrowing was found, and the pinch- 
cock action caused by the simultaneous pulsations 
of tlie aorta posteriorly' and the superior mesenteric 
artery' anteriorly was palpable. A duodenojejunos¬ 
tomy was performed, and the recovery' was un¬ 
eventful. 

One of the frequent causes of duodenal stasis is 
a chronic intermittent occlusion of the duodenal 
loop due to compression of the third portion of the 
duodenum by the superior mesenteric artery' at the 
point where it crosses over the loop with the su¬ 
perior mesenteric vein and nerve. It is most fre¬ 
quently seen in the asthenic patient with lordosis. 
The traction of the mesentery’ is, therefore, believed 
to be a factor in the causation. Most of the patients 
have a variety' of digestive complaints, such as 
epigastric pain, nausea, vomiting, and diarrhea. 
Neurological symptoms are sometimes prominent, 
and tlie condition is very commonly precipitated by 


severe emotional strain. It is believed that many 
of these patients w'iU respond to medical treatment 
directed toward the relief of vomiting and the cor¬ 
rection of dehydration, electroly'te imbalance, hy¬ 
perazotemia, nutritional deficiency', and anemia, 
and to postural treatment aimed at reducing the 
pressme of the root of the mesentery' on the duo¬ 
denum. Conserx’ative treatment should be assisted 
by psychotherapy, since the problem is not simply’ 
a mechanical one w'hich can be cured permanently’ 
by some short-circuiting operative procedure. If 
careful medical therapy' is unsuccessful, surgery' be¬ 
comes necessary'. Duodenojejunostomy is apparent¬ 
ly' the procedure of choice. 

Studies of Esophageal Varices Before and After 
Portacaval Shunts. J. A. Evans and M. A. Pay’ne. 
Am. J. Roentgenol. 79:760-767 (Mav) 1958 [Spring- 
field, m.]. 

The autliors report on 68 patients who had roent¬ 
genologic examinations for esophageal varices be¬ 
fore and after a venous shunt for portal hy'perten- 
sion. Fifty'-seven patients had a portacaval shunt, 9 
had a splenorenal shunt, and 2 had a shunt utilizing 
smaller mesenteric veins. The portal pressure svas 
reduced in most patients with portacaval shunts to 
between 15 to 20 cm. by’ the shunt, and the final 
pressure was from 10 to 20 cm. of sodium chloride 
solution. Postoperative roentgenograms revealed 
disappearance of the esophageal varices xx’itlnn the 
first 6 postoperative months in most patients in 
whom the portal pressure was adequately decom¬ 
pressed. One patient had a portal vein thrombosis, 
and after the shunt her final portal pressure was 
39 cm. of sodium chloride solution. Postoperatively 
her varices persisted, and 2 y’ears later she again 
had a large hematemesis. There svas only 1 patient 
whose portal pressure dropped from 41 to 19 cm. 
after the shunt, who clinically seemed to be weU 
and whose successive esophagrams showed large 
varices; this svas the only patient in the whole 
series whose esophagrams did not correlate with 
the observ’ed portal pressure changes. Of the 11 
patients w’ith other than portacaval shunts, 6 had 
hemorrhages after the shunts were performed; 5 of 
these did not have satisfactory drops in pressure at 
the time of the operation, and varices remained 
present on their esophagrams. The 6th patient had 
a good postoperative pressiue drop, but subse¬ 
quently thrombosis of the shunt occiured and the 
patient died. Here again, as in the patients wtli 
portacaval shunts, the correlation of bleeding u’ith 
persistent positive esophagrams was striking. 

These observ'ations show that roentgenologic ex¬ 
amination of the esophagus for varices is an ex¬ 
tremely useful diagnostic procedure in follow'ing 
the patient xvith portal hypertension. In the shunt 
series it correlates extremely weU xvith the results 
expected from portal pressure determinations made 
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in the operating room. It also correlates closely 
with the observed clinical course of the patient and 
alerts the clinician to the danger of impending 
hemorrhage. 

Renal Papillar>' Necrosis; Roentgenologic Diag- 
nosis and Formation of Calculi. C. Lagergren and 
N. Lindvall. Acta radiol. 49:249-268 (April) 1958 
(In English) [Stockholm]. 

The authors report on 52 female and 3 male pa¬ 
tients, between the ages of 16 and 65 years, with 
renal papillary necrosis. Only 6 patients, all of them 
\yomen, had diabetes mellitus. There was not a 
single case of obstruction of the urinary tract. Fifty- 
four of the 55 patients were e.xamined roentgen- 
ologically; urography was performed as a rule, and 
pyelography was performed only in patients in 
whom the function of the kidney was reduced to 
such an extent that urograms would not have pro¬ 
vided sufficient information. The papillary changes 
were bilateral in 50 patients and unilateral in 5. 
The necrosis was purely papillary in 24, medullary 
in 12, and both papillary and medullary in 18. In 
21 (38%) of the 55 patients, secondary formation of 
calculi occurred. Typical roentgenologic appear¬ 
ances were observed in 52 of the 54 patients. 

Only 2 of the 55 patients had an acute fulminat¬ 
ing course; all the others had either a subacute or 
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ing more benign. As a rule, the disease occurs in 
combination with urinary tract infection and main¬ 
ly m younger persons, particularly in women 
iapillary necrosis has no pathogenic relation to 
diabetes melhtus or urinary tract obstruction. The 
condition is complicated to a considerable degree 
by urinary calculi, of which the detached necrotic 
rragrnents of the papilla often form the nuclei. This 
may be revealed by microroentgenologic examina¬ 
tion. In most patients with renal papillary necrosis 
the diagnosis can now be made during life with 
the aid of urography or pyelography; this is im¬ 
portant, since a clinical diagnosis can otherwise be 
made only with the aid of examination of papillary 
fiagments obtained from the patient’s urine or by 
surgical removal. 

Possibilities and Limitations in the Use of Conven¬ 
tional Medical X-Ray Film Under Conditions of 
Nuclear Warfare. H. F. Nitka. U. S. Armed Forces 
M. J. 9:648-653 (May) 1958 [Washington, D, CJ. 

Medical x-ray film is radiation sensitive, but a 
distinction must be made regarding its sensitivity^ 
when stored, as compared with that at the mo¬ 
ment it is loaded in a cassette containing 2 fluor¬ 
escent (“intensifying”) screens, which transform 
x-ray energy into light energy to which the film is 
much more sensitive. The film-screen combination 


a chronic course. In the patients with subacute or 
chronic j^^ipillary necrosis, renal function may be 
seriously impaired during the acute attacks, so that 
urograms are useless. In the quiet intervals between 
these attacks the kidney recovers its function, 
though this is gradually reduced as the process 
continues. It is particularly typical of papillary 
necrosis that a series of urograms will on one oc¬ 
casion disclose considerably reduced concentration 
capacity^ while on other occasions a normal state 
may be recorded. This variability is due to the fact 
that in the acute attacks, arising through acute 
papillary necrosis, there is a sudden flare-up of the 
infection accompanied by reduced renal function. 
When the necrotic portion has become detached, 
the infection recedes, and there is marked improve¬ 
ment in the function which may even become 
normal. In contrast to that, there is a progressively 
slow reduction of renal function associated with 
common chronic pyelonephritis, and improvement 
never occurs. When papillary necrosis is suspected 
on clinical grounds and the first urograms have 
given negative results, further examinations should 
be carried out, since a defective papilla is visualized 
in the roentgenogram when the necrotic portion 
has become detached, while in the early^ stages, 
before detachment has occurred, the roentgeno¬ 
gram may be normal. 

Renal papillary necrosis is more common than it 
was formerly thought. In recent years the disease 
would seem to have changed its character, becom- 


is approximately 50 times as sensitive to diagnostic 
x-rays as the film alone. Furthermore, the sensi- 
tiviW of x-ray film alone (i. e., without intensifying 
screen) to nuclear gamma radiation is only l/20th 
of its sensitivity to diagnostic x-rays. In other words, 
when stored in the manufacturer’s box, the film 
sensitivity to nuclear gamma radiation is approxi¬ 
mately l/l,000th of its value when actually used 
(with intensifying screen) by the roentgenologist. 
This means that medical .x-ray film can be stored 
up to-3 days without significant damage at a radia¬ 
tion level equal to the maximum permissible dosage 
established to safeguard the health of occupational¬ 
ly exposed adults, which is 0.3 r per week. 

There are 3 main sources of significant radiation 
after an air burst of a nuclear bomb: 1. The initial 
burst emits high-energy gamma radiation and neu- 
ti’ons. 2. The neutrons of the initial burst induce 
gamma radiation on the earth to a considerable ex¬ 
tent within a l-to-2-mile radius from ground zero. 
3. Radioactive particles are formed in the column 
and the fireball of the burst and yield the so-called 
fall-out. Near ground zero of a nuclear e.xplosion, 
medical x-ray film and equipment are rendered use¬ 
less. However, general destruction in this area is so 
complete that no means for medical roentgen¬ 
ography would be available, regardless whatroent- 
«enographic system would be used. For distances 
greater than 1 mile from a nuclear air burst, storage 
in a basement would provide sufficient go^ectio 
for medical x-ray film from the initial blast, a 
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surface blasts, protection against fall-out radiation 
must be considered in addition to shielding against 
the initial blast. Basement storage of film material 
^^^ll be adequate in most cases. For transport of film 
through hea\'ily contaminated areas, monitoring of 
the dosage to which human life is exposed will in¬ 
dicate the time limit up to which film might be 
usable. As an additional precaution, particularly 
against scattered gamma radiation from the initial 
blast, 2 small concrete or brick vaults, to be placed 
in opposite basement comers, are recommended 
for film storage. The danger of reducing the 
diagnostic value of a roentgenogram due to con¬ 
tamination of the developer solution is considered 
insignificant. Medical roentgenography with con¬ 
ventional x-ray film \rTll be feasible in the neighbor¬ 
hood of a nuclear explosion wthout e.xtreme 
measures for protecting the film. 

Lipomas of the Colon, With Report of Five Cases. 
R. P. Henderson, E. J. Harris and J. M. Packer. 
Am. J. Roentgenol. 79:843-849 (Mav) 1958 [Spring- 
field, HI.]. 

The authors report on 4 women and 1 man, be- 
hveen the ages of 38 and 76 years, nith hpoma of 
the colon 'who w’ere admitted to the Mississippi 
Baptist Hospital in Jackson during the last 6 years. 
All the patients were subjected to a roentgenologic 
examination of the colon before siugical explora¬ 
tion. The diagnosis of lipoma was suggested in 3 
of them. The characteristic appearance of a lipoma, 
the second most common benign tumor of the 
colon, xvas present in 2 of these 3 patients; it was 
that of an intramural extramucosal tumor x\ith 
smooth margins, slightly lobulated, and unth a 
broad base. In the third patient, the smooth mar¬ 
gins and broad base were also present, but the 
tumor was not lobulated. In 2 of the patients the 
tumor appeared to be somewhat compressible on 
the multiple spot roentgenograms. Lipomas tend 
to be softer than other tumors when compression is 
used. Since the radiolucency of a lipoma cannot 
he recognized on conventional colon examination, 
again compression spot roentgenograms are of help, 
because the margins of the growth may not be 
clearly outlined wfithin the barium-filled colon with¬ 
out compression. 

The possibihty of a lipoma should be considered 
in any case of intussusception in an adult Surgery 
is the only treatment, and excision is indicated in 
all patients wth a tumor of the colon, regardless 
of the roentgenologic impression as to the nature 
of the tumor. Lipomas do not become malignant, 
but they are sjTnptomatic in more than 80% of the 
patients. Even a suggestive roentgenologic diag¬ 
nosis might help limit the resection and make it 
easier for the surgeon to locate a soft lipoma at the 
time of operation. 


PHYSIOLOGY 

Nutrition and Blood Cholesterol L-evel. E. Picchio 
and E. Rottini. Miner^'a med. 49:783-786 (March 3) 
1958 (In Italian) [Turin, Italy]. 

Correlation between nutrition and the serum 
cholesterol level w^as studied in 97 inmates of a 
women’s jail. This group was selected because of 
the standard diet w'hich the inmates had received 
for a prolonged period of time. The daily diet con¬ 
sisted of 400 Cm. of carbohydrates (which consti¬ 
tuted 70% of total calories received), 50.1 Cm. of 
fat (19.5% of total calories), and 60.8 Cm. of protein 
(10.5% of total calories); this daily diet amounted to 
2,355 calories. Since the inmates worked, the diet 
w'as inadequate, being slightly lacking in protein 
and lipids but rich in carbohydrates; steps have 
recently been taken to correct the situation. The 
mean serum cholesterol level in the patients was 
22-3.7 mg. per 100 cc., w'hich is higher than the 
level W’hich the authors consider normal (208 mg. 
per 100 cc.). 

Fifty-two inmates w’ho had spent more than 5 
years in jail had a low’er serum cholesterol level 
(220 mg. per 100 cc.) than 45 inmates w’ho had 
spent less than 5 years in jail (228 mg. per 100 cc.). 
This obser\’ation is noteworthy w’hen one considers 
that almost aU the inmates who had spent more 
than 5 years in jail w’ere more than 40 years old 
and were thus in the age bracket in which an ele¬ 
vated serum cholesterol level is frequent. The au¬ 
thors believe that the serum cholesterol level is 
closely related to the endogenous rather than the 
exogenous nutrient metabolism. Poorly balanced 
diet contributes to the manifestation and to the 
exacerbation of a preexisting metabolic disorder; it 
probably does not initiate one. 

Effect of Certain Dietarj’ Oils on Bile-Acid Secre¬ 
tion and Serum-Cholesterol. B. Lewns. Lancet 
1:1090-1092 (May 24) 1958 [London]. 

The serum cholesterol level is raised by most 
fats of animal origin, but it is lowered by many 
highly vmsaturated oils from vegetable and marine 
animal sources. The object of the present study was 
to identify the mechanism or mechanisms by which 
these unsaturated oils lower the serum cholesterol 
level. Cholesterol is excreted mainly as bile acid 
both in the rat (taurochohc acid) and in man (glj-- 
cocholic acid). In the e.xperiments described, 3 pa¬ 
tients wnth complete bile fistulas were studied, the 
bile acid output being followed during manipula¬ 
tion of the serum cholesterol level by administra¬ 
tion of various fats and oils. Sunflower-seed oil (by 
mouth) and cottonseed oil (intravenously), w’hich 
are both highly unsaturated, produced a remark¬ 
able increase in the rate of cholic acid secretion. 
W’hich preceded the fall in serum cholesterol level. 
On the other hand, a saturated fat such as hydro- 
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Kcnalal coconut oil, did not affect the Me acid ,vere affected 
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(inding., support the hypothesis that the mechanism lion and all it, 

by which the .senim cholesterol lolue is reduced by source of infecti 

certain yogelable oils involves accelerated catabol- out the ca3 
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A Twenh'-Year Appraisal of BCG A^iccinalion in 
the Control of Tuberculosis. J. D. Aronson, C. F. 
Aronson and II. C. Taylor. A. M. A. Arch. InL ivied. 
101:SS1-S93 (May) 1958 [Chicago]. 

The value of BCG vaccination in the control of 
tubcrculo.sis among S American Indian tribes living 
in 5 wide!)’ separated areas Ivas been investigated 
over a period of 20 years. Tuberculin-negative 
school and preschool children, grouped by age and 
sex. were divided by alternation into 2 groups. A 
group of 1,551 received an intracutaneous injection 
of BCG vaccine, wliile a group of 1,457 received 
an intracutaneous injection of isotonic sodium 
chloride solution and ser\'ed as controls. Twenty 
years after the study was initiated, in 1956, the 
areas were revisited, and 1,547, or 99.7%, of the 
vaccinated and 1,448, or 99,4%, of the controls were 
accounted for. Of the BCG-vaccinated, 104, or 6.7%, 
had died during the 20 years: 0.84% of tuberculosis, 
3.0% of nontuberculous disease, and 2.9% of vio¬ 
lence, Among the controls, ISO. or 10.4%, had died 
of all causes: 4.7%, of tuberculosis, 2.9%, of non¬ 
tuberculous disease, and 2.9%, of violence. The 


were affected, the over-all attack rate being 8% 
Tj)e outb-ealc was abrupt in onset, short indum- 
tion, and all Its characteristics suggested a common 
somce of mfechon. Cases rvere distributed through¬ 
out the campus population with great uniforni 
m P«ons: disproportionately lou' attack 
iate.s (0.4%) wei-e observed in students who lived 
oil the campus, and disproportionately high attack- 
rates (17 to 50%) were observed in student workers 
in the common dining hall. Although every evidence 
pointed to a common source and mode of infectiotr, 
these could not be detennined with certaint)^. 

While nothing could be found pointing directly 
to water- or milk as the source of infection, it is 
perhaps unwise in tire case of infectious hepatitis 
to use the same criteria for the purity of milk and 
water supplies as u'ould be applicable for less 
hardy infectious agents. It is possible that the 
hepatitis virus could remain a source of infection 
after treatment adequate to remove other kinds of 
agents. A recent epidemic in New Delhi, India, 
2 >resnmably caused by virus irresent in water with 
acceptable coliform counts, is evidence of this. 
Possibly the e.xplanation for the outbreak lies in 
an understanding of its relationship to the epidemic 
in a smaller school. Use of contaminated fresh pro¬ 
duce by die 2 institutions remains an intriguing 
possibility. 

Isolation of ECHO Virus Type 9 from an Outbreak 
of Aseptic Meningitis with Rubellifomi Rash, To¬ 
ronto, 1956.1. V. Sultanian and A. J. Rhodes. Canad. 
J. Pub. Health 49:181-185 (May) 1958 [Toronto]. 


ratio of deaths from all causes of vaccinated to 
conti-ols was 1:1.5; the ratio of deaths from tuber¬ 
culosis was 1:5.2; and the ratio of deaths from non¬ 
tuberculous disease and violence was 1:1. 

Among the vaccinated tuberculosis was respon¬ 
sible for 12.5% of all deaths, while among the con¬ 
trols tuberculosis was responsible for 45.3% of all 
deaths. In the control group the percentage of 
deaths from tuberculosis among females was twice 
as great as that among males, but in the vaccinated 
group both sexes had the same percentage of deatlis 
from tuberculosis. Under the conditions of this 
study, a 15-year follow-up would have been suffi¬ 
cient to establish the value of BCG vaccine, since 
during tlie last quinquennium only 1 death from 
tuberculosis occurred among the vaccinated and 3 
among the controls. 

An Outbreak of Infectious Hepatitis on a College 
Campus. W. Clark, D. Sachs and H. Williams. Am. 
J. Trop, Med. 7:268-279 (May) 1958 [Baltimore]. 

Ill the fall of 1952, an epidemic of infectious 
hepatitis was observed among die faculty and stu¬ 
dent body of a privately operated coeducational 
college in South Carolina. At least 222 individuals 


Thirteen antigenically similar strains of a virus 
were isolated in tissue cultures from 10 patients 
during an outbreak of aseptic meningitis, associated 
with the appearance of a ruhelliform rash, in To¬ 
ronto and vicinity in the summer of 1956. Nine of 
these viral strains were recovered from the feces 
and 4 from the cerebrospinal fluids of these pa¬ 
tients. The agents were readily isolated in human 
amnion and in the epithelial cells of kidneys of 
monkeys. Neutralization tests showed that they 
were antigenically related to the enteric cytopatho- 
genic human orphan (ECHO) virus, type 9. Unlike 
the prototype ECHO 9, the isolates were patho¬ 
genic to suckling mice, and the lesions produced 
were similar- in many respects to those caused by 
some of the Coxsackie viruses. Serologic studies 
showed that the isolates were poor antigens. The 
fact that some of tire wuses isolated from patients 
during tire outbreak of aseptic meningitis, witlj 
ruhelliform rash, were recovered from the spina 
fluid, that all strains were antigenically simi ar, and 
that neutralizing antibodies developed in the con¬ 
valescent serums of the patients is furffier evidence 
that ECHO 9 strains are human padiogens and give 
rise to a specific disease. 
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BOOK REVIEWS 


Fundamentals in Cardiolog}’. By John B. Wild, M.D., 
Assistant Professor, Department of Internal Medicine, Mem¬ 
ber of Cardiovascular Laboratory, Univ'ersit>' Hospital, Iowa 
City, Iowa. Cloth. $4.50. Pp. 83, with 16 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24- 
25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1938. 

Titis book by a clinical physiologist describes in 
graphic form the hemodynamic changes recorded 
in the various chambers of normal hearts as com¬ 
pared ndtli hearts that are abnormal due to vabm- 
lar disease or shunts. Tlie data presented resulted 
from cardiac catlieterization studies of valvular and 
congenital heart disease. The physical findings of 
each type of heart lesion discussed are pointed out 
and emphasized in reference to the hemodynamic 
etiological factors involved. Tlie author WTOte the 
monograph particularly for tlie student, intern, and 
resident because of the need for this type of text¬ 
book in teaching curriculums. He was aware that 
the data was scattered throughout the medical 
literature of the past 10 or 15 years, and by compil¬ 
ing it into a small, compact volume he has per¬ 
formed a welcome sendee. 

Tuberculosis in Animals and Man: A Study in Compara¬ 
tive Pathology. By John Francis, D.Sc., M.R.C.V.S., Profes¬ 
sor of Veterinary Preventive Medicine and Dean, Faculty of 
Veterinary Science, University of Queensland, Brisbane, 
Austrah'a. Cloth. $18. Pp. 357, with illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Balti¬ 
more 2; Cassell & Co., Ltd., 33 Red Lion Sq., London, 
W. C. 1, England; 210 Queen St, Melbourne; 26-30 Clar¬ 
ence St, Sydney, Australia, 1958. 

Tire author’s book “Bovine Tuberculosis,” pub- 
h'shed in 1947, provided a basis for one section of 
this book. The subject of avian tuberculosis, includ¬ 
ing infection of xvild birds and of mammals until 
avian tubercle bacilli, was aided by the study by 
Feldman in 1938, and many other original and 
authentic sources were used. The incidence of tu¬ 
berculosis in cattle is estimated, and mefliods of 
diagnosis, control, and eventual eradication are 
outlined. Tlie relationship of the three fj'pes of 
tubercle bacilli and of the human and bovine tuber- 


Tlicse boolc revic^vs ba\'e been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


culosis epidemics is discussed. Infection of man 
with bovine-tj'pe bacilli and the so-called skin 
tuberculosis of cattle, important because it sensi¬ 
tizes to tuberculin, are discussed, uatb reference to 
similar conditions in buffaloes and in man. The pur¬ 
pose of the book is to provide a modem account of 
tuberculosis in all the species for which tbere is 
reh'able information. Tuberculosis offers an ideal 
field for the application of the comparative method, 
and it is hoped the account given vtU contribute 
to a better understanding of tuberculosis as a 
whole and provide a general picture of tlie disease 
at a time when a determined effort is being made, 
in both the medical and veterinarj' fields, to eradi¬ 
cate this infection. The three sections cover bovine 
tuberculosis, tuberculosis in animals odier than 
boxine, and a comparison of the pathology and 
epidemiology" of tuberculosis in animals and man. 
This is a valuable volume to set beside Kochs orig¬ 
inal paper (1884), Strauss classic “La Tubercu- 
lose et son bacille” (1895), Calmette’s “L’infection 
bacillaire et la tubercuJose,” Cobbetts’s “The Causes 
of Tuberculosis” (1917), and tlie massive reports of 
the British Royal Commission on Tuberculosis. As 
a reference book, it should find an honored place 
for a long time. The illustrations are well chosen 
and of high grade. The pleasing arrangement adds 
to the book’s attractix'eness. 

Care of the Premature Infant, By Ex'elyn C. Lundeen, 
R.N., Supervisor, Premature Infant Station, Sarah Morris 
Hospital of Michael Reese Hospital, Chicago, and Ralph H. 
Kunstadter, M.D,, F.A.C.P., F.A.A.P., Attending Pediatrician 
and Vice-Chairman, Department of Pediatrics, Michael 
Reese Hospital. [Portions of book appeared formerly under 
title The Premature Infant, by Jub'us H. Hess, Xf.D., and 
Ex'elyn C. Lundeen, R.N., 1941,1949, Lippincott Company.] 
Clotli. $8. Pp. 367, xrith 87 illustrations. J, B. Lippincott 
Company, 227-231 S. Sixth St., Philadelphia 5; 4865 XVc-st- 
em Ave., Montreal 6, Canada; Pitman Medical Publishing 
Company, Ltd., 45 New O.xford St., London, W. C. 1, 
England, 1958. 

This is an excellent textbook, especially for 
nurses. It is witten by txx'O well-qualified persons 
and covers the entire problem of prematurity' in a 
simple, clear, and concise manner. Tlie sections on 
organization of the station for premature infants, 
nursing routine and techniques, and feeding and 
feeding techniques are especially commended. 
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QUESTIONS AND ANSWERS 

■-o-- 


ANTIBIOTICS AND PROLONGED 
STEROID THERAPY 

To TiiK Emroiy.-Whaf is the general consensus of 
opmon on the need for antibiotics in conjunction 
mill cortisone therapy in terms of the patient on 
long-term cortisone therapy, as in arthritis or 
some of the collagen diseases? The need for close 
scrutiny to recognize any infection that may de- 
velop is icoiizedj but would it be considered 
necessary to give an antibiotic in conjunction 
toUh coitisone to prevent the development of 
inf cel ion? 

Ernest B. Miller, M.D., Manistee, Mich. 


An'swer.— Antibiotic therapy in prophyla.vis should 
not be given witli long-term corticosteroid tlierapy. 
Antibiotic therapy should be used in the presence 
of an active infection after the organism has been 
isolated and sensitivit}' studies done. 


GRAFTS FOR THIRD DEGREE BURNS 
To THE Editor:— In applying split-thickness grafts 
to a third degree burn, is it better to remove the 
granulations down to a firm yellow base or to 
apply the grafts on top of the granulations which 
are clean (bacteriologically) and healthy? If the 
granulations are removed, what method should 
be used so as not to lose too much blood and to 
prevent oozing of blood beneath the applied 
split-thickness grafts? M.D., New York. 


Answi'er.—I n tliird degree burns it is best to slice 
granulations off in sheets, leaving a smootli yellow¬ 
ish base. The granulations must not be scraped. 
Grafting is more successful on a clean base. Hemos¬ 
tasis should be completely controlled before any 
graft is applied. Control of capillary oozing is usu¬ 
ally effected by means of warm, wet sponges wliich 
are applied with pressure. If bleeding persists, the 
offending vessel may be clamped with a hemostat 
and crushed. If this is not completely effective, a 
no. 0000 or 00000 catgut may be used. Sometimes 
the application of topical tlirombin with pressure 
is also effective. If possible, tlie use of catgut should 
be avoided, because during tlie absorption of this 
material a localized necrosis takes place at the 
site of the catgut, although this is usually inconse¬ 
quential. A massive pressure dressing should be 
applied after the operation is complete. 


Thp inswers here published have been prepared by competent au- 
Iborities They do not, however, represent the opinions of any inedical 
i other organi^aHon unless speciBcally so stated in the reply. » 
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BAGASSOSIS 

To THE^ EmTom-Pkase give information on k 

assosis due to sugar cane sensitivity. 

Howard H. Ingling, M.D., Springfield, Ohio. 

Answer,— Bagassosis is a pneumoconiosis due 
the inhalation of bagasse dust, bagasse being t 
name for tlie dried pulverized stalks of sugar cane, it 
is of importance as an industrial hazard in two prin¬ 
cipal areas: where cane sugar is manufactured and 
in plants where bagasse is processed into insulating 
board. The best control measure is prevention, 
either by adequate forced ventilation or by having - 
e.\posed workers wear protective filtering masks. 
Clinicalb’’, bagassosis tends to be subacute, witli 
fever and cough the outstanding s}'mptoms. Large, 
conglomerate radiopaque areas may he seen on 
chest roentgenograms. After the patient is no longer 
exposed to the cane dust, symptoms usually clear 
in one to three months. There is no specific treat¬ 
ment, but patients may be relieved of troublesome 
S)Tnptoms due to hypersensitivity to protein com¬ 
ponents of the dust by antihistamines or steroids. 
They should be watclied closely for secondary bac¬ 
terial pulmonary infection in order that appropriate 
treatment may be begun promptly. 

HANDLING TUBERCULOUS SPECIIMENS 
To THE Editor:—W/ iGf is the best procedure for a 
pathologist to follow in handling actively tuber¬ 
culous autopsy and surgical specimens, with re¬ 
spect to minimizing the hazard of infection to ■ 
himself and to laboratory technicians and obtain¬ 
ing technically satisfactory slides within two or 
three weeks after receipt of the specimen? The 
custom in this laboratory is to fix such specimens 
in 10% formalin for 10 to 14 days before cutting 
them. Please evaluate the reliability of this tech¬ 
nique. M.D., Massachusetts. 

Answer.— To reduce tlie hazard to the surgeon, 
pathologist, or laboratory technician who wishes to 
obtain specimens of tissue from actively tuber¬ 
culous lesions, the first consideration is the realiza¬ 
tion that tubercle bacilli are most dangerous when 
present as minute invisible droplet nuclei in the 
air inspired by tlie exposed person. The greatest z 
source of such droplet nuclei is from opening ten¬ 
sion cavities. In this consultants laborator)', an 
ultraviolet lamp emits monocliromatic rays ot 
2,537 A directly over the autopsy table where the 
sectioning is done. If possible, it would be desir¬ 
able to insufflate, under atmospheric pressure, 
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neutral formalin into the bronchus communicating 
wth tlie cavity and tie off the channel. Tliis not 
only insures tlie death of the contained bacilli wdi- 
in a few days but preserves the specimen in its 
natural anatomic relationship and greatly aids in 
the assessment of the character and extent of the 
lesion. At this time the cawty can be sectioned in 
any desired manner vathout undue danger of con¬ 
tagion. If it is mandatorj'^ to open a fluctuating le¬ 
sion prior to formalin fixation, one may cover the 
lesion, umbrella fashion, with filter paper soaked 
in 70% alcohol or other disinfectant and cut be- 
neatli the filter paper so that the escaping spray 
will be intercepted by the antiseptic-soaked filter 
paper. Mflien doing tliis, one should w'ear glo%’es 
and a face mask. Fixation of sections of tissue 2 or 
3 mm. in thickness for one w-eek in 10 volumes of 
10 % neutral formalin is sufficient both for steriliza¬ 
tion and for histological preparation. Neutral for¬ 
malin is the most widely used fixative and is suit¬ 
able for the greatest variety of subsequent histo¬ 
logical procedures. 

TRAUMA AND SARCOMA 

To raE Editor:— IF/iflf is the relationship of trau¬ 
ma to the cause or aggravation of an osteosar¬ 
coma or Ewing’s sarcoma? 

A. F. Barnett, il.D., West Frankfort, 111. 

A^'s^vER.—Tliere is no good evidence that trau¬ 
ma of any land has ever been knowm to produce 
an osteosarcoma or Ewing’s tumor. A severe bruis¬ 
ing injur)' or a fracture w'hich involved an osteo¬ 
sarcoma has been tliought to cause an accelerated 
rate of growth of the mah'gnant lesion. It w'ould 
seem reasonable to assume that the same w'ould 
be true of a Ewing’s tumor or any other malignant 
bone tumor. Aggravation of a pree.xisting mahgnant 
tumor of a bone has been determined by court de¬ 
cisions, and in several instances by the Industrial 
Commissioners of the State of Illinois, where a pa¬ 
tient had suffered a fracture through the tumor 
area. 

FLATTENING OF ONE SIDE OF THE HEAD 
To TTiE Editor:— A baby, 11 months old, always 
sleeps with his head turned to the right, lying 
flat with the remainder of the body. The head 
shows perceptible flattening on the affected side. 
The anterior fontanelle is closed. What measures 
should he taken to correct this? If flattening per¬ 
sists, is there any risk of cerebral damage? 

M.D., Connecticut. 

A^•s^^'ER.—It is difficult to change the sleeping 
position of an infant 11 montlis old, as by that time 
he can roll over at will. As a preventive measme 
for such a condition, a verj' young infant should 
be made to lie part of tlie time on each side, back, 
and abdomen. Infants prefer, as a rule, to face a 


source of light, and the position of the bed can 
be changed from time to time so that he is not 
always facing the light from the same position. 
Inasmuch as an 11-month-oId infant sits or stands 
much of the time while awake, unless a torticollis 
e.xists while sitting no permanent damage can re¬ 
sult. The infant should be placed on his abdomen 
before falling asleep or, if he will not fall asleep 
in that position, turned on his abdomen as soon 
as sound asleep. The flattening of his head on die 
affected side w'ill not cause any cerebral damage 
and W'ill largely disappear over the ne.xt few’ years. 
How'ever, if a torticollis (holding the head to one 
side) does exist w’hen he sits or stands, orthopedic 
care is indicated (possibly a shortened sternocleido¬ 
mastoid muscle may be the cause). 

SALMONELLA CARRIER 

To THE Editor:—A 39-year-old woman was treated 
for enteritis caused by a salmonella infection in 
January, 1958. She was given 250 mg. of chlor¬ 
amphenicol four times a day for one week. Be¬ 
cause of a persistent positive stool report of Sal¬ 
monella paratyphi B var. java from the state pub¬ 
lic health laboratory, she was again given chlor¬ 
amphenicol, this time for two weeks. Her stool 
cultures have remained positive. Findings on 
complete x-ray and sigmoidoscopic examinations 
were essentially negative. She had an appendec¬ 
tomy in 1946. She is asymptomatic. What is sug¬ 
gested for treatment? 

Harry W. Depew, M.D., San Diego, Calif. 

An'sweh.— The failure of tlie patient to respond to 
treatment w'itli chloramphenicol is eridence tliat 
the orgam’sm is either resistant to the antibiotic in 
the dosage given or may be in her gallbladder or 
bile ducts and hence inaccessible to tlie drug. Since 
there is no assurance tliat treatment w'ith otlier 
antibiotics w'ould cure the carrier condition and 
since the patient is not a food handler, this con¬ 
sultant w’ould recommend no further treatment. In 
many cases tlie carrier condition clears in a matter 
of months, and for that reason stool cultures should 
be taken at six-month inten'als to see w'hether the 
carrier state persists. 

BIOLOGICAL ACTHTTY OF BANK BLOOD 
To THE Editor is the proportion between 
biologically active oxyhemoglobin and the 
hemoglobin in bank blood with A.C.D. solu¬ 
tion added as an anticoagulant, according to 
spectroscopic examination, as supplied by blood 
banks? 

Alfred R. Ross, M.D., Cape Vincent, N. Y. 

Axsx^'ER.—B ank blood (witli A. C. D. solution, 
anticoagulant) 1 day old is indistinguishable from 
21 -day-oId bank blood as judged by spectroscopic 
examination, both being w'ithin the range of nor- 
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ml In vivo survival studies provide a measure of 
biological actn'jty of the erjthrocytes and their 
hemoglobin, Such studies show that virtually 100% 
of erythrocytes survive normally in the recipient 
il tlie bank blood is preserved vdth A. C. D. solu¬ 
tion and is infused no later than 10 days after' 
donor venesection. In contrast, bank blood admin- 
istercd 21 days after donor venesection shows nor- 
nial survival of over 70% of the infused erythrocytes, 
the rest (together with their'hemoglobin) being 
removed from the recipient’s circulation ^^'ithin 24 
hours of infusion. 

BITTERNESS IN THE MOUTH 
To TJiE Editoii;~~A aged 57, complaius of a 
strong taste of bitterness in his mouth and throat 
all the time regardless of what he may eat or 
drink or the kind of work he may do. This sensa¬ 
tion began after his tonsils were remooed Feb. 

7, 195S. Findings on all examinations have been 
essentially negative. The only thing found was a 
fairly large hiatus hernia. Is it possible that there 
could be a regurgitation of digestive fluids or bile 
which would cause the taste of bitterness in the 
mouth? What else might cause this disagreeable 
sensation? 

Frank R. Ruff, M.D., Fresno, Calif. 

ANSWER.--The complaint of “bitterness in the 
mouth and throat” is not an uncommon one. There 
are probably a good many causes, .but in most 
instances the complaint is of a functional nature, 
related to aerophagy, dietary habits, poor elimina¬ 
tion, and dental care; at times there is an associated 
compulsive neurosis. The possibility of regurgitant 
esophagitis associated witli an esophageal hiatus 
hernia could receive consideration. Esophagoscopy 
and roentgenologic examination should help to de- 
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responsible job.’’ Having suffered a cerebral hemor- 
rfiage which left him with a hemiplegia, tliere is 
obvious destruction of brain tissue, and, tiiereC 

wi suffered a “lobotomv’' 

^'^here lobotomies are done for therapeutic ri 
sons. It is not uncommon to find the patients lack 
mg control of emotional outbursts after such op- 
eiations. In any case, where there is a lack of 
emotional control, there is potential danger of 
destructiveness. Psychotherapy would, dierefore, 
iiave to be directed toward giving die patient an 
understanding of his margin of safety and leading 
him to the realization that he has to keep within 
that margin. Otherwise, he may get out of emo¬ 
tional control. A review of recent literature does 
not reveal any specific reference to the use of psy¬ 
chotherapy in organic brain disease, but the same 
principles that are used in die treatment of any 
mental illness certainly apply in this case. Con¬ 
sequently, any standard textbook on psychotherapy 
would give the essential techniques. 

GYNECOMASTIA AND RESERPINE 
To THE Editor;—A 75-year-old man with hyper¬ 
tensive vascular disease gives a history of having 
had a malignant tumor of the testis removed 
tcith supplemental x-ray therapy in about 1932. 
There is no sign of recurrence. Twice, when his 
dosage of reserpine was increased to a maximum 
of 3 mg. per day, he developed a definite en¬ 
largement and tenderness of the right breast with 
edema of the areola and darkening of the nipple. 
There has been a slight reaction on the left nipple 
with no breast enlargement. On wifhdratoal of 
this therapy, the gynecomastia subsided com¬ 
pletely. Please give an explanation of this oc¬ 


currence. 


David Gregory, M.D., Glasgow, Mont. 


termine this. It is unlikely that repair of such a her¬ 
nia will eliminate this symptom. Rarely is the actual 
cause of this unpleasant sjmiptom found. 

EMOTIONAL PROBLEMS FOLLOWING 
ORGANIC BRAIN DISEASE 
To THE Editor;—A 42-year-old man had a cerebral 
hemorrhage a year ago, causing a hemiplegia. 
He is sufficiently recovered to resume a responsi¬ 
ble job, but he has sought psychiatric help be¬ 
cause he is prone to outbursts of rage toward 
his family and is fearful of being destructive. 
Are emotional problems following organic brain 
disease amenable to psychotherapeutic help? 

M.D., Indiana. 

Answer.— A person suffering from die after-ef¬ 
fects of organic brain disease can be helped by 
psychodierapy insofar as he is a reasonable indi¬ 
vidual. It may be concluded that he^ can be rea¬ 
soned with, since he has been able to resume a 


Answer.— There is no reason to suppose that tlie 
mammary response to high doses of reserpine was 
in any way related to die occurrence of a testicular 
tumor a quarter-century before. Stimulation of the 
mammary gland, however, may occur rarely in 
either sex as a side-effect of high doses of the 
ti-anquilizing rauwolfia or phenothiazine products. 
Continued administration probably would have led 
to milk secretion. Animal experiments indicate that 
this phenomenon is due to the release of pituitary' 
lactogenic hormone (prolactin) associated with 
inhibition of gonadotropic hormones. A sensitiAty' 
of diis type is no contraindication to the use in 
such a case of what would probably be die safest 
antihypertensive dierapy, namely, a combination 
of smaller doses of reserpine widi other drugs, sucli 
as hydi-alazine hydrocliloride, ganglionic Woewng 
agents, or chlorothiazide. Properly individualized 
combination dierapy may permit die use of smaller 
doses of all drugs concerned, in which their sepa¬ 
rate side-effects would be minimized or absent. 


J 
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PERSISTENT ‘^BLINKING” IN A CHILD 
To THE Editor:— An 8-year-old girl, in good health, 
began io “blink” her eyes about one year ago. 
An ophthalmologist found nothing wrong with 
her eyes, hut the patient says they feel irritated. 
She is allergic to some foods. Could this.he due 
to a nutritional deficiency? Her diet seems to he 
well halanced. What arc the causes of such a con¬ 
dition? Please give suggestions for therapy. 

Jerome Kogan, M.D., Stamford, N. Y. 

Axsw’ER.— “Blinking” in a child may be caused 
by several tilings: 1. Recurrent irritants. This is 
most unlikely except in such instances as constant 
exposure to chlorine or other chemicals in a swim¬ 
ming pool. 2. Low-grade, persisting infection of 
the cornea or conjunctiva. This, in the experience 
of this consultant, is not common but is possible 
and might well be established by the use of ap¬ 
propriate laboratory' procedures. 3. Allergic con¬ 
junctivitis. This condition is not common either, 
but it is a decided possibility', and clinical appear¬ 
ance and appropriate laboratory procedures would 
help to establish this diagnosis also. 4. Disease of 
the central nerx’ous system. This, too, is an uncom¬ 
mon cause. 5. “Nerx'ous habit.” Such is the most 
common cause of blinking in children and is fre¬ 
quently seen in children who pull dieir hair, fiddle 
widi their nose and ears, chew dieir fingernails, 
and suck their thumbs. If organic cause has rea¬ 
sonably been ruled out, an effort should be made 
to ignore die blinking completely and, if necessary', 
to seek psychiatric or psychological adx'ice. It is 
doubtful that nutritional deficiency v'ould play any 
part in diis condition. It is not common to find that 
local irritation, in die form of either low-grade 
infection or allergy', w'ill start die blinking, and this 
may continue as a nerx'ous habit. The use of sooth¬ 
ing M'ashes containing soda and soothing drops 
containing a slight amount of anesdietic and anti¬ 
septic and, probably, die oral administration of 
one of the antihistamines would seem to be help¬ 
ful in cases which continue to be nonspecific in 
nature. It must be recalled that, unless the blinking 
is severe, any treatment may tend to prolong a so- 
called nen’ous habit. 

GENETIC BACKGROUND FOR LEUKEMIA 
AND DIABETES 

To THE Editor:—A bahy is up for adoption. The 
grandfather of this hahy is a diabetic; a first 
cousin died of leukemia. The would-be adoptive 
parents want to know what effect this history has 
on the future of the baby. 

W, A. Rauch, M.D., Manitowoc, Wis. 

Axsn'ER.—Tliere is no evidence as yet to indicate 
a strong genetic background for leukemia, and, as 
it is only die first cousin of the baby who was 
affected, this factor can be ignored in planning for 


adoptive placement. Tlie likelihood of the baby 
becoming diabetic is considerably higher because 
of the high frequency of diabetes in the whole pop¬ 
ulation. Tlie frequency of diabetes in the population 
eventually turns out to be as high as 3 or 4%, but it 
is, of course, a great deal lower than this in chil¬ 
dren. The eridence seems to be tiiat diabetes is a 
recessive trait which is carried by' perhaps as much 
as one-fifth of die population. Consequendy, this 
baby' and all odier babies have a reasonable chance 
of developing diabetes at some time. However, widi 
proper therapy it does not cut doira dieir life ex¬ 
pectancy' and, indeed, is not a very' serious problem 
in most cases. This consultant’s recommendation 
would be for die adoptive parents to go ahead and 
adopt the baby and to pay' no further attention to 
the problems of leukemia and diabetes beyond 
what any well-educated couple would do in haring 
occasional physical check-ups for dieir children, 
which, of course, include a urine sample. 

THINNING OF HAIR IN WOMEN 
To THE Editor:—A 37-year-old luonian teas seen 
because of weight loss and alopecia, present for 
five or six months. She also has a mild anxiety 
neurosis. Her history is noncontributory, and 
findings on physical examination were completely 
within normal limits except for generalized thin¬ 
ning of scalp hair, several areas being almost 
completely bald with no new hair growth noted. 
Please give suggestions or information on treat¬ 
ment for this condition. .y/.D., Kentucky. 

Ansv'eb.— Tlunning of the hair in a woman ap- 
proacliing 40 years of age and loss of weight are 
nonspecific findings and are not indicative of any 
diagnosis. Many' conditions may' cause tiiinning of 
die scalp hair in an adult. However, it is assumed 
that die patient has no seborrheic dermatitis, tricho¬ 
tillomania, or alopecia areata, any' recent illness or 
pregnancy, or e.xposure to an overdose of .x-rays. 
Dermatologists are encountering more and more 
of this tyqie of alopecia. It is tempting to dieorize 
that the loss of hair is on a hormonal basis, such 
as a masculinizing tumor or premature menopause 
widi a disturbance of die androgen-estrogen bal¬ 
ance to the male side. However, many of these 
cases are due to less e.xotic causes, such as die use 
of cold waves or hair straighteners. If this is the 
situation, die hair will break off radier than fall 
out. The patient often will interpret this as a bald¬ 
ness due to shedding of the hair rather than to its 
rupture. Discontinuance of such chemicals results 
in a “cure” in one to three mondis. Excessive brush¬ 
ing is to be deplored. If diese suggestions are not 
applicable to this patient, she should be subjected 
to an expert endocrinological analysis and a search 
should be made for a masculinizing tumor, such as 
an arrhenoblastoma of the ovary'. Treatment widi 
estrogenic substances may be indicated by such a 
sun'ey. 
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DISSOLVING CORNEAL OPACITIES 

To ran Eon’OR:—/ffls a new drug been made avail¬ 
able for the 1 real merit of amblyopia in a diabetic 
patient? A 79-tjcar-old woman has had diabetes 
foi 35 tjeais. Eye tests revealed no cataract or 
other condition and the presence of acid and 
sweet tears. The blood sugar level was 150 mg. 
per 100 cc.; the urine was free of sugar. Her main¬ 
tenance therapy has included insulin, 10 units of 
the SO units per cubic centimeter concentration, 
and Icnte insulin, 30 units of the SO units per cubic 
centimeter concentration. A scum has formed 
over the eyes, producing blurred vision. Attention 
has been drawn to a medicine, given in drop 
form, that will dissolve this coating on the eyes. 
Please give information on such a drua. 

Hoy Millsap, M.D., Los Angeles. 


J.A.M.A,, Sept. 6, I95S 


disease and in the 3 witli negative findings tiiere 
was a histoij of taking mild mercurous ddoS 
and Others (Helvet. paediat. acta 3:26i 
iy48} reported positive urinary findings in 19 of 20 
cases and Holzel and James (Lancet hUl, 1952) in 
61 of 94 cases. Bichloride of mercur}^ and boric 
acid are used much less frequently than formerly to 
prepare diapers because of the hypersensitivity and 
to,xicity reported from their use. There are several 
commercial compounds on tlie market diat are ef¬ 
fective and less toxic tlian bichloride of mercurj', 

EXCESSIVE SALIVATION IN PARKINSONISM 
To THE Editor;—I s there anything which can be 
used to check the excessive salivation which oc¬ 
curs in patients with Parkinsonism? 

M.D., Iowa. 


AxswER.-Ainblyopia as a complication of dia¬ 
betes can be due to numerous conditions. In a 79- 
)'car-old person wdio has had diabetes for 35 years, 
it would be unusual not to find diabetic retinopadiy. 
Tlie “scum” o\'er the eyes refers, ajiparently, to 
corneal opacities. The only corneal opacity that can 
be dissolved is tliat due to calcium infiltration, as 
in band-shaped retinopath)', u’hich gives a patliog- 
nomonic picture on biomicroscopic examination 
with the slit-lamp. For treatment, a chelating 
agent is used, edathamil calcium-disodium {calcium 
disodium etbylenediamineteh-aacetate, EDTAA), 
0.37%, ndth a 0.1% solution of sodium bicarbonate, 
which is sterilized by boiling. After tlie corneal 
epithelium is peeled off, the solution is dropped 
into the eye continuously for 15 minutes. The pre¬ 
pared solution is obtainable in quantities of 100 cc. 


MERCURY AND ACRODYNIA 
To THE Editor:—Has a relationship between acro- 
dynia and mercury absorption been established? 
For some reason diaper rashes in a patient are 
much more frequent and persistent lately. These 
rashes formerly responded to treatment of the 
diapers with bichloride of mercury. Another help- 
ltd ointment was ammoniated mercury. Is it wise 
o give up the use of these mercurials, at least 
in children up to 3 years of age? 

Blackwell Sawyer, M.D., Toms River, N.J. 


Answer.— At present the exact cause of all cases 
of acrodynia is not established, but meremy, and 
at times other heavy metals, as the cause is the best 
substantiated and documented. If these heaiy met¬ 
als are the etiological agent, then there must be an 
unusual tissue sensitivity or idiosyncrasy to the 
chemical compounds. The finding of mwcury in 
the urine, the frequency of a history of ingestion 
of some mercury compound, and the response to 
dimercaprol weigh heavily in favor of merci^ as 
being the etiological agent. Warkany ^ 

(A M. A. Am. J. Vis. Child. 81:335, 1951) found 
mercury in the urine of 25 of 28 children wtli the 


Answer.— Tliere is notliing effective for the ec- 
cessive sahvation which occurs witli this condition. 
The various drugs used in the treatment of otlier 
s)'mptoms liave a drying effect on the mucous mem¬ 
branes in varj'ing degree, but they are ineffective in 
stopping excessive salivation. 

SERUM CHOLINESTERASE AND 
MYASTHENIA GRAVIS 
To THE EDiroR-.-In The Journal for June 21,1958, 
page 1057, a question was concerned with 
cholinesterase levels in a patient with myasthenia 
gravis and a history of frequent exposure to 
various and sundry insecticides. The consultant 
indicated- that he had no evidence that chronic 
residuals from insecticides affect the level of 
serum cholinesterase. I would therefore like to 
direct attention to the report by Quinby and 
Lemmon (J. A, M. A. 166:740-746 [Feb. 15] 
1958). In some of the cases of poisoning due to 
parathion residues reported by these workers, 
laboratory determinations indicated decreased 
cholinesterase activities in plasma, as well as in 
erythrocytes. These findings imply that blood 
cholinesterase levels are affected by residuals 
from certain insecticides. 

George X. Trimble, M.D. 

1401 Chestnut Ave. 

Long Beach IS, Calif. 

The above comment was referred to the con¬ 
sultant who answered the original question, and his 
reply follows.— Ed. 

To THE EDiTOB-.-T/ic article by Quinby and Lem¬ 
mon applies to residual insecticides left on the 
crop, not to residual symptoms that accompany 
low cholinesterase levels in the serum. In their 
repotf the values returned to normal ranges in 
three to six weeks after exposure. As far as is 
known, this kind of chronic poisoning is not re¬ 
lated to myasthenia gravis as teas stated in the 
question. 
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Civilian Medicare Program May Be 
Closed Down Next Year . . 

Neic Amendments Explained by 
Social Security Administration . . 

V. S. Will Alloiv Patents on Cancer 
Research Developments . . 

Veterinary Corps Preserved by 
Defense Secretary McElroy . . 

JAN. 1 CUTOFF IN CIVILIAN MEDICARE 
PROGRAM A POSSIBILITY 

With the Oct. 1 date for drastic curtailment of 
Medicare approaching, the program’s retiring di¬ 
rector, Major Gen. Paul I. Robinson, warns that a 
complete shutdown) of the civilian phase on Jan. 1 
is a possibility, unless Congress appropriates more 
money. 

The problem lies in a directive from Congress to 
the Defense Department not to spend more than 
$70,200,000 on the civilian part of Medicare and to 
effect the saving by treating more service families 
in military facilities. But even by channeling all 
dependents possible to military facilities. Medicare 
planners expect that the $70,200,000 will be virtu¬ 
ally exhausted or committed by the first of the year. 

Last fiscal year. Medicare actually cost over 100 
million dollars,'or about 30 million more than was 
appropriated. The deficit was made up by shifting 
other military funds to Medicare. Now, Medicare 
directors question whether they should use this de¬ 
vice this year, in view of the instructions from Con¬ 
fess to stay within the $70,200,000. These instruc¬ 
tions were not in the form of a law but were 
contained in the conference report that accompa¬ 
nied the appropriations bill. 

There are two possible courses of action. Medi¬ 
care could use other funds to supplement the appro¬ 
priation, as in the past, and then go before Congress 
next year and explain why the instructions could 
not be followed. Or the civilian phase of the pro¬ 
gram could be stopped when the $70,200,000 is 
spent or committed. The Defense Department now 
is trying to decide whether it must allow for the 
“carryover” in the present appropriation or plan to 
pay it out of next year’s funds. The carrj'over from 
last fiscal year ending on June 30 w'as about 18 
million dollars, representing hospital and doctor 
bills accumulated in the latter part of the year and 
too late for payment before June 30. 

General Robinson, who had headed Medicare 
since its establishment on Dec. 7, 1956, retired on 
Sept. 1 to join tlie medical staff of the Metropolitan 
Life Ins. Co. in New York. 

In a further elaboration of curtailed services for 
Medicare patients, starting Oct. 1, the Army’s Office 
of Dependent Medical Care said elective surgery 
is no longer authorized; then it gave the foEowing 
definition of such surgery: 


“Medicare or surgical care that is desired or 
requested by the patient which in the opinion of the 
cognizant medical authorit)’’ can be subsequently 
scheduled and effectively treated at a later date 
■without detriment to the patient, e. g., diagnostic 
surveys, cosmetic surger}', reconstructive surgerj', 
tonsillectomies, uncomplicated hernias, and inten’al 
appendectomies.” 

'The following procedures \viU still be permitted 
under Medicare, tiie ODMC said: 

1. Bona fide surgical emergencies which cannot 
be handled on an outpatient basis. Patients must be 
acutely ill and in need of immediate hospitalization 
and treatment. Examples: perforated duodenal ul¬ 
cer, hemorrhage with shock, intestinal obstruction, 
and similar recognized emergencies. 

2. Acute surgical conditions in wffiich the patient 
is in clinical need of hospitalization ^vithout delay 
wuth a view to surgical correction of the basic con¬ 
dition. Examples: acute appendicitis, empyema of 
the gall bladder, hvisted ovarian cyst, strangulated 
hernia, pelvis abcess. 

3. Injuries of such severity as to require hospital¬ 
ization, but only for the treatment of the acute 
phase; no readmission for sequelae of injury except 
an acute medical or surgical requirement such as 
osteomyelitis with acute exacerbation. 

'The ODMC added that the following elective 
surgery procedures that xvill not be permitted: di¬ 
lation and curettage, routine hysterectomy, ligation 
of the FaUopian tubes, heart surgerj^ submucus 
resection, and rhinoplasty. 


SOCIAL SECURITY ADhANISTRATION 
EXPLAINS NEW AMENDMENTS 

As the recently-passed social security amend¬ 
ments became law upon signature by President 
Eisenhower, the social security administration ex¬ 
plained the changes that will apply to the 12,000,- 
000 persons now receiving retirement, disabih’ty, 
and surxivors benefits and the 74,000,000 making 
payments toward their future benefits. Some of th^ 
points are the following: 

Minimum monthly pay for an individual now 
retired will be $33 and maximum will be $116, 
compared with present rates of $30 and $108.30; the 
maximum for a retired worker and his wfe goes 
from $162.80 to $174.00. 

Dependents’ and survivors’ benefits increase 
about 7%, except that the figures vdll be less when 
several members of a family are recei\dng checks; 
the maximum family benefit is boosted from $200 
to $254. The above increases wll be automatic and 
need not be applied for. 

To finance the more liberal benefits, payroll taxes 
on both employer and employee move from 2.25 to 
2.5% and for the self-employed from 3.375 to 
Both benefits and new taxes go into effef- 
uaiy', which means that the self-em-"’ 



i95S earnings. Fur- 
theimoie, {lie amendments will tax the first $4800 
of income instead of tlio first $4,200 as at pilsent 
As a lesull of the boost in taxable income, those 
letning in the future may look forward to a maxi- 

n "fife?^127 for a single individ¬ 
ual and $190.50 for a W'orkcr and his wife 

The ne\v law makes dependents of' disabled 
workers eligible for the same benefits they would 
receive if the w'orker were retired at age 05. These 
paj'inenls can go to any children under age 18, or 

clisabled prior to their 18th 
biithday. The wife also is eligible if she has in her 
care any children eligible for benefits; if .she does 
not thus qualify, she will have to wait for age 62 
to receive ])ayment. 

Unlike the other social securitv increases, the 
disabilih' benefits will not be paid automatically but 
must be applied for. Afore than 200,000 disiibled 
workers between 50 and 65 vears of age now are 
recei^'ing benefits; it is estimated that about 180,000 
dependents of disabled workers \vill benefit from 
the new airangements. Pa\’ments n-ere effectir'e on 
Sept. 1. 


Disabled person will benefit in anotlier respect. 
Until now, social securih' benefits u'ere reduced by 
the amount received as workmen s compensation or 
other such pa>'ments from the federal goveinment; 
now full social security benefits are paid, regardless 
of any other benefits reccir'ed. 

The law also makes it easier for a disabled person 
n qualify for paj'ments under the “wage freeze.” 

(3 to now, he has had to have five years of covered 
pployment out of the 10 years before becoming 
vtisabled and one and one-half years out of tire past 
three. Under the new law, the latter requirement is 
eliminated. Disabled workers v'ho were prevented 
from obtaining benefits in the past because of this 
requirement are reminded they now will have to 
file new claims. 


INDUSTRY ALLOWED PATENTS ON CANCER 
CONTRACT RESEARCH DEVELOPAIENTS 

Industry doing cancer research under federal 
conti-acts will now be able to patent and sell drugs 
or other chemical agents that flow from goyem- 
ment-sponsored research. This new policy position 
was announced by the Department of Health, Edu¬ 
cation, and Welfare. 

Dr. John D. Porterfield, acting surgeon general 
of the Public Health Service, commented: ‘When 
icvilustry accepts a government research conti-act 
and devotes its scientific knowledge, facilities, and 
personnel to this field, it quite properly expects a 
reasonable "opportunity to protect its investment 
and rights to i^oduce and use a chemical or other 
agent derived from its own research efforts. On the 
oth ^d, if the government finances all or part of 
^ itrial research, government has a respon- 
^sure that the products of that research 
^and promptly available in a manner 
Public interest. 

jment is an important step tor- 
\1 program of cooperative re- 
^otherapy and is expected to 
'"uctive cooperation among 
Nunnc and the federal 


IJ, 1S5S 


VETERINARY CORPS CONTINUED 
BY, McELROY 

. Tlie veterinary services of the armed forces Inv? 
been saved. Defense Sec. Neil McElroy has quictk 
leversed a decision of former Sec. Charles IVikon 

enrn? "T with tile veterinary 

ps and shifted its duties to other agencies as 
w^l as to the military medical services. 

The American Medical Association joined with 
the American Veterinary Medical Association in 
urging the new secretary to set aside die changes 
proposed by Mr. Wilson. 

Defense officials now feel that the advent of tlie 
space age has increased the responsibility of the 
veterinary corps, for example, use of animals in 
space medicine. Also, there is increased activity in 
such fields as bacteriological and radiological medi¬ 
cine, in which the veterinarian play a part. 

Appointments in die regular Army and Air Force 
Veterinary Corps, held up pending the outcome of 
the issue, are now expected to move ahead. 


ARMY REDUCES SIZE AND FREQUENCY 
OF IMMUNIZATION SHOTS 

Because fewer vaccinations are required with 
the vaccines now in use, the Army has reduced die 
size and frequency of shots, on recommendation of 
the commission on immunization of the armed 
forces epidemiological board. Here are some of the 
changes. 

Present typhoid-paratyphoid immunization prac¬ 
tice calls for a booster shot every three years. This 
has been reduced to two booster shots at four-year 
inteiwals for those remaining in continental United 
States, Canada, Alaska, and Hawaii; further shots 
are required if travel is to some odier world area. 

Booster shots will not be given for cholera- 
typhus, even when the individual is residing in a 
cholera-ty'phus section, unless there is “an actual 
risk of infection.” 

Separate immunization will not be required for 
diphtheria, as this is in included in a new tetanus- 
diphtheria vaccine; this change has been in progress 
for some time. 

Altliough the new policy generally reduces the 
number of shots, it also includes die requirement 
that vaccination for poliomyelitis for the first time 
will be mandatory for all personnel under age 40 
prior to travel outside the continental United States. 

International quarantine requirements still will 
be observed, but the surgeon general of the army 
may waive military immunization requirements for 
persons tiaveling overseas on short trips under 
auspices of the armed forces. 


MISCELLANY 

i^alter Reed Army Institute of Research has 
iionstrated for the first time die whole oj 
nting facility. Described as one of the most im- 
tant innovations in the field of nuclear medicine, 
facility can measure directly the natural ‘"J, 
uired radioactivity in man. The origma^ 
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DIAGNOSIS AND CLINICAL MANAGEMENT OF FUNCTIONING CARCINOIDS 

William G. Sauer, M.D., William H. Dearing, M.D. 
and 

Eunice V. Flock, Ph.D., Rochester, Minn. 


RACING the development of the syn¬ 
drome known today in the United States 
as functioning carcinoid and abroad as 
metastasizing argentaffin carcinoma is like 
watching the pieces of a giant jigsaw puzzle fall 
together. After the description of carcinoids as a 
patliological entity, it was originally thought tliat 
these were benign lesions. However, around the 
turn of the centurj' it became apparent that they 
may metastasize and produce masses in the abdo¬ 
men. Not until five years ago was it realized that 
they function as endocrine tumors in the sense that 
they secrete serotonin, which exerts its effects on 
the vessek of the skin, the smooth muscle of the 
gastrointestinal tract and bronchi, and the valves 
of the heart and is foimd also in the brain, where 
its function is under study, ^^^e ordinarily think of 
an endocrine tumor as acting tlirough its hormones, 
in the classic fashion, but resulting in overstimula¬ 
tion of a normal physiological process; for example, 
the production of hj'poglycemia by an islet cell 
adenoma of the pancreas. However, in the sjm- 


Fvnctioning carcinoid is a serofonin-secret- 
ing argentaffin tumor which may metasta¬ 
size. The excess serotonin produces special 
symptoms, such as characteristic spells of 
flushing of the skin, and is associated with 
the appearance of abnormal amounts of 5- 
hydroxy-3-indole acetic acid in the urine. In 
addition, the functioning carcinoid may in¬ 
duce cramps, diarrhea, and other less 
typical symptoms generally associated with 
intra-abdominal tumors. Histories of 12 pa¬ 
tients with this disease are given in detail. 
The primary lesion was located in the small 
intestine in seven pofienfs. The diagnosis is 
confirmed by the finding of abnormal quan¬ 
tities of 5-hydroxy-3-indoIe acetic acid in 
the urine. The best current treatment is sur¬ 
gical removal of as much of the tumor as 
possible. 



From the S^tion of Medicine (Drs. Sauer and Dearing) and the Section of Biocheimstr>’ (Dr. Flock), Mayo Clinic and ^^ayo Foundation. The 
Mayo Foundation is a part of the Graduate School of the University of Minnesota. 

Read before the Section on Gastroenterology and Proctolog>’ at the 107th Annual Meeting of the American Medical Association, San Fran¬ 
cisco. June 25, 1958. 
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^FUNCTIONING CARCINOMAS-SAUER ET AL. 

drome of functioning carcinoid there is no knonm 
normal parallel, and the clinical picture produced 
IS entirely pathological. 

The primary carcinoid lesion is usually very 
small, may often be multicentric, and frequently is 
situated in the distal part of the ileum, but meta- 
static lesions may occur after many years, grow 
slowly, and assume massive proportions. Metastasis 
usually occurs to the lymph nodes and liver, and 
occasionally to the lungs, bones, and ovaries. It is 
generally agreed that carcinoids, esiDccially tliose 
arising in the stomach, small intestine, and colon, 
are malignant and may metastasize. Pathologists' 
estimate that carcinoids arising in tlie appendix 
constitute from 58 to 90% of all carcinoids. Extra- 
appendiceal lesions may arise in the stomach, duo¬ 
denum, jejunum, ileum, cecum, colon, rectum, gall¬ 
bladder, gastrointestinal components of a teratoma, 
and, as recenth’ obser\'ed, in the lungs. It is stated 
that appendiceal carcinoids are of an unusually low 
^ade of invasiveness, and in a review of the Eng¬ 
lish language literature and in his series of 207 ap¬ 
pendiceal carcinoids MacDonaldcould find no 
adequately documented instance of metastasis 
be}-ond regional Ij'mph nodes. 

After acceptance of the concept tliat carcinoids 
are malignant and may metastasize, little new in¬ 
formation was added until a peculiar syndrome, 
that of functioning carcinoid, was described by 
Biorck and co-workers ■ in 1952 and by Thorson 
and co-workers ^ in 1954, Tliey gave criteria for 
diagnosis and e.vpressed the view tliat metastasis to 
the liver is an important factor in the genesis of this 
syndrome and that the common denominator in the 
production of its signs and symptoms is 5-hydroxy- 
tryptamine, or serotonin. 


Investigations on Carcinoids and Serotonin 

Many investigators have studied die pharma¬ 
cological aspects of this substance and its relation¬ 
ship to this syndrome. Erspamer,'' in die mid 1930s 
and early 1940’s, conducted investigations leading 
to die identification of enteramine, a substance im¬ 
parting peculiar histochemical properties to the en- 
terochromaflfin cells of the gastrointestinal mucosa. 
Rapport and co-workers,® in 1948, isolated from 
beef serum a crystalline vasoconstrictor substance 
which they called serotonin. The next year Rapport ® 
proposed the constitutional formula of 5-hydroxy- 
tryptamine for this substance. Hamlin and Fischer ’’ 
confirmed diis structure by synthesis of serotonin in 
1951. A year later Erspamer and Asero ® idendfied 
enteramine as 5-hydroxytryptamine and also syn¬ 
thesized it. In 1953, Lembeck® extracted 5-hydroxy¬ 
tryptamine from a carcinoid found at autopsy and 
thus corroborated Erspamer and Asero’s assumption 
of the origin of die substance. 

Page and McCubbin,*'’ Comroe and associates, 
Gaddum,*" and others have studied relationships 
behveen the clinical syndrome of functioning car- 


J.A.M.A., Sept. 13,1955 
cmoid and the pharmacological action of 5-hydrow 

degradation oi 5-hydroxytryptamine to 5-hydrox\Jl 
^icehc acid, Page and associates'* and 
Sjoerdsma and Udenfrienddemonstrated an in- 
crease of the latter substance in the urine of pa- 
tients ^w^ carcmoids, and Sjoerdsma and asso¬ 
ciates described a simple test for the diagnosis of 
metastatic carcinoid. Udenfriend and associates" 
presented a method for quantitative assay of 5-hy- 
droxy-3-indole acetic acid in normal urine soon 
thereafter. At about this time, Pemow and Walden¬ 
strom and Page and associates expressed their 
reasons for considering argentaffin carcinoma or 
functioning carcinoid as tan endocrine tumor. They 
e.xpressed tlie view that the whole sjmdrome results 
from increased production of a pharmacologically 
active substance by the malignant cells and stated 
that the presence of large amounts of 5-hydro.xy-3- 
indole acetic acid in the urine may be regarded as 
the best indication of the presence of functioning 
carcinoid. 

Further understanding of the syndrome was ad¬ 
vanced by tlie reports of Sjoerdsma and associates 
when, using tryptophan labeled with radioactive 
carbon (C'*), they were able to demonstrate the 
pathway for the production of 5-hydroxytr)fptamine 
and its ultimate breakdoum to 5-hydroxy-3-mdole 
acetic acid. MacDonald,"’ in 1956, studied data on 
356 carcinoids of the gastrointestinal tract gathered 
from the records of the Boston hospitals and added 
four new cases of the sjmdrome of functioning car¬ 
cinoid. He said that the addition of his new cases 
brought the total number of acceptable cases of 
this syndrome reported to that time to 57. In this 
report he documented the pathological findings in 
regard to the valvular lesions of the right side of the 
heart He also noted a rather high incidence of gas¬ 
tric and duodenal ulcer in association with carci¬ 
noids. He suggested, too, that some relationship 
might exist between these tumors and arthritic 
changes usually involving the joints of die fingers. 
Several other cases of this syndrome have been re¬ 
ported since MacDonalds review, including four 
cases that we presented in May, 1957, at the 
meeting of the American Gastroenterological As¬ 
sociation. 

In die past year and a half principal interest has 
centered about the relationship of serotonin and its 
precursor, 5-hydroxytryptophan, to the production 
and excretion of histamine in patients with this 
syndrome. Large amounts of histamine have been 
demonstrated in the urine obtained from diese pa¬ 
tients, and blood studieshave shown high levels 
of 5-hydroxytryptophan. It was also 
strated that the tumor pool of serotonin could be 
calculated by using radioactive labeled 5-hydrox}'- 
trvptophan. Recently it has been postulated that a 
tumor exists which secretes 5-hydroxytryptop an, 
produces an atypical picture of functioning carci- 
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noid,"“ and is characterized by the excretion of 
large amounts of histamine as well as large amounts 
of 5-hydroxytryptophan and serotonin in the urine, 
but has only small amounts of serotonin present in 
the tumor. 

A ver>' e.xtensive re\new of the physiological prop¬ 
erties of serotonin as described during the last four 
years has been presented recently by Page.""' The 
popularity of this subject currently is attested to by 
the fact that Page listed 529 references in tliis re¬ 
view article. The reader is referred to this excellent 
article for a comprehensive survey of this interest¬ 
ing substance and the many interesting and impor¬ 
tant studies in relation to this substance and func¬ 
tioning carcinoid. 

Report of Cases 

Case 1.—A 72-year-old woman was admitted to the Mayo 
Clinic in March, 1957, with tJ)e complaint of loss of weight 
during the last seven months. For 50 years she had had 
right subcostal aching, bloating, and gaseous distention with 
occasional pain e.\-tending through to the back. For four 
years she had tired easily. For three years she had had a 
stinging sensation on the right side of the tongue. For two 
years episodes of flushing of the face had occurred on the 
average of once or twice a week. The flush began at the 
back of the neck, spread over the neck and face, and in¬ 
volved the upper anterior part of the thorax. The flush 
appeared to be irregular or spotty on the neck, but was 
diffuse over the face. She felt hot during tlie flush, and her 
husband stated that she ‘looked as red as fire." The flush 
lasted for a few minutes and seemed to be precipitated by 
eating, usually occurring 10 minutes after meals. She denied 
diarrhea, asthma, or cardiac s>mptoms. For nine months she 
had been aware of recurrent, severe cramping epigastric 
pain which was wone after meals and occasionally awak¬ 
ened her at night. Relief was obtained by vomiting or 
belching. In the three months prior to admission she had 
fainted three times. She had reduced her intake of food 
because of pain and had lost 23 lb. (10.4 kg.). 

The patient weighed 97 lb. (44 kg.). The blood pressure, 
pulse, and temperature were normal. There were no cardiac 
murmurs and no palpable abdominal masses or organs. 
Studies of the blood and urine disclosed only mild hypo¬ 
chromic anemia. Urinalysis was positive for 5-hydroxy-3- 
indole acetic acid. X-ray e.xamination of the thorax, gall¬ 
bladder, and stomach did not reveal any abnormality. 
Proctoscopic examination gave negative results. On March 
25, 1957, abdominal exploration disclosed in the upper part 
of the ileum a carcinoid 1.2 cm. in diameter. There was 
e.xtension to the root of the mesentery with involvement 
and obstraction of the superior mesenteric vein by a mass 
measuring 5 to 6 cm. Biopsy proved the diagnosis of carci¬ 
noid. Four or five metastatic nodules were found in the 
right lobe of the liver. Enteroenterostomy was done to re¬ 
lieve obstruction. The postoperative course was satisfactory. 
The administration of tryptophan seemed to increase the 
urinary e.xcretion of 5-hydroxy-3-indole acetic acid (table 1). 

Case 2.—A 68-year-o!d woman came to the clinic on 
July 26, 1957, because of multiple enterocutaneous and 
colocutaneous fistulas. She gave a history of gaseous dis¬ 
comfort in the lower part of the abdomen, especially after 
eating a large meal in the evening. From 1950 to 1954 she 
had had four episodes of intermittent, incomplete obstruc¬ 
tion of the small intestine. In 1954 she e.xperienced episodes 
characterized by a red, blotchy flush involving the upper 
part of the trunk, tire face, and the arms and associated with 
extreme sweating of the neck and face. The episodes lasted 


five minutes, seemed to be precipitated by alcoholic bev¬ 
erages, emotional upsets, and occasionally by eating and had 
gradually progressed in severity and frequency. 

In March, 1957, abdominal e.xploration elsewhere dis¬ 
closed hepatic metastatic lesions and the abdomen was 
closed. Postoperatively, x-ray studies revealed an obstruct¬ 
ing lesion in the ileum. On ifay 21, she was again operated 
on elsewhere to relieve intestinal obstruction. She had a 
stormy postoperative course and seven days later rmderwent 
reexploration of the abdomen because of multiple entero¬ 
cutaneous and colocutaneous fistulas. On June 28, an un¬ 
successful attempt was made elsewhere to close the fistulas. 
Her cbnical condition continued to decline, the severity of 
the flushing and sweating episodes increased, and her men¬ 
tal condition deteriorated. 

When she was transferred to the dinic on July 26, 
e.xamination disclosed emaciation, debilitation, dehydration, 
and confusion. She was perspiring profusely over the head, 
face, and neck. She had no heart murmurs. There were 
several abdominal fistulas. Marked excoriation of the skin of 
the abdominal wall was present from intestinal drainage. 
Palpation of the abdomen was difficult, but no gross masses 


Table 

1—Effect of Certain Drugs on Urinary 

Date, 

1957 

Urine, 

Cc. 

5‘HydroxfjS~lndole Acetic Acid 

5HIAA, 

Mg./24 Hr. Drag Used 

3/30 

I,S30 

24.9 

Case 1 

•*/ 1 

1,350 

13.1 

... 

4/ 2 

570 

5.4 


4/ 5 



Tryptophan, 1 Gm, 

4/6 

630 

19.5 


4/ 7 

522 

l&S 


10/23 


25.2 

Cases 

10/24 


29.0 


10/20 


... 

Tryptophan, 3 Gm. 

10/27 

1,590 

50.0 


10/2S 

1,070 

£9.0 


10/29 

1,030 

41.0 


10/30 


32.0 

Hydroxyzine hydrochloride 

10/31 


22.0 

Hydroxyzine hydrochloride 

6/12 

775 

41.0 

Case S 

8/22 



Tryptophan, 3 Gm. 

8/23 

1,130 

92.0 


9/ 3 

... 

52.0 

Reserpine, 0.23 mg., q.i.d. 

9/ 4 


37.0 

Reserpine, 0.25 mg., q.i.d. 


could be felt. At admission she had leukocytosis and marked 
electrolyte imbalance. Quantitative analysis of 1,290 cc. of 
urine (a 24-hour specimen) yielded 16.9 mg. of 5-hydro.x>’- 
3-indole acetic acid. Fluid and electrolyte imbalance was 
corrected, with progressive improvement in the patient’s 
general condition. The infected abdominal skin cleared after 
adequate treatment. Surgical closure of the fistulas was ad¬ 
vised, but the patient declined closure and requested dis¬ 
missal. 

Case 3.— This patient was initially seen at the clinic in 
May, 1940, at age 43 for repair of a postpartum rectovag¬ 
inal fistula. She was next seen in March, 1941, at which 
time diagnoses of adenomatous goiter without hyperthy¬ 
roidism and psychoneiuosis were made. On a return visit 
early in 1943 the same diagnoses were made. Later, in April, 
1953, she returned because of symptomatic gallstones. 
Cholecystectomy was performed. At operation the surgeon 
observed that appendectomy and hysterectomy had been 
performed previously. There were dense adhesions in the 
right lower quadrant of the abdomen. Pathological examina¬ 
tion of the gallbladder disclosed chronic cholecystitis with 
moderately thickened and infiltrated walls. Gallstones were 
present. 
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60 October, 1957. when she 

dmScrSS t diarrhea 

mrt of L ® f"'" developed in l},c lower 

fw o 1 ^4cr liomc pliy.sician found a lesion in 

I S ,s7^'‘"'l ‘';^''''»''»ation and advised operation. 

In AiiRu.st right hcmicolcclomy and ileoeolostoniv were 
pcrfornicd elsewhere. A diagnosis of carcinoid was' made. 

o d»?1v ' die Ij-niph nodes np 

After nnt r^ li «P either .side of the aorta. 

After operation tlic diarrlica pcr.sisted, although the ciamn- 
ing was relieved. 

The p.atieut soon espcricnced episodes of flushing, I.aving 
had in the two-month period between operation and 
obscn’afion at the M.yo Ciinic. She .said that the flush oc- 
curred over the head, neck, slioulders, tlioras, and upper 
part of the anus and that file .skin became deep reel "like a 
lobster; the skin felt as if it were burning. There was no 
associated .sweating. The episodes usually lasted five minutes 
but one had lasted an hour. Tlicy bad aivakcned her from 
sleep at night. She knew of no precipitating factors. She 
said tlial palpitation and disspnea wore a.ssociated with the 
fiusJi nncl (hat (he cpnodcs were definitely difTercnt from 
those .she associated with menopausal “hot Mishas.” She had 
not had nvdinia, Slic had lost 28 lb, (l‘2.T kg,) since opera- 
tion. 

■When .she was es.imincd at the ciinic in October, 1957, 
her Iflood pressure was 135 mm. Hg .sj'.sto!ic and 90 dia- 
.sfolic, and temperature was 99.2 F (37 C). She was tliin, 
nervous, and tense. A .small adenomatous goiter wa.s present. 
TJiere wore multiple ahdoniinal scars, the most recent one 
being reddened and tender. The edge of the liver wa.s pal¬ 
pable 3 cm. below the costal margin on deep inspiration 
and was linn. A mass measuring 4 by 0 in. was present in 
the right lower quadrant. Tin's mass was firm and nontender, 
and massage did not produce a flush. Tliere were no cardiac 
nninniir.s. 

Laborator>' studies disclosed mild liypochromic anemia, 
normal seaun bilirubin les'cl, nonnal cscretion of sulfobro- 
mophthalein, and nonnal prothrombin time. The results of 
proctoscopic e.\amination were ncgatis'c. X-ray esamination 
sliowcd that resection of the cecum had been perfonned 
and tliat an end-to-end ileocolonic stoma was functioning 
freely. The results of esamination were otherwise negative. 
Tiie .\-ray appearance of the thoras was normal. Urinalysis 
on two occasions yielded 25.2 mg. and 29 mg. of 5-hydio\y- 
3-indole acetic acid in 24-hour specimens of urine. 

Urinary' excretion of 5-hydro\y-3-indoie acetic acid after 
administration of tryptophan and various drugs svas studied 
(table 1). Then abdominal exploration was carried out. 
Many small metastatic implants were found in die liver. 
Also, “■ ■— nodes occupied tire root of the 

rnesent^.; .■■■ ■ intestine, and these were not re¬ 

sectable. Forty nrilligrams of a specimen of tissue removed 
for biopsy and determination of the serotonin content gave 
a positive reaction for serotonin. Postoperative recovery was 
uneventful Diarrhea and flushing were unaffected by hy- 
dro.syzine hydrochloride therapy. In January, 1958, the pa¬ 
tient stated that her appetite was good and that tire diarrhea 
was less severe. She had gained slightly in weight. Flushes 
were severe, occurring daily and now involving the entire 
body. After a flush she felt exhausted and depressed. She 
was taking chlorproinazine, 25 mg. four to six times a day. 
She was advised to increase this dosage. 

Case 4.-A svonian aged 54 who came to tlie clinic in 
January, 1958, said that for the past 10 years, she had had 
occasional episodes of hot flushes and sweating. These would 
occur as often as three times a day for two to seven days 
and then would not occur for weeks at a time. During the 
last year tire flushes had become more frequent, had oc¬ 
curred several times daily, and had lasted two mimrtes or 
more. The episodes would come and go, apparently un- 
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i4'SaSs‘£r.S 

bad noted fulness in the upper part of 
1 1 C abdomen and she had seemed to become full easily mth 

01' i?hori ""f ^ oh^LreSt 

w to 12 liquid, yellow to green bowel movements per 24 

fimlirf several Umes nl m- 
tersais of three to five minutes, and each flush lasted for 30 
to 60 seconds During the flush there were diffuse redness 
and patches of blotchy erythema over the face, neck, upper 
anterior and posterior parts of the thorax, breasts, arms, 
forearms, and abdomen. The liver was massively enlarged, 
liard, coarsely nodular and easily palpable down to the right 
iliac crest and across the abdomen to the left upper quad¬ 
rant. The spleen could be palpated 4 cm. below the left 
costal margin. There was a systolic pulmonic imiimur. 
Massage of the liver produced a flush, as did pelvic and 
rectal examination. Otlier than a sulfobromophthalein re¬ 
tention of 10% at the end of one hour, results of studies of 
tile blood and urine were not remarkable. X-ray examina¬ 
tion of the tliorax' showed an elevation of the diaphragm on 
tlie right. A plain roentgenogram showed a soft-tissue mass 
in the upper part of the abdomen, mostly on tlie right. A 
24-liour specimen of urine yielded 11.4 mg. of 5-hydroxy-3- 
indole acetic acid. The patient was advised of the tentative 
diagnosis, and further studies w'ere suggested, but she 
elected to return home witliout further study. 

Case 5.— A 53-year-old woman came to the clinic in 
Jamiaiy’, 1958, witii die complaint of clironic cough of 15 
years' duration, ivhich had been worse in the past year. Five 
mondis before admission she had begun to have hemoptysis 
u'liich persisted and became a daily occurrence. She had 
febrile episodes during this period. She svheezed frequently 
witii respiration. For two months she had had svibsternal 
distiess precipitated by paroxysms of coughing. She was 
dyspneic after rapidly walking half a block. The blood 
pressure was 166/96 mm. Hg. There was no cardiac mur¬ 
mur. She denied diarrhea or flushing. The liver was 
palpable two fingerbreadths beneath the right costal margin. 

Studies of the blood and urine gave negative results. 
Studies of 5-hydroxy-3-indole acetic acid were not done. 
X-ray examination of the thorax revealed calcification and 
torsion of tlie aorta, Cytological examination and culture of 
the sputum and examination for acid-fast organisms gave 
negative results, Bronchoscopic examination disclosed a 
bleeding lesion in the left lower-lobe bronchus; at biopsy 
this proved to be a bronchial adenoma of the carcinoid type. 
At left pneumonectomy a high grade 1 adenocarcinoma of 
the carcinoid tj'pe measuring 5 by 3 by 4 cm. was en¬ 
countered arising in die left lower-lobe bronchus 3.5 cm, 
bclosv the level of transection of the main bronchus, The 
tumor had penetrated deeply and eroded into tire uppa- 
lobe bronchus. Several nodes immediately adjacent to the 
tumor were metastatically involved. Hilar nodes were in¬ 
flamed. The tumor contained 31 meg. of serotonin per gram. 

Case 6 .-A 63-year-old woman came to tlie clinic m 
February, 1958, witii the complaint of a productive cough 
of two and one-half years’ duration. She had bpri seen 
here previously, in September, 1951, because of astlima 
and pneumonitis involving die left base. She had rcturnca 
in February, 1952, at svlrich time it was found timt rheum- ^ 
toid arthritis had developed in the intenml In Sep ™ber, 
1955, she was seen because of rheumatoid artJiritis . j 
pulmonary nodules which were thought to be granulomas , 

pSent time tlie astlima continued unchanged, j 
denied diarrhea or flushing of the skin. Her home phys ci. 
had found new nodules on the right side m tlie cour e o 
.x-ray examination of foe thorax and had referred her tor j 
evaluation of her condition. 
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The patient weighed 161 lb. (73 kg.). Her thought and 
speech appeared somewhat slowed. Her blood pressure was 
150/80 mm. Hg. There were sticky rales at each base 
posteriorly. The changes of rheumatoid arthritis were evident 
in the fingers of both hands. The eiyrihrocyte sedimentation 
rate was 72 mm. per hour (Westergren method). Urinalysis 
gave negative results. Studies for 5-hydroxy-3-indoIe acetic 
acid were not done. X-ray e.xamination showed three masses 
in tlie middle lobe of tire right lung, and the question was 
raised as to die presence of small nodules in bodi pulmonary 
fields whicli might be metastatic. At thoracotomy the large 
circumscribed lesion seen on x-ray e.xamination was found 
to be in the fissure between the right middle and the right 
upper lobe. There were also multiple small nodules in the 
right middle and lower lobes, and consequently these lobes 
were removed. 

The surgical padiologist reported carcinoid widi multiple 
nodules tliroughout the limg but primarily in die peripher}'; 
the largest measured 3 by 2 by 2 cm. and the smallest 0.3 
cm. in diameter. The larger tumor contained 86 meg. of 
serotonin per gram of tumor, and die smaller tumor con¬ 
tained 62 meg. per gram. Postoperative urinalysis for S- 
hydroxy-3-indole acetic acid gave negative results. The 
postoperative course was satisfactory until the sevendi day 
when tachycardia, shock, and gastric retention developed, 
and the patient ied in spite of supportive treatment in¬ 
cluding administration of fluids, electrolytes, steroids, and 
levarterenol (Levophed) bitartrate. 

At autopsy multiple benign adenomas were seen in the 
remaining right upper lobe. A hepatoma but no metastatic 
carcinoid nodule was present in the liver. Careful search of 
the entire gastrointestinal tract did not disclose any car¬ 
cinoid lesion. There was no evidence of cardiac changes 
similar to those previously described*” in the cusps of the 
valves of die right side of the heart. There was thrombosis 
of the portal vein. 

Case 7.—This case is reported in detail elsewhere.**’ The 
patient was admitted to the hospital in October, 1957, be¬ 
cause of severe pain and a mass just below the right inguinal 
ligament and superficial to the right femoral artery. Else¬ 
where she had imdergone subtotal hysterectomy and ap¬ 
pendectomy in 1943 and right pneumonectomy for a bron¬ 
chial adenoma widi metastasis to the hilar nodes in January, 
1936. The bronchial lesion was of the carcinoid type. She 
had had recurrent pain in the right upper quadrant since 
April, 1937, and intermittent diarrhea and flushing episodes 
since July. The flushes occurred several times a week, in¬ 
volved principally the head, neck, and face, and lasted for 
periods ranging from 20 or 30 minutes to eight hours. A 
burning sensation of the face was associated ivith the 
flush. Her surgeon wrote that the results of urinalysis for 
5-hydroxy-3-indole acetic acid were positive in the fall of 
1957. 

Physical e.vamination disclosed tlie following findings; 
flushing and evidence of acute pain; blood pressure 110/60 
mm. Hg; pulse 100; temperatme 100 F (37.8 C); right 
pulmonary space surgically obliterated; no significant heart 
murmurs; erJarged, hard, coarsely nodular liver; large mass 
in the region of the gallbladder; a right femoral hernial sac 
measuring 1.5 by 1.0 cm., which disappeared while it was 
being examined; negative rectal findings; and absence of 
edema of the extremities. 

Laboratory studies revealed hypochromic anemia; normal 
urine; retention of sulfobromophthalein, 18S; serum alkaline 
phosphatase level, 17.7 King-Armstrong units; rate of sedi¬ 
mentation of erythrocytes, 60 mm, per hour (Westergren 
method); and the presence of 5-hydroxy-3-indole acetic acid 
in the mine. X-ray examination disclosed that pneumonec¬ 
tomy had been performed on the right and that the left lung 
was clear. Tire gallbladder was nonfunch'oning, according 
to x-ray evidence, and it contained stones. The referring 
physician kindly loaned sections of previously resected 
tissues which were reviewed by Dr. M. B. Dockerty, who 


rejrorted evidence of chronic cervicitis, fibrosis of the uterus, 
and chroiric fibrous appendicitis with no evidence of car¬ 
cinoid from tire orgairs removed in 1943; a primary bronchial 
adenoma of the carcinoid type was present in the specimen 
obtained at pnermroneclomy in 1956. 

Abdominal exploration on Nov. 4, 1957, disclosed a 
markedly enlarged liv'er with massive amounts of metastatic 
tumor tissue. One mass just above the inferior margin of 
the liv'er measured 8 cm. in diameter and was fluctuant but 
was distinctly not the gallbladder. A smaller superficial 
nodule was removed for biopsy. It was elected not to aspirate 
the large fluctuant mass. Inspection of the entire small in¬ 
testine, cecum, and a portion of the transverse colon did not 
reveal any primary lesion or mesenteric nodal metastasis. 
The nodule removed from the liver was found to be meta¬ 
static grade 1 adenocarcinoma, carcinoid tjpe. 

Postoperative recovery was satisfactory. Flushing was 
temporarily relieved by the administration of chlorpromazine 
but became bothersome again after the patient was dis¬ 
missed from the hospital. 

Case 8.—A middle-aged man, who was initially seen at 
the clinic in June, 1937, gav'e the history' that in September, 
1945, 30 in. of the small intestine had been remov'ed be¬ 
cause of Meckel’s diverticulum and carcinoid with obstruc¬ 
tion and metastasis to lymph nodes. Six months later he 
began to have episodes of low abdominal crampy pain vvitli 
the characteristics of intermittent, incomplete obstruction of 
die small intestine. Over ensuing years die episodes became 
more frequent and of longer duration until they precipitated 
his admission to the chnic. He denied flushing, astiuna, 
swelling, or symptoms of impaired cardiac reserve. 'Tlie only 
diarrhea he had experienced had occurred as episodes of 
partial obstruction subsided, at which time he would have 
two or tliree loose, watery movements during 24 hours, and 
then he would be entirely free from diarrhea until die next 
episode of incomplete obstruction. 

Examination revealed blood pressure 122/80 mm. Hg; no 
heart murmurs; tenderness in the right lower quadrant of 
the abdomen; liver not palpable; no peripheral edema; no 
flushing; complete blood cell coimt normal; urine normal; 
liv'er function normal; x-ray appearance of the entire gastro¬ 
intestinal tract normal; proctoscopic findings normal; absence 
of parasites and ova in the stools; and 41 mg. of 5-hydroxy- 
3-indole acetic acid in a 24-hour volume (775 cc.) of urine. 

Exploration was advised, but the patient elected to defer 
this procedure. He returned in August, 1957. After oral 
administration of 3 Gm. of tryptophan, a 24-hour specimen 
of urine (1,130 cc.) on Aug. 23 yielded 92 mg. of 5- 
hydro.\y-3-indole acetic acid (table 1). Exploration the 
ne.xt day disclosed recurrent and metastatic carcinoid of the 
ileum. Nodules were present in the liv'er. The terminal por¬ 
tion of the ileum, including the tumor, and the riglit side of 
the colon vv'ere resected, and ileotransverse colostomy vv'as 
performed. The tumor tissue contained 545 meg. of sero¬ 
tonin per gram. Postoperativ'ely the urine continued to con¬ 
tain 5-hy'droxy-3-indole acetic acid. After administration of 
0.25 mg. of reserpine four times a day the urine contained 
52 mg. of this substance on Sept. 3 and 37 mg. on Sept. 4. 
The patient continued to be entirely' free of any symptoms 
of functioning carcinoid. 

Cases 9, 10, 11, and 12 have been reported elsewhere.’® 

Clinical Features 

According to the criteria described by Thorson 
and co-workers ^ and confirming observations by 
many authors, cardinal sjTnptoms or findings in¬ 
clude the flushing phenomenon, diarrhea, histor}' of 
episodes of asthma, enlargement of the liver, de¬ 
pendent edema, and auscultatorj' findings compati¬ 
ble with pulmonic stenosis or tricuspid insufficiency 
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or both. Not all these features need be present 
simultaneously. In addition, abnormal amounts of 
5-hydroxy-3-indole acetic acid should be demonstra¬ 
ble in the urine, and, if facilities are available, ab- 
tiormal amounts of 5 -hydro.\ytryptamine can be 
demonstrated in the blood or in tumor tissue. 
Needle biops}' of the li\'cr may yield evidence of 
metastatic carcinoid tissue. 

On the basis of the 12 patients (table 2) repre¬ 
sented in this report the following information 
seems pertinent to diagnosis. 

Historij.-A histor)' compatible with previous epi¬ 
sodes of intermittent incomplete obstruction of the 
small intestine may be obtained; thus, four of 
eight patients whose carcinoid was primary in the 
abdomen in our group of patients had been previ¬ 
ously operated on elsewhere for this reason. Exami¬ 
nation of tissue so removed will indicate the nature 
of the lesion. 

Flushing.—A peculiar cutaneous flushing has been 
described bv all who have written on this syn¬ 
drome. It is'perhaps the most outstanding physical 
finding when it is present, and remarkable desciij?- 
tive terms have been applied to it.’® 


fade from the center to the periphery, the central 
portion at first becoming dusky cyanotic before all 
color disappears and leaves this portion the color 
of normal white skin. At first glance these areas 
simulate giant hives, but they are not elevated 
above die surface of the skin. 

Tliere are reports tliat flushing can be precipi¬ 
tated by alcoholic beverages, hot drinks, eating, 
defecation, anger and anxiety, and by palpation 
of the enlarged liver or intra-abdominal tumor. 
However, investigators failed to demonstrate an 
increase of 5 -hydroxytryptamine in the blood after 
ingestion of alcohol or food. 

Diarrhea.-Diarrhea of varied severity occurred 
in 6 of die 12 patients. The number of stools ranged 
from a few to as many as 20 to 30 watery, yellow to 
green foul movements in 24 hours. WTien severe, 
diarrhea may occur at night as well as during the 

day; it is not bloody. . 

Asfhma.-Three of the 12 patients gave histones 
of asdimatic attacks. The attacks were not severe 
and yielded readily to the usual medical measures. 
It has been suggested diat the use of epinephrine 
be avoided in these patients. 


Table 2.—Features in Twelve Cases 


Fenture 

1 

. + 

2 

+ 

3 

4- 

+ 

4 

4* 

4* 

5 

0 

0 


0 

0 

0 

0 

4- 


0 

0 

0 

Systolic pulmonic 



0 



4* 

4" 


0 


-f 

0 



0 


4" 

-t 

operation retused 
Operation ictused 

31 


+ 

•T 

Positlvct 

4. 


. Xo tlntn 

-t 

4- 


Serotonin in tumor, 

+ 

Mesenteric nodes, 

Operation refused 

Liver 

CurcInoUl on Itiopi’) 

jloscntcrlc nodes. 

Liver 

liver 


Left lower lobe of 

Proved inctustu'^lj' . 

Primiir.v Icdon, .«lto. 

liver 
. Ilcutn 

Ileum 

Ileum 

intestine 

bronchus 


* S-HIAA 

■ ■ 

Nine of our 12 patients presented historical and 

objective “symptom Sd beerob- 

sfved for ptiods ranging from “ty 
lo years, pushes varied considerably m 

duration and days; 

60 seconds while others conu 

the majority lasted for only a re 

patients ^ one pLent stated tot 

prior to death, tl e healthy” as tliough he 

tTSfSrn andlSlUed this way 

"iLodatd 

warmth, and at TTcnallv the head, neck, 

occurs with the us | though we have 

thorax, and over the mitire body, 

observed f l^lpplars florid. The scleras 

During a flush 7^„eoerapliical areas with 

are injected. Bed, h\ | \hese areas tend to 
nonelevated edges may appear. 


Pulmonic Systolic Murmur.-Thxee of P®; 

side of die heart. , 14 nf the 57 cases 

MacDonald - reporto were 

of functioning carcinoid ip,.;ons of die valves 

Sli^ri^S^eTtoTart (or combinedlesiom 
on to"|ht and left sides in the event of patent 

foramen ovale). UvrtPment of the liver 

Liner Enlargement. En g , . involve- 

widi what was dmught 

ment at the P\' 5 ents.‘Involvement was 

served in 7 of die _ P. . 1 p One patient who 
proved surgically "modular liver that 

Refused explorad^^^ 

undoubtedly was proved 

In the only case ^^JXed and in which the post- 
surgieally not to be involved ana m 














Vol. 168, No. 2 


FUNCTIONING CABCINOMAS-SAUER ET AL. 


145 


operative urinar>' levels of S-hydroxj'-S-indole acetic 
acid were normal, the carcinoid was in the gastro¬ 
intestinal component of an ovarian teratoma. 

Functioning Tumor Tissue Without Clinical Man¬ 
ifestations.—-Functionmg tumor tissue udthout clini¬ 
cal manifestations may be encountered, as in case 8. 
This case illustrates tliat large amounts of serotonin 
may be produced and that the urine may contain 
large amounts of 5-hydroxy-3-indole acetic acid in 
the absence of signs or symptoms of fimctioning 
carcinoid. Eventually this patient probably udll 
have such signs and sjTnptoms, but it seems at 
present that some bodily mechanism protects him 
from the abnormal amounts of serotonin being 
secreted. This case also indicates the value of post¬ 
operative determination of urinarj' 5-hj'droxy-3- 
indole acetic acid in demonstrating the presence of 
metastatic functioning tumor tissue. 

Site of Primary Lesion.—The site of the primary 
lesion was the small intestine in 7 of the 12 patients, 
the lesion being in the ileum in 5, in the jejunum in 
one, and in an unrecorded part in one. The primar}’ 
lesion was in the cardia of the stomach in one 
patient, in the gastrointestinal component of an 


examined 1,120 specimens of urine from 1,023 pa¬ 
tients and found that none gave the characteristic 
purple color, nor was any drug encountered which 
caused this color and thereby gave a false-positive 
reaction. He concluded that this qualitative test was 
highly specific for confirming the presence of meta¬ 
static carcinoid. If the results of the test are posi¬ 
tive, the more informative quantitative determina¬ 
tion " of the urine should be made. A 24-hour 
specimen of urine normally contains 2 to 9 mg. 
Higher values are abnormal. 

It recently was reported that ingestion of 
bananas led to increased excretion of 5-hydrox>'-3- 
indole acetic acid in monkeys and in two children. 
Therefore one must be certain that bananas are not 
eaten during the period represented by the speci¬ 
men of urine being collected. 

In 10 of our 12 cases, qualitative tests gave posi¬ 
tive results and quantitative tests yielded amoimts 
of 5-hydro.xy-3-indole acetic acid varying from 12 
to 14 mg. to more than 280 mg. in 24 hours. In two 
cases this test was not done before operation. Fur¬ 
ther confirmation of the diagnosis can be obtained 
by analysis of the tumor for serotonin. 
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ovarian teratoma in one, and, of most interest, in 
the lung in three, where apparently it was the car¬ 
cinoid type of bronchial adenoma. The tumor tissue 
from the lung contained 31 meg. per gram in one of 
the last three patients, and 86 and 62 meg. per gram 
in another patient from whom two specimens were 
e.xamined. The pulmonary lesion in the third pa¬ 
tient was surgically removed elsewhere, and we did 
not have occasion to measure the tissue content of 
serotonin, though the tissue was reviewed and 
proved to be a bronchial adenoma of the carcinoid 
type on microscopic examination. 

Laboratory Aspects 

From the laboratory standpoint, confirmation of 
the clinical diagnosis of functioning carcinoid can 
be made by detecting abnormal amounts of 5-hy- 
droxy-3-indole acetic acid in the uorine. Reference 
was made to the simple qualitative test to demon¬ 
strate the presence of this substance. It was found 
subsequendy that this is a reliable test. Mohler” 


Three patients whose urine contained abnormal 
amounts of 5-hydro.x5’--3-indole acetic acid were 
given tryptophan after surgical proof of the pres¬ 
ence of carcinoid. The tryptophan was administered 
in the morning, usually udth breakfast. The effect 
of ingestion of this substance and also hydro.xy'zine 
and reserpine on the urinary' content of 5-hydroxy'- 
3-indole acetic acid is shou'n in table 1. The in¬ 
crease of the 5'hydro.\-y-3-indole acetic acid in the 
mme was small. This confirms previous observa¬ 
tions by Udenfriend and suggests that tiy'ptophan 
may be administered as a loading test, and if a 
functioning carcinoid is present, the majority of the 
administered tiy’ptophan should be diverted over 
the serotonin pathway to the formation of serotonin 
and eventual degradation to 5-hydro.\y'-3-indole 
acetic acid, which will be present in somewhat 
increased amounts in the urine. 

An additional confirming test has been proposed 
by Rotbart.°® This test is based on the altered re¬ 
activity of the sldn to serotonin. He injected sero- 


toj)in creatiimw mlhte intradcrmally in the arms of 
two patients with functioning carcinoid. In the 
opposite arms of these patients he injected hista¬ 
mine phosphate and saline solution inti-adermally. 
He found that serotonin produced huge reactions 
wjtii marked cia^theina on the flexor surface of the 
roieann and cyanotic fingertips in one patient. In 
tJie otJier there was marked erythema over a large 
area. In neitlicr patient were the contiols with his¬ 
tamine or saline solution comparable to tlie re¬ 
actions induced by sevotonin. Histamine wheals 
developed in 25 normal persons treated in a similar 
fashion, but the areas of erythema at die site of 
serotonin injections were no larger than the confrol 
areas. He proposed the thought that patients with 
malignant carcinoid sj'ndrome h>'perreact to intra- 
dermall)' administered sej-otonin as compared to the 
reaction of normal persons. 

Management 
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Symptomatic measures may be hebful in ai 

f diarrhea. The tranquilizing 

ffect of chlorpromazine may have some value I 
this respect. Stacey'"’ has stated that since e.\-cite- 
ment and norepinephrine may precipitate asthmatic 
attacks in these patients, the use of this drug in the 
treatment of hronchospasm may be inadvisable. If 
large amounts of histamine are being excreted in 
the urine, administration of one of the antihista- 
minics may be of value. 

X-ray and radioisotope therapy have been tried 
in an effort to destroy metastatic tissue and reduce 
amounts of circulating serotonin. Two of our pa¬ 
tients received extensive x-ray therapy with no 
obvious help, Stacey reported on two patients 
who received .x-ray therapy witliout benefit and 
with actual deterioration, though he stated that two 
additional patients received temporary ameliora¬ 
tion after administration of radioactive gold. 


The management of these patients presents many 
difficulties. It is felt that surgical removal of as 
mud) of the malignant tissue as possible is indi¬ 
cated. This should be done, especially ndiere there 
arc large metastatic masses involving mesenteric 
glands, in an effort to remove enough bulk of the 
tumor to reduce serotonin formation and thereby 
lessen symptoms. Caution in surgical intervention 
must be exhibited. Stacey reported two instances 
in which an attack ultimately leading to death of 
the patient developed at an early stage in operation 
before any tumor tissue was manipulated. Similar 
difficulties have been encountered by Waugh.'” 

Much lioire has been held that some of the re¬ 
ported antagonists of serotonin w'ould be of value. 
As reported pre\'iously, our experiences with 
chlorpromazine have not been promising. Accord¬ 
ing to others, brominated lysergic acid diethyla¬ 
mide has been tried, but Bean and Funkdid not 
note any change in signs or symptoms or diminu¬ 
tion of e.vcretion of 5-hydroxy-3-indoIe acetic acid 
after its use. They also reported a trial of 1-benzyl, 
2 -metliyl, 5-methoxytryptamine hydrochloride in 
doses of 25 mg. tliree times a day for two weeks at 
a time without clinical effect or significant change 
in excretion of 5-hydroxy-3-indole acetic acid. We 
have used as much as 200 mg. of chlorpromazine a 
day and also hydroxyzine xxuthout any significant 
improvement. 

Smith and co-workers stated that brominated 
lysergic acid had little clinical effect in their cases, 
although one patient appeared to excrete less 
5-hydroxy-3-indole acetic acid. They also noted 
that reserpine provoked an over-all increase in flush¬ 
ing and frequency of bowel movements and that 
initially there was a marked increase in excretion 
of 5-bydroxy-3-indole acetic acid followed by a 
marked decrease, suggesting a period of relative de¬ 
pletion in the tissue. They proposed that this might 
be useful as a provocative test m nonsecreting 


Summary 

The syndrome of functioning carcinoid is being 
recognized more frequently as knowledge of the 
clinica} features and of coniirmator}' laboratoiy 
procedures is being more widely disseminated. Hie 
tumor functions in the same fashion as an endo¬ 
crine tumor as a result of its secretion of serotonin. 

Not all tlje clinical features need be present 
simultaneously to make the diagnosis. Demonstra¬ 
tion of abnormal amounts of 5-bydroxy-3-indole 
acetic acid in tlie urine confirms the diagnosis. The 
amounts of this substance present in the urine may 
vary from time to dme, and more tlian one de¬ 
termination may be necessary. Postoperative urinary 
determinations are of value in suggesting the de¬ 
velopment of metastasis. 

The treatment of choice is surgical removal of 
all or of as much of the tumor tissue as is possible, 
to reduce the amount of serotonin secreted. Irradia¬ 
tion therapy is of doubtful value. To date, die 
“serotonin antagonists” have not been of aid in 
medical management. Symptomatic measures for 
relief of diarrhea, pain, and asthma are indicated. 

Tile primary site of the lesion is usually Ae 
gastrointestinal tract, frequently tlie ileum. Tliree 
cases are presented in which the primary lesion in 
the patient was probably a bronchial adenoma of 
the carcinoid type. 

Functioning carcinoids may exist with none of 
the clinical manifestations of tire syndrome, as in 
case 8, in which large amounts of serotonin were 
present in tumor tissue and high urinary values for 
5 -hydroxy-3-mdole acetic acid were found in tlie 
absence of any clinical evidence of the syndrome. 
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EFFECT OF COMPETTITVE INDUSTRIAL ACTIVITY ON SEVERELY 

DISABLED CARDIAC PATIENTS 

Alvin Slipyan, M.D., Albertson, N, Y. 


Much has been written in the recent medical 
literature regarding the employment and produc¬ 
tivity of the cardiac patient, yet there has been no 
controlled study to evaluate the effect of competi¬ 
tive industrial activity on the diseased heart. Kline ' 
gave a complete and detailed discussion on the 
method by which the problem of placement and 
evaluation had been successfully approached by the 
Work Classification Clinic of fte Cleveland Heart 
Society. Helierstein and Ford,“ studjdng the o.xygen 
consumption for workers in many listed so-called 
laboring jobs, found that this consumption is only 
two to three times the resting levels except for very 
short periods of time. Laplace'’ concluded that 
persons who have heart disease of slight to moder¬ 
ate severity are almost always capable of under¬ 
taking useful work. 

Kline,'* concerned widi rehabilitation, stated that 
45% of patients referred in the 2C to 3C classifica¬ 
tion (American Heart Association) were able to 
return to normal work activity. Black ’ said that the 
social and psychological conditions of the patient, 
his motivation and interest, are frequently much 
greater determinants for success in rehabilitation 
Qian the extent of his organic heart disease. 


Employers are rehdanf to hire persons 
with cardiac disease even if they do not 
have a definite policy against it. Reasons for 
the reluctance in hiring these persons are 
reported to be that the physical demand of 
work exceeded the physical capacity of the 
cardiac patient; there is risk of monetary 
loss arising out of compensation claims; it is 
considered that cardiac patients are a heavy 
burden on company-sponsored insurance 
programs; there is insufficient medical staff; 
and if is not in accordance with the policy of 
the personnel department. Frequently, the 
detrimental effect of the psychological and 
emotional stress of a patient after ill-advised 
activity restriction is actually greater than 
that due to the cardiac involvement per se. 
The elimination of fear about heart disease 
is thought to be the major problem faced by 
the general practitioner in his efforts to re¬ 
habilitate patients with cardiovascular dis¬ 
ease. 


I 


From the Human Resources Corporation, a dmsion of Abilities. Inc. 
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Chapman,® of the U. S. Public Healtli Service, 
stated tliat most research has arrived at understand¬ 
ing the etiolog)' of the heart disease and that added 
recent research studies explore the relationship be¬ 
tween work and the development of heart disease, 
how best to measure the residual work capacity of 
the diseased heart, and how to relate the reserve 
capacity to the job demand. 

Under a grant by the North America Insurance 
Company, a recent study was undertaken at Abili- 


study are the cases of seven persons with rheumatic 
heart disease and two with hypertensive heart 
disease. 

Postmyocardial Infarction 

Table 1 shows employee and employment data 
and degree of change that has taken place in the 
specific disability of 10 patients since being em¬ 
ployed. In these patients, all avith heart disabilit)’ 
due to coronary artery disease with myocardial i 


Taule l.-Employmcnt and Illness Data for Ten Men with Myocardial Infarction Employed at Abilities, Inc. 
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formed by these employees. It will be seen from 
table 1 that many of the employees were physically 
active as far as walking is concerned, but none of 
them were employed in any occupation that re¬ 
quires heavy labor. Tlie travel time, distance trav¬ 
eled, and mode of travel have been recorded. The 
strain of drhing or riding (by means of a car pool) 
through heavy city traffic may be a factor in the 
final evaluation of the progress made by these 
employees. The time traveled ranged from a mini¬ 
mum of 15 to a maximum of 45 minutes each day. 
The distance traveled ranged from a miniumum 
of 5 to a ma.\imum of 30 miles. Seven of these em¬ 
ployees drove their o\%m cars, whereas only three 
were driven to work by means of a car pool. 

All of tliese employees had been at Abilities, Inc., 
for more than one year except for one (case 4), 
who was employed in May, 1957. The absenteeism 
due to the specffic illness may be noted to be some¬ 
what remarkable. There was one death (case 2); 
the patient sustained a cerebral embolism on Feb. 
27, 1958, while at home, and died March 3, 1958. 
This employee had, in the pre\4ous w-eek, been 
trapped in a snowstorm in his car and e.xerted him¬ 
self to a ratlier high degree for over one and one- 
half hours. This had precipitated a mild left 
ventricular failure which required several days’ rest 
at home. Although he returned to work after the 
episode, for some reason he did not fully recover. 
In the list of compensable accident rate, it vill be 
noted that not one of these employees sustained an 
accident while employed at Abilities, Inc. 

Four patients have shown no evidence of any 
change in cardiac status since employment. One 
patient (case 9), who had an enlarged heart wth 
multiple premature ventricular contractions, w'hich 
condition was compensated, on reexamination re¬ 
vealed less premature ventricular contractions, to 
the degree that they were now only rarely found. 
The patient in case 2, who had congestive heart 
failure and improved so remarkably, was the man 
who died March 3, 1958, from cerebral embolism. 
The 62-year-old patient in case 3 had rather severe 
coronary arter)' disease with myocardial infarction 
and evidenced an advanced decompensation mani¬ 
fested by edema, dyspnea on effort, digitalis brady¬ 
cardia, and fluid in his chest. He required meral- 
luride (Mercuhydrin) sodium injections three times 
weekly and, at the time of wTiting, finds that his 
w'allang endurance has increased from one-half to 
four blocks with very little dyspnea. 

Table 1 reveals that 5 of the 10 listed patients 
with postmyocardial infarction who were employed 
at Abilities, Inc., showed no change since being 
employed, 3 showed definite improvement, 1 died, 
and 1 (case 5) seemed to have an increase in angi¬ 
nal attacks but no increase in disability. The column 
on anginal attacks is remarkable in several respects. 
It toII be noted that four out of five persons who 
had anginal attacks were very definitely improved 


in spite of an increase in their physical acti\’ity. The 
62-year-old man in case 1, who show'ed no change 
in his myocardial status and who had a history of 
multiple angina attacks on effort (mild effort pro¬ 
duced attacks requiring glycerj'l trinitrate [nitro¬ 
glycerin] therapy), found that since the time of 
employment these attacks have been minimal. He 
has not had to take any glycer}'! trinitrate tablets at 
all during the three months prior to time of wanting. 
A similar history was obtained from tlie employee 
in case 4; frequent anginal attacks w'hich required 
10 to 15 glyceryl trinitrate tablets daily have, since 
the time of the patient’s emplojonent, been reduced 
markedly. This patient has taken only six tablets 
of glycer>d trinitrate during the three months prior 
to time of waiting. 

Case 2.—A 52-year-old man was employed at Abilities, 
Inc., in Kovembei, 1956, in a sitting pb. His medical history 
showed that he sustained a myocardial infarction in 1951, 
accompanied by congestive heart failure. He had angina 
pectoris on effort, requiring 15 to 30 tablets of glyceryl 
trinitrate daily. He was on a salt-free diet but e.\hibited 
symptoms of congestive heart failure, that is, shortness of 
breath after erertion, orthopnea, and edema of bodi lower 
extremities. 

Since employment, he had been on therapy with a rigid 
salt-free diet and one tablet of pentaerythritol tetranitrate- 
alseroxylon (Pento.xylon) three times a day. He drove back 
and forth to work each day. This man had been unemployed 
for 16 months prior to being hired by Abilities, Inc., be¬ 
cause of his chrom'c congestive heart failure. At the time of 
the examination, he had noticed a marked improvement in 
his ability to walk several blocks without undue breathless¬ 
ness. Roentgenograms of the heart and chest showed a 
myocardial enlargement of moderate degree, with some 
perihilar congestion but no free flm'd. 

He had suffered one mild attack of left ventricular failure. 
This followed prolonged exposure during a snowstorm when 
he could not start his car. He was put on chlorothiazide 
(Diuril) tlierapy, 500 mg. three times a day, and resironded 
so well that he was back to work in four days. An electro¬ 
cardiogram taken on Feb. 24, 1958, did not reveal any new 
infarction, but on Feb. 27, 1958, he developed a left-sided 
hemiplegia while at home. He died on March 3, 1958. 

The only change in the medical regimen of this employee 
since he was hired was the addition of pentaerythritol- 
alseroxylon and the advice of more rigid control of his salt 
intake. The effect of emplo>’ment had certainly not been 
detrimental, and his condition was satisfactory until he 
exerted himself violently during the snowstorm previously 
mentioned. 

Case 3.— A 62-year-old man developed a myocardial in¬ 
farction in 1951, at which time he was hospitalized for 31 
days. He had a grade 4 decompensation and was kept at 
home until April, 1956. During his home care, he vvas 
constantly digitalized and received mercurial injections 
three times a week. He e.xhibited orthopnea, cyanosis of the 
sldn, and a short, disturbing cough. He developed diabetes 
mellitus in 1953. Electrocardiograms reveal^ extensive 
heart damage, left ventricular hypertrophy, evidence of old 
myocardial infarction, digitalis bradycardia, first degree 
heart block, and intraventricular conduction delay. 

He vvas employed at Abilities, Inc., on April 16, 1956, 
without receiving a preemployment physical examination. 
He was examined on Jan. 29, 1957, at which time he re¬ 
vealed moderate dyspnea on effort, no cyanosis, moderate 
pallor, blood pressure of 140/100 mm. Hg, and no neck vein 
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pulsations rlic heart was enlarged to the left in the si\th 
interspace to the niid-axillary line. No thrills were palpable. 

regular, with only occasional premature 
contractions. The rate was 80 beats per minute. There was 
a grade 2 apical systolic munmir, with no radiation. Esami- 
nation of the lungs revealed dulncss at the right base, with 
c iinunshed breath sounds; no rales were audible. The ab¬ 
domen was obese; the liver was enlarged four fingerbreadths, 
there was no fluid wave nor shifting dulncss, and no hernia 
was found, llierc was edema (3-f-) of both lower estremi- 
ties from tlic foot to the knee. 

The patient was reesamined in November, 1957, Therapy 
witli digosin, 0.25 mg. was reduced from one dose per day 
to one es’cry other day, while tliat with accta 7 olamidc 


J.A.M.A., Sept.l3,l^s] 


Case 4. A 59-year-old man was employed in Mav 19 s 7 
.it_a job svhere he sits all day and does light manuikW 

hon^n sustained a myocardial infarc- 

in 1J48 and a secondary attack in 1954 He had been 
completely disabled for two years prior to being SployS 
at Abilities, Inc. He had multiple attacks of angfna pLtS 
vith and without effort. These attacks were relieved by 

n 0 1 Slyceryl trinitrate, and he takes 

9— nig. ot digitosin daily at present. 

' He was examined on Sept. 9, 1957, four months after 
beginning Ins present work. At that time, he revealed short¬ 
ness ot breath on effort but no edema and no nocturnal 
dyspnea. He used only 6 glycerjd trinitrate tablets in the 
following SIS months, whereas previously he used 5 to 10 


Tadlc ^.-Employment ami lUuess Data for Seven Persons wuh Rheumatic Heart Disease Employed at AMitm, Inc. 


Emnlojiiient Dntiit 


Work 


U.Va\el 


Cii^e' 

11 


17 


-Vire, 

Ir. 

.17 




IS 


14 


30 43 


43 


DKi'ii'-el 

Kheiimiitlc licnrt ill-.. 
pii'-c; itiirjpiilDr fllirll 
liitlon: In i)crtroi>li!cd 
heart; iiiltrnt linufll 
cIpiicv: mitral '•teno- 
'-Is; cln*-"! SC 


Type 

In'-peclor 


Effort 
Required 
Walks, sits 


' Dis 

Time, tance, 
.Min Jllles 
30 n 


Mode 

Drhes 


, Period 

Time of E\ al 
Em uatlon, 
ploj cd Yr 
4/57— 5/0 

present 


Absence 
due to 
.Specific 
Illness, 
Days 


Illness Data 


Disease .Stability 
and 

Compensationt 
14 % Taking digitalis, 
mercuriiils; rcjrii- 
la ted diet 




Rlipiimiitic heart dis 
oii'-e: Inpcrtrophled 
lieart; mitral insufli- 
eicnev; mitral steno¬ 
sis; auricular lllirllla- 
tion; aortic ln=ufii- 
cienev, class 3U 


Rheumatic heart die 
cii'c: aortic stenosis; 
mitral Insuflicleuev; 
mitral stenosis; \ allu 
lotoini, 2/14/.V); RSR; 
class .3 i 


Ofllee Mork, Walks, sits 
inosspiipcr 


40 


15 Drli cs 8/57— 
present 


5/12 


Hcncli work, 
eiectricnl 


Sits 


16 Drl\ cs 


9/57- 

3/5S 


5/12 


3 

(2 ino - 
leave of 
absence) 


Laryngoparabsis, 
recurring; nen e on 
one side eausinfr 
hoarseness; pul 
inonnry infarction, 
1955 Prescribed less 
salt in diet, digi¬ 
talis, prophylactic 
penicillin therapy 
No change 


.Specific Effect 
ofIVork 

Condition generally 
improied, needs 
less mercurials, 
but still requires 
digitalis, salt free 
diet; dependent 
edema almost 
negligible 
No change 


Condition im 
proved since em¬ 
ployment; only 
medication is 
penicillin 
prophylnetieally 


Rlicumiitic heart (li«- 
cii'o, iiortlc «.tcnosls. 
iiiitriil insufflclenej; 
mitral “itcnosls: en¬ 
larged heart, RbR; 
c!a«‘! 31) 

.Mechanical 

tValks, bits 

20 

0 Car 
pool 

2/58 

1 % 

None 

Prescribed digitalis, 
01 mg daily, less 
salt m diet, prophj. 
lactic penicillin ther 
apj, RSR 

No change 

Rlitiiiiiiitic heart dl«- 
ciivc: miriculiir fibril 
liition; mitral iusutli 
cleiiey: enlarged 
heart; clti«s 3B. dl- 
nlictc'! nicllitiis requir¬ 
ing insulin 

Ucneh aork, 
harness 
and ciihle 
depart 
nicnt 

bits 

30 

7 Car 5/50— 

pool present 

1 % 

2 

Takes digitalis and 
insulin 

f 

No change 

Rhcumatle heart dis 
ea»c; hypertiophlcd 
heart; miriciihir fibril 
iiition; mitral insufll 
cieney: class 31) 

Bench work, 
electrical 

Sits 

20 

8% Drncb 

4/57— 

present 

5/G 

2 

Takes digitalis daily 

No change 

Rheumatic hciut dis 
ea'-e. aortic stenosis; 

Packaging 

Hciu y ncti\- 
ity, lifting, 

30 

10 Drhes 

2/50— 

present 

2 

None 

Change to class IB 

No change 


RSR: class 2B 


operates 

machinery 


*Ali were men except patient in case 15 

tRSR=Regu!ar sinus rhythm ,, , , 

J.-tll were examined in .September, 1957, none had compensable accident rate 


[Diamox) wax reduced to 250 mg. taken in the moniing 
jvery otlier day. His mercurial injections were reduced from 
bree weekly to one a week. There was no change m the 
leart size, but the premature heart beats were now rarely 
leard. The liver was no longer enlarged, and the edema was 
low confined to the ankles only and was rated as l-f- His 
habetic status since the time of employment has been con- 
irollcd by diet. Breathlessness on effort, however, was still 

present at the time of writing. 

The patient has shown dramatic improvement since being 
employed. Altliougli fonnerly considered a completely de¬ 
compensated individual who had been forced to at 

home for four and one-half his myocarfial in¬ 

farction, he has shown remarkable chmeal improvemen 
during the time be has been gainfully employed. 


tablets daily. Examination revealed a well-nounshed, gray- 
haired man. There was a moderate degree of arcus senihs 
and no neck vein pulsation. The heart was enlarged to the 
left anterior axillary line m the sixth interspace, and no thnlis 
were palpable. The first heart sound at the apex was soft, 
while the second sound was accentuated and snappy. There 
was a harsh, shrill, grade 4 apical systolic munnur, with 
ladiation to the left axilla, and regular sinus rhythm at the 
rate of 82 beats per minute. The lung fields were dear, the 
liver was not enlarged, and the blood pressure was 184 /WU 


This man showed little change in his physical status afte 
a period of employment. However, tliere was a defimte im¬ 
provement in his sense of well-being and a decrease 
number of anginal attacks. 
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Rheumatic Heart Disease 

Table 2 lists seven employees udith rheumatic 
heart disease %vith some degree of valvular deform¬ 
ity. Four had a disturbance of rhythm classified as 
aiiricular fibrillation, one had a complication of 
diabetes mellitus and required insulin therapy, and 
one had a finger fracture valvulotomy on Feb. 14, 
1956. The type of work is indicated, and it can be 
seen that this work entails physical actiwty' of a 
competitive nature of varjmg degrees. The time 
involved in traveling to work ranged from 20 to 40 
minutes and tlie distance traveled from 6 to 15 
miles each way. The column on mode of travel to 
and from the plant shows that five of these em¬ 
ployees drive tlieir oum cars while only two make 
use of a car pool. 

It is also seen that in these patients tlie remark¬ 
able compensable rate of zero in each case is similar 
to that found in table 1 relating to persons with 
cardiac disease due to myocardial infarction. In 
regard to absenteeism as a result of the specific ill¬ 
ness, only one person was absent due to a temporary 
decompensation. This employee was absent for 14 
days and four hours and, back at work, showed a 
return to his previous status. The remaining six 
employees had no absences due to their cardiac 
disease. 

Also listed in table 2 are the disease stability and 
compensation of the rheumatic group. Six of these 
patients are still under constant medical observation 
and are treated %vith cardiotonic drugs, as well as a 
low-salt diet and mercurials, to maintain their com¬ 
pensation. Only one patient (case 17), rvith aortic 
stenosis, does not at the time of UTiting require any 
form of medication. On the specific effect of work 
since employment began, two patients showed defi¬ 
nite improvement, in that they now require less 
mercurials and have been able to increase their 
physical acti\ity. The other five have shorvn no 
change in cardiac status. 

Case 11,—A 37-year-old man had a history of rheumatic 
fever beginning at the age of 12. He was apparently normal 
until the age of 30, when he developed shortness of breath 
on elfort, with chest pains. He has had frequent colds since 
childhood and had become incapacitated and unemploy¬ 
able at the age of 33. 

Previous to his employment at Abilities, Inc., a report 
from Meadowbrook Hospital stated that he was hospitalized 
on Dec. 1, 1956, and discharged Dec. 21, 1936. His diag¬ 
nosis at that time was given as pulmonary infarction and 
rheumatic heart disease, svith enlarged heart, auricular 
fibrillation with bradycardia, murmur of mitral stenosis, 
mitral insufficiency, and Graham Steell congestive heart 
failure, class 4E. 

The chest x-ray taken Dec. 1, 1956, revealed a heart 
markedly enlarged in all chambers and pulmonary consolida¬ 
tion in the right mid-lung field laterally. There was an in¬ 
crease in the left pulmonary artery pattern. His lung bases 
were clear, and there was no evidence of pleural fluid. 
Anotlier roentgenogram taken Dec. 4, 1956, did not reveal 
any changes except that the possibility of pericardial effu¬ 
sion was considered. A third roentgenogram taken on Dec. 7, 
1956, showed massive cardiac enlargement to both the right 


and the left. All chambers were still eiJarged. There was a 
tremendous enlargement of the left atrium, with elevation 
of both main stem bronchi and marked posterior displace¬ 
ment of the barium-filled esophagus. A patch of density in 
the mid-portion of the right lung field was seen, which ap¬ 
peared to be parenchymal infiltration and may have repre¬ 
sented an area of pneumonitis. No pleural fluid was noted. 
A fourth roentgenogram taken Dec. 12, 1956, showed no 
change accept for some blunting of the right costophrenic 
sulcus. 

The report on an electrocardiogram taken Dec. 1, 1956, 
was as follows: auricular fibrillation, prolonged intraventric¬ 
ular (induction, and right ventricular preponderance with 
possible hypertrophy. Electrocardiograms done on Dec. 10 
and Dec. 20, 1956, showed no change from the prerious 
tracing. 

The patient’s therapy during that hospitalization included 
rest, intramuscular injections of 2 cc. of meralluride daily, 
0.25 mg. of digoxin given twice daily, and 500,000 units of 
penicillin given orally daily. 

This man was hired in spite of his rather advanced rheu¬ 
matic heart disease and was placed on a Job of inspection, 
which required several hours of slow walldng daily. He was 
e.xamined in October, 1957, after working for six months. 
The cardiac finchngs were as follows: The heart was en¬ 
larged to the sixth interspace and to the left anterior a-xiUary' 
line. A moderate diastolic thrill was felt in the fifth inter¬ 
space at the midclavicular line, A slight precordial heave 
during systole was noted in the third left interspace. On 
auscultation, a slapping first sound was present at the ape.x, 
while the second sound was soft and barely audible. A 
grade 1, blowing, soft, apical systoh'c murmur and a grade 3 
harsh diastolic murmur xvith radiation to the left a.xilla was 
heard. The pulmonic second sound was accentuated and 
louder tlian the aortic second sound. Auricular fibrillation 
at the rate of 68 beats per minute was present. No Graham 
Steell murmur was audible. 

Examination of the lungs showed the chest to be barrel- 
shaped, with hyperresonance on percussion over both lung 
fields outside of the cardiac area. Breath sounds were distant 
and equal, but persistent inspiratory and expiratory sibilance 
over both upper lobes was heard. The liver and spleen 
were not palpable; no dependent edema was present. Chest 
x-ray rex'ealed marked cardiac enlargement in all directions, 
with some perihilar congestion. The diaphragms were flat¬ 
tened, and the costophrenic angles were clear. The electro¬ 
cardiogram showed right ventricular hypertrophy, auricular 
fibrillation, and digitahs effect. The erythroc>te sedimenta¬ 
tion rate was normal, and the complete blood cell and 
differential counts were normal. The employee is at present 
on therapy with digoxin, 0.25 mg. daily, meralluride, 2 cc. 
given intramuscularly once weekly, chlorothiazide, 500 mg. 
daily, and prophylactic doses of penicillin, 200,000 units 
daily given orally. 

On Feb. 13, 1958, this employee caught a cold with a 
severe cough which reqronded well to chlortetracycline 
(Aureomycin) hydrochloride, 250 mg. given four times 
daily. He was out of work for two days. No change in his 
cardiac status occurred. 

The employee has performed well while at work. He 
drives himself to and from work by automobile through city 
traffic. Absenteeism due to his cardiac status has not oc¬ 
curred. The employee states that since his employment he 
can walk greater distances than previously and suffers less 
breathlessness on effort. 

Case 12.—A 24-year-old man was employed in September, 
1957, and given a Job as office boy, requiring walking and 
sitting. His history of rheumatic fever began in 1940; a 
second attack occurred in 1947, and at that time a heart 
condition was found. In 1955, he developed a cough and 
fever, hemoptysis, and auricular fibrillation. He was hos¬ 
pitalized at Montefiore and King's Count}’ hospitals in Nesv 
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•n.'’' medical rcKiinen consists of nro- 

plij lactic ])cnici}hn t}!erai) 3 - digiialis; tlicopiiyllinc, cpliedrinc 

baS) T' f’ ‘'*r (Tedrol); pheno- 

barbitol; and a ]o^^--.s^!t diet. At tbc present time, ho docs 

not complain of anj' breathlessness or cou 3 ;h. 

Examination rcs'calcd a tall, thin young man u-ith no 
ejanosis and no d>'spnca. He had marked hoar.scnc.ss, no neck 
ran pulsation, and no fillinR of neck veins on liver pressure. 

His blood pressure was 134/0 mm. Ilg. TJic heart was 


I .t If -- -- . 11 ,u ii sugnt neavc 

at t)ic left tliird mtcrspacc on systole. The heart .sounds 
were completclj' irregular. The pulmonic second sound was 
accentuated and there was a grade 3 ajtical .sj-stolic blowing 
mnnnnr and a grade 2 dia,stolic munniir heard bo.st over Erb s 
point with nuhalion to the neck. The first aortic sound was 
inandible. Tlic lungs were rcsoiiiint to percussion. The 
brcatli sounds were altered b.v some harsimc-ss of the expira¬ 
tory’ note over tbc lung bases iuul some sibilance. Tlie liver 
and -Spleen were not palpable. 

The diagnosis was rheumatic heart disease, auricular fibril¬ 
lation, mitral insufficiency, mitral .stenoshs, and aortic insuf¬ 
ficiency with decompensation. The patient was clas.scd 3B. 
The left recurrent larj-ngeal nerve was paralyzed due to 
pressure from the enlarged heart. 

Laboratory findings on Feb. 10, 1958, were as follows; 
red blood cells, 4,100,000 per cubic millimeter; white blood 
cells, 7,300 per cubic millimeter, xvith poljinorphonuclear 
cells, 7irf, and Ijanphocytcs, 2971; and hemoglobin level, 
12.5 Gm. per 100 cc. Urinalj’sis rex'caled the specific gravity 
to bo 1.008; tests for albumin, .sugar, and acetone were 
negatix’o; and tbc urine was normal on microscopic exam¬ 
ination. 

The electrocardiogram .showed right x’entricular hj’per- 
trophy and auricular fibrillation, and x-ray of the heart re¬ 
vealed all heart chambers to be enlarged (cor bor'inum). At 
reexamination on Feb. 26, 1958, there was no change in 
these findings. 

Although tliis employee had a badly damaged heart, he 
has maintained compensation after several montlis of pro¬ 
ductive active work, including traveling to and from his 
job. He has been absent four days, without compensation. 

Case 15.~A 55-year-oId woman was employed on May 
14, 1956, and given a sitting job at a bench. She previously 
had been employed as a switchboard operator. She gave 
a history of “rheumati-sm,” beginning at the age of 29, and 
was told that she had heart trouble at the age of 54. This 
history xx'as inadequate because the employee denied any 
•cardiac examination for many years. At tire time of writing, 
she had been on digitalis therapy for 10 months. Since 
being employed at Abilities, Inc., she has been fairly well 
and no longer complains of breathlessness on effort. Ankle 
edema, present when .she was hired, is no longer evident. 
She developed diabetes mellitus in 1956; this has been 
controlled by diet and injections of protamine zinc insulin 

12 units daily. . 

Examination showed no dyspnea and no cj'anosis. Her 
blood pressure was 120/80 mm. Hg. Heart percussion 
showed enlargement to the left 2 sonometers outside the 
midclavlcular line in the fifth interspace. Ho thrills were 
palpable. Heart sounds were distant. There was an apical, 
grade 1 systolic murmur and no radiation. The lungs were 
dear to percussion and auscultation. Examination of the 
abdomen revealed no masses; the liver and spleen were not 
palpable; and there was no dependent edema. 

The patient was given a dassification of rheumatic liea 
disease with mitral insufficiency, auncular flbnllation, and 
digit.alization and was cateprized in class 2Ji. 

An electrocardiogram taken on Feb. 26, 19 8, ‘ 

right ventricular hypertrophy with vertical heart, digitalis 


J.A.M.A., Sept. 13 ,1935 

z’ss, ‘"i ''ft s s 

. t .mghtened, but the heart did not appear enlarged. A com- 

fiSinc ““If the following 

hndmgs red blood cells, 5,060,000 per cubic millimeter 

white blood cells 8,900 per cubic millimeter, with poiy- 

dobi^T ‘'’"l^>™PJj«cytes, 44%; and hLo- 

globin level, 14 Gm. per 100 cc. Urinalysis on that date 

.showed the specific gravity to be 1.022; tests for albumin 
and petone were negative; the glucose findings was 2,47^ 
and results of the microscopic examination were 

nonnal. 

Hypertensive Heart Disease 

In this study, there were only two employees with 
hypertensive heart disease. One, a 62-year-old wom¬ 
an, had auricular fibrillation. In addition, a nodule, 
about the size of a small pea, was present in the left 
upper lobe of the tlryroid gland. The other em¬ 
ployee, a 54-year-old woman, had angina on effort 
and required 30 tablets of glyceryl trinitrate a day. 
She also had complicating diabetes mellitus which 
required 40 units of protamine zinc insulin given 
daily. In neither case was there overt evidence of 
congestix'e failure. Their type of work does not re¬ 
quire too great a physical effort One does coil 
winding, a sitting fob, and the other clerical work, 
also a sitting job. The travel time is 45 minutes for 
one and 60 for the other each way, and the distance 
traveled is 11 and 13 miles respectively. Both of 
tliese patients traveled to and from work by means 
of a car pool. 

The starting date of employment at Abilities, 
Inc., was November, 1956, for die first and August, 
1957, for the second. Absenteeism due to the specific 
illness has been zero for both. No accidents have 
occurred during the time employed, which is up to 
the time of uTiting for both employees. 

The first patient has had no change in cardiac or 
hypertensive status. The second, who had angina 
pectoris on effort for five years previous to employ¬ 
ment and required 30 glyceryl trinitrate tablets 
daily, now takes only 3 per day. This change in 
status of angina pectoris has taken place gradually 
over the past three years. There has been no change 
in hypertensive or diabetic state. 

Comment 

A report by Olshansky and associates,’ on car¬ 
diac patients in die greater Boston area, revealed 
that employers are reluctant to hire such persons 
even if tliey do not have a definite policy against it. 
Only 99 persons known to have cardiac disease were 
hired among 13,431 workers during a slv-month pe¬ 
riod. Kline “ reported that the physical demand ol 
work exceeded the physical capacit)' of the cardiac 
patient and was listed by 71% of the industrial phy¬ 
sicians surveyed as a major reason for reluctance m 
hiring these persons. Next in order of importance 
was the risk of monetary' loss arising out of com¬ 
pensation claims (42%); consideration that cardiac 
patients are a heavy burden on company-sponsore 
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insurance programs (30%); insufficient medical staff 
(12%); and policy of personnel department (11%). 
Only 8% of the physicians surveyed considered car¬ 
diac patients to be imsafe workers, and only 3% 
considered them to be inefBcient. Lee and asso¬ 
ciates ® also found that the threat of monetary’ loss 
from compensation claims, sickness benefits, or pen¬ 
sion benefits is a major reason cited by indusby’ for 
reluctance to hire persons wth cardiac disease. They 
found that 9 out of 19 industries bad a stated policy 
to hire such persons, 7 had a definite policy against 
hiring them, and in 3 this information was not avail¬ 
able. Eight industries revealed that cardiac patients 
had been hired during the past year, and, in this 
period, 242 persons knou'n to have cardiac vascular 
disease were among the total of 19,321 new workers 
employed. Asymptomatic hypertension was the most 
common diagnosis, followed in order by rheumatic 
heart disease, heart disease, tj'pe undetermined, and 
arteriosclerotic heart disease. Actually, only 24 new 
employees had been given a diagnosis of arterio¬ 
sclerotic heart disease, despite the frequency of this 
disease in the adult male population of the United 
States. AU 19 industries reported, however, that it 
was their pohcy to return an employee to his job 
after recovery from an acute heart attack. The need 
for more facts regarding the work e.v-perience of 
cardiac patients was stressed. 

Jezer® states that "the work e.vperience of rheu¬ 
matic cardiacs who show auricular fibrillation is very 
poor, and their rate of absenteeism is much higher 
[than cardiacs wth minor arrythmias), because the 
arrythmia is usually associated svith advanced heart 
disease, congestive heart failure, and, frequently, 
peripheral embolization.” 

The literature is replete rvitli reports sho\ving 
“cardiacs” to be safe workers,'" especially when 
properly placed; usually they have a higher average 
productivity than persons wthout cardiac disease, 
and the turnover among this group is below the 
average for the latter group. 

Frequently, the detrimental effect of the psycho¬ 
logical and emotional stress of a patient after ill- 
advised activity restriction is actually greater than 
that due to the cardiac involvement per se." An¬ 
other reportstated that occupational activity does 
not necessarily lead to progression of heart disease 
or deterioration of the physical condition of the 
patient. As a matter of fact, a substantial number of 
patients with cardiac disease show improvement 
while in an employed status. This conclusion was 
based on a study of 580 patients with various cardiac 
diseases. Lee and co-workers,® in a questionnaire 
survey of general practitioners, concluded that the 
experience was favorable in patients returning to 
work after an acute myocardial infarction. Most of 
the patients were able to return not only to work 
but to their previous occupations without a great 
deal of restriction. It was thought that advice from 
the physician regarding the ability of the patient to 


return to work and to a useful, productive life 
should be included in his discussion wth the patient. 
The elimination of fear about heart disease was 
thought to be the major problem faced by the gen¬ 
eral practitioner in his efforts to rehabilitate patients 
with cardiovascular disease. 

Conclusions 

This report on 19 employees, all classified as hav¬ 
ing severe or advanced heart disease, may be con¬ 
sidered unique in that never in the history’ of private 
industrj’ has such a deliberate policy of emplox'ing 
the “unemployable” cardiac patients been seen. The 
financial success of this enterprise is evidence of tlie 
productivity of these employees. The maintenance 
of e.xcellent attendance records, and not one re¬ 
ported case of compensable injur)', is directly con- 
trar)’ to the stated reasons given by industr)’ for not 
employing cardiac patients. The absence of any 
detrimental effect of employment on the disease 
state is well documented in tlie literature, and the 
remarkable improvement exhibited by some of the 
employees makes one wonder whether the dictum 
that the person wth severe cardiac disease requires 
constant rest and should retire from employment 
should not be revised to this: Emplo)’ment in a 
compatible job can, in the specific case, be beneficial. 

55-01 Van Horn St., Elmhurst, Long Island, N. Y. 
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lower extremity skin coverage in children 

Sidney K. Wynn, M.D., Milwaukee 


Short cuts for supplying adequate skin coverage 
to the lower extremity in children, especially those 
belov^ the age of 10, are mandatory. It is not prac¬ 
tical to place a child in a cross-leg flap position or 
to attempt distant jpediclc procedures. Comparison 
Jetneen the adult and the child can be made in 
practically e\’ery circumstance, from the problem 
of the simple small superficial coverage to tliat of 
the larger deep areas. 

In an extensive burn in an adult, when the post- 
age stamp skin graft method is used, there is good 
iiealing of the grafts; however, the grafts are placed 
closer together in the adult in order to get quicker 
epithelization between them. The scarring behveen 
the postage stamp grafts is more evident in the 
adult. It may take months before the dark blue 
color betw’een the postage stamp grafts will dis¬ 
appear, because of poor circulation. It is also nec¬ 
essary' to support circulation of the entire lower 
e.xtremity with elastic bandages for many months. 
In the child, a more complete coalescence of post¬ 
age stamps w'ith sturdier epithelium takes place, 
and new superficial Y'enous channels spring up in 
a relalir'ely short time. Little of the multiple-square 
appearance that shows up in the adult postage 
stamp grafting is evident in the child. 

In the adult, tendon exposure for any lengtli of 
time means almost certain death to the tendon un¬ 
less a flap or tube pedicle can be applied for cov¬ 
erage. This requires many stages and extensive 
casting, which is almost impossible in children be¬ 
low the age of 10. In a child, when tendon exposure 
occurs there will often develop a granulation tissue 
covering from the surrounding areas within 10 to 
14 days. This is less time than it would take to 
prepare an abdominal-pedicle or a cross-leg flap. 
This granulation bed will take an adequate skin 
graft, which after several months develops an 
areolar layer of tissue and a satisfactory pliable 
coverage. 

This was the situation in a child who had suf¬ 
fered a severe crush injury (fig. 1). Split tliickness 
skin grafts were used to cover the granulation tis¬ 
sue as soon as the tendons were covered. Multiple 
drill holes were placed in the small area of exposed 
bone at the time of split grafting. The grafts took 
comjpletely. Within two weeks granulation tissue 
grew out of the drilled bone, and this smaller area 
healed spontaneously. 


As,sia.Ant Clinic.'il Professor of Surgery, Marquette Universi^ Schorf 
of Medicine, .and Attending Staff Plastic Surgeon, Milwaukee Childrens 
Hospital. , 

ne.ad before the Meeting of American Society of Plasttc and Becon- 
strnctivc Surgery, Nov. 5, 1957, San Francisco. 


in the child with on extensive burn, a more 
complete coalescence of postage stamp 
grafts, with sturdier epithelium, takes place, 
and^ new superficial venous channels spring 
up in a relatively short time. When tendon 
exposure occurs there will often develop a 
granulation tissue covering from the sur¬ 
rounding areas within JO to J4 days. This 
is less time than if would take to prepare 
an abdominal-pedicle or a cross-leg flap. 
Long-standing immobilization of a joint of a 
child or exposure of the joint of a child are 
not the major problems that they are in the 
adult. Comparison between the adult and 
the child, from the problem of the simple 
small superficial coverage to that of the 
larger deep areas, can be made in prac¬ 
tically every circumstance. 


In the adult, e.vposure of the Achilles tendon, with 
loss of surface coverage, requires a full-thickness 
skin flap vadi subcutaneous tissue. The cross-leg 
type flap is used to get satisfactory coverage and 
function. In children, exposure of the Achilles ten¬ 
don is not as alarming a problem (fig. 2). These 
wounds first require a good surgical debridement. 
This is sometimes followed by the use of enzymatic 
debridement agents to hasten cleaning of tlie 
wound. It may take several days widi daily appli¬ 
cations to help debride remaining areas tliat could 
not be cleaned surgically. A single thickness of fine 
mesh gauze, which need be changed only once a 
day, should be used over tlie wound. (Tliis is used 
to prevent pain when the dressing is changed and 
also to help keep granulations flat.) Above this, 
warm saline di'essings should be applied every three 
hours during tlie day and every four hours during 
the night. \^flien a good clean granulation coverage 
has been obtained, a split skin graft is then used. 
A pliable areolar layer develops under die split- 
thickness skin graft, and tire Achilles tendon tlien 
functions satisfactorily. No further coverage is ordi¬ 
narily necessary. If lengthening of the Achilles 
tendon is necessary at a later age due to hindered 
growth, then a cross-leg flap can be done at the 
more opportune age. 

In the adult, tibial e.xposure widi chronic ulcer¬ 
ation almost always requires an abdominal-tube 
pedicle or cross-leg flap coverage in the event a 
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bone graft is necessary. In children, tibial exposure 
is usually not serious. Most bone exposures udll 
coA'er with granulation tissue. The use of multiple 
drill holes in the cancellous bone is reserved to 
promote granulations for earh'er grafting in wider 
areas of exposure. Usually this coverage can be 
obtained xvithin a t^vo-or-three-week period by split 
skin grafts. Tliere has nex'er been a case of post- 
traumatic nonunion in tlie tibia of a normal baby 
or young child in the Milwaukee Children s Hos¬ 
pital. 

In tlie adult, exposure of tlie calcaneus by a cast 
pressure sore may be as major a problem as the 
original injun' for w'hich the leg w'as placed in a 
cast The area may require tlie placement of a cross¬ 
leg flap for adequate coverage. In children the cal¬ 
caneus exposures do occur from time to time in legs 
W'hich have been in casts for long periods of time 
(especially those which may have had femur frac- 



F)g 1 —Left, debndement after crush injury of dorsum of 
foot. Demonstrates mechamsm of granulations over tendons 
to gue proteetne coierage in cluld Right, adequate skin 
cover, in same child, prowded by split skin grafting directly 
or er granulations covenng tendons Areolar layer der elops in 
SIX or more months for adequate gliding. 


tures w'lth traction). Here agam, multiple holes can 
be dnlled mto the bone After adequate necrotic 
tissue debridement and w'et dressings, a clean gran¬ 
ulation tissue covenng xvill form in txvo to three 
w’eeks. A split graft at this stage xvill adequately 
handle the problem. 

In the adult, joint exposures usually mean perma¬ 
nent stiffness with extreme inadequacy of the jomt. 
It may even be serious enough so diat artlirodesis 
or arthroplasty may be required later. In children 
an open joint will seal and heal almost miracu¬ 
lously, many times without apparent damage to its 
mobility. 


In a severe acute injury with tissue loss and o tro- 
tendon, and nerx'e exposure in the adult, the su-. 
geon must be cautious in using local primarx' rota¬ 
tion flaps for cox'erage of \ital structures below' the 
knee. The chances of poor flap circulation xxitliout 



Fig 2 —Left, granulabon tissue, in cluld, creeping ox er 
exposed Achilles tendon and portion of calcaneus Right, split 
skin graft cov erage, in same child, adequate o' er granulations 
which had completely cox'ered Achilles tendon and calcaneus 
Areolar tissue developed under spht skin graft for adequate 
skin mobihty above tendon 

the use of delay procedures are increased low'er on 
die leg Consequently, all one can do initially is to 
resort to spht skin grafts for ax'ulsed areas and the 
utilization of the safer double-pedicle flap as much 



Fig 3 —Left, ai'nlsion of skin dorsum of foot of child with 
exposure of tendons, none, and bone Considerable amount 
of dirt and black grease in wound Right, foot of same child 
after heahng effected by thorough wound cleansing and 
primary rotation flaps to cox er tendon, nerx e, and bone, with 
adjacent spht skm grafting. 

as possible. The more extensive rotation flaps may 
be used as possible secondarj’ procedures in the 
adult. 
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in mjury in tlie child, much can be 
initial use of primary rotafion flaps. 
“ root, with relative safety. Wien tliere 
.re of bone and tendons, if tlie patients are 
.cl early, many hours of time and repetitious 
surgcy. can be saved. Tltis is illustrated in the case 

N\hom there was avulsion of the skin e.vposing ten- 
don, nerve and bone (fig. 3). Rotation flaps were 
immediately used, after thorough wound cleansing, 
to coi'er tendon and bone. Split skin was used to 
^vcr the areas from which these fl.aps were taken, 
liius, primar}'- healing was effected witli good func- 
ro^iny additional weeks of hospitaliza- 
hon. This same procedure could not have been suc¬ 
cessfully consummated in the adult 
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Conclusions 


A primary well-healed wound of the lower ex- 

to SSmta ^is much easier 
to obtam m die child diandn the adult. Coverage 

arr temp! 

out riU f Jocal flaps ivith- 

distant flaps. Long-standing immo- 

ioim nf” ^ exposure of the 

]omt of a child are not the major problems that 

they are m die adult. Inherent healing facility, 
basic circulation, and the elastic mobility of the 
Sian in the child is better. Exposure of bone in tlie 
ioxver extemity in die child does not usually cause 
major diflSculdes. 

536 W. Wisconsin Ave. (3). 




SERUM GLUTAMIC OXALACETIC TRANSAMINASE ACTIVITY 
IN ACUTE AND CHRONIC ALCOHOLISM 

Nils U. Bang, M.D., Kurt Iversen, M,D., Tove Jagt, M.D. 

and 

Sten Madsen, M.D., Copenhagen, Denmark 


The purpose of tin’s paper is to present studies 
of serum glutamic oxalacetic transaminase (SGO-T) 
actiwty before, during, and after heavy alcohol in¬ 
gestion and to correlate die changes in enzyme 
actiwty with blood alcohol level, icteric index, thy¬ 
mol turbidity, and serum protein levels as deter¬ 
mined by paper electrophoresis. 

A pilot study demonstrated normal SGO-T levels 
in hospitalized chronic alcoholics not having access 
to alcohol. In one patient the SGO-T activity was 
followed at close intervals within the first few days 
after he had consumed large amounts of alcohol. 
A striking increase of die SGO-T activity was found 
widiin the first 24 hours after the alcohol intake, 
while die icteric index, alkaline phosphatase level, 
diymol turbidity, and serum protein levels re¬ 
mained within normal limits. 

The SGO-T activity is greatly increased in viral 
hepatitis but may be normal or sliglidy elevated 
jin cirrhosis of the liver.* Experimental carbon tet- 
Iracbloride poisoning in rats *“ and virus hepatitis in 
,mice® are followed by striking increases in SGO-T 
I activity which are relatively proportional to the de- 
/gree of ceil damage observed at autopsy. These 
I data suggest that the mechanism of elevation of 


From the second and third divisions of medicine, Komm^ehosprlale 
(Municipal Hospital). Dr. Bang is now affiliated with the Memonal 
Center, New York. 


Eighty per cent of chronic alcoholics ex- 
hibited a significant and characteristic rise 
in the SGO-T activity after acute alcohol in¬ 
toxication without alteration in the results of 
the other tests of liver function. There was a 
rough correlation between the blood alcohol 
concentration and the SGO-T activity. None 
of the healthy volunteers developed in¬ 
creased SGO-T activity after ingestion of 
large amounts of alcohol. The ingestion of 
alcohol in the chronic alcoholic may lead to 
cellular damage that may become irrevers¬ 
ible after a period of time, with subsequent 
replacement of liver parenchyma with fibrous 
tissue and the development of Laennec's 
cirrhosis. 


the SGO-T activity is a release of large amounts 
of enzyme through the damaged liver cells, but, 
alterations of the rate of destruction and excretion, 
of the enzyme through the damaged liver may also 
to a certain extent account for the increased SGO-T; 
level. Further experimental data are needed tO' 
elucidate this problem. 
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Clironic alcoholism has been considered by many 
investigators to be an important contributory' factor 
in the development of Laennec’s cirrhosis, but lit¬ 
tle is knowm about tire e.vact pathogenesis. Clinical 
observ'ations have suggested and experimental data 
have demonstrated a hepatotoxic effect of alcohol 
which, however, can be accelerated or prevented 
by dietary measures.® The diet of the socially de¬ 
ranged alcoholic is usually low in protein and sup¬ 
posedly deficient in the so-called lipotrophic factors, 
such as metliionine and choline. According to the 
prevalent tlieory, a relative deficiency in lipotrophic 
liver-protective agents may be an important patlio- 
genic factor in the development of tlie alcoholic 
cirrhosis. Treatment of cirrhosis uath these sub¬ 
stances, however, has been without demonstrable 
effect."' 

Seventy-five per cent of alcoholic patients have 
been shoum at autopsy to have fatty livers, but on¬ 
ly 9% had Laennecs cirrhosis.® This and experi¬ 
mental obsen'ations ® have led to the thought that 
die fatty liv'er (steatosis) probably represents a 
precirrhotic stage. Punch biopsies of fatty' livers 
before and after adequate diet was given and al¬ 
cohol wthdrawn have sho\vn that steatosis of the 
liver is a reversible process.* Fatty' liver in the al¬ 
coholic does not usually give rise to sj'mptoms, 
and findings on liver function studies are almost 
always wthin normal limits. 

Material and Methods 

Thirty'-nine chronic alcoholic subjects, aged 27- 
78 years, who had aU been heavy drinkers for 10 
years or more, were admitted to the hospital when¬ 
ever it was obvious that they were acutely intoxi¬ 
cated. The majority of these patients had been 
under psychiatric treatment in the clinic for several 
months to several years and were supposed to be 
taking disulfiram (Antabuse). At the time of ad¬ 
mission none showed exidence of a disulfiram-alco- 
hol reaction. Punch biopsies of tlie liver were done 
in three of these patients. 

A control series consisted of 19 patients who 
were inmates at a closed municipal institution for 
the treatment of chronic alcoholism. These patients 
were on management wtli disulfiram and had not 
taken alcohol for months. An additional control 
series of 12 healthy individuals (medical person¬ 
nel) whose alcohol consumption was minimal were 
gh'en 200 cc. of aquaxnt (45% alcohol). 

Blood was m'thdrau'n from the alcoholic patients 
immediately on admission (1 to 10 hours after the 
consumption of alcohol) for determination of blood 
alcohol levels, thj'mol turbidity', icteric inde.x, se¬ 
rum protein levels (by paper electrophoresis), and 
SGO-T activity'. These tests were repeated once or 
twice daily while die patients were in the hospital. 
Hie same procedures were followed rridi the con¬ 
trol groups. 


The SGO-T acfi\ities were determined spectro- 
photometrically by the method described by Hen¬ 
ley and Pollard.® Our upper limit of normal of 
SGO-T level, as determined by this method, has 
been 2 mM. of pjTuwc acid per miUiliter of serum 
per hour. One millimole of pxTuric acid per milli- 
liter per hour corresponds to 20 spectrophotometric 
units.® Four units is considered to be the upper limit 
of normal, for the thymol turbidity' test. Icteric in¬ 
dex determinations were done by the Meulengracht 
method, and values of more than 7 units were con¬ 
sidered pathological. Widmark’s method was used 
for blood alcohol assays, and the results were given 
as the average of tiiree determinations. In om: 
laboratory the ranges of normal for paper electro¬ 
phoretic determinations are as follows: albumin. 



Fig. 1.—Serum glutamic oxalacetic transaminase actirih- 
after acute alcohol intoxication in three chronic alcoholics. 


4.17-4.89 Gm. per 100 cc.; globulin, 2.0-3.17; and 
globulin fractions: alphaj, 0.27-0.41; alphaj, 0.45- 
0.63; beta, 0.65-1,05; and gamma, 0.65-1.08. 

Results 

Four patients were excluded from the alcoholic 
group because the results of liver function tests 
showed signs of "active cirrhosis” and the SGO-T 
showed considerable spontaneous variation. Eight 
patients showed normal SGO-T actirities on re¬ 
peated determinations. The remaim'ng 27 patients 
showed elevated SGO-T activities 1 to 11 days after 
the acute alcohol into.xication varx'ing between 
2.18 and 10.85 mM. per miMiter per hour. The 
average ma.ximum SGO-T actirity' of these pa¬ 
tients was 4.1 mM. per milliliter per hour, present 
on the miti'al blood sample. Occasionally, a furtlier 
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rise was observed during the first 48 hours after ad¬ 
mission; normal values were usually encountered 
after three to five days. The shortest time the 
SGO-T level was observed to be elevated was 24 
hours, and elevated activities were found as late 
as 11 days after admission. Figure 1 shows tliree 
tj'pical tocings for SGO-T activity. 

Eighteen patients were under observation in tlie 
hospital until normal SGO-T activities were ob¬ 
tained, but during them two-to-seven-day hospi¬ 
talization “tjTpical” SGO-T curves were obtained 
in all. Thymol turbidity and icteric inde.x were 
normal on repeated determinations in the entire 
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Tile blood alcohol concentration in tlie 27 pa¬ 
tients who had increased SGO-T activities after 
the acute alcohol intoxication averaged 0.204% 
(range, 0.049% and 0.308%). Tlie eight patients 
who had normal SGO-T values had an average 
blood alcohol concentration of 0,113%, varying be¬ 
tween 0.025% and 0.223%, A rough correlation 
was found between the blood alcohol concentra¬ 
tion encountered immediately after admission and 
the maximum SGO-T activity (fig. 2). It must be 
borne in mind that die blood alcohol concentration 
found on admission did not always represent the 
maximum, as the patients were admitted at dih 
ferent time intervals after the alcohol intake. 

In order to ascertain the direct relationship be¬ 
tween the alcohol intake and tlie rise in the SGO-T 
actiwty, the SGO-T activity was followed at close 
interrmls in a 49-year-old man after alcohol ad¬ 
ministration on two occasions during the liospital 
stay (fig. 3). The first spike of the tracing repre¬ 
sents the rise in SGO-T activity after admission. 
The blood alcohol concentration was 0.158%. Two 
weeb later the patient was given 225 cc. of aqua- 
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sion it was 0.049%. The marked and prolonged 
rise in SGO-T activity after the second episode, 
when only a moderate blood alcohol level was 
encountered, could be the result of a continuing 
insult to a liver that had not fully recovered from 
the prior intoxication. 

Control Series.—The control series comprised 19 
chronic alcoholics, inmates of a municipal institu¬ 
tion for tlie treatment of clrronic alcoholism, and 
12 healdiy volunteers. In tlie inmates the liver 
function tests (thymol turbiditj', icteric inde-x, and 
paper electrophoretic determinations) were nor¬ 
mal. Eighteen of these patients showed normal 
SGO-T values; in one patient a slight elevation 
was found on the first determination (2.19 mM. 
per milliliter per hour), but normal values were 
encountered on subsequent determinations. 



Fig. 4.—Serum glutamic oxalacetic transaminase actir-iw 
in a 32-year-oId chronic alcoholic after two admissions in 
acute into-xication; I, blood alcohol concentration 0.141%; 
11, blood alcohol concentration 0.049 %. 

The SGO-T activ'itj' and the liver function tests 
in 12 healtliy nonalcoholic individuals after the 
administration of liberal amounts of alcohol re¬ 
mained vdthin normal limits. The average blood 
alcohol level was 0.136%, varying between 0.098 
and 0.197% as compared to 0.204 and 0.113% for 
the alcoholic groups. 

Comment 

None of tire clironic alcoholics in this series had 
clinical or biochemical ewdence of hepatic dis¬ 
ease, but 80% exhibited a significant and charac¬ 
teristic rise in tlie SGO-T acti\4t\’ after acute alco¬ 
hol into.xication witliout alteration in tlie results 
of the other tests of liver function. Furthermore, 


there was a rough correlation between the blood 
alcohol concentration and the SGO-T actiwt)-. 
These data suggest that in this group of alcoholics 
the ingestion of alcohol resulted in acute liver cell 
damage and confirm the prior experimental ew- 
dence and clinical obserx'ations of a direct hepato- 
toxic effect of alcohol when administered after long 
periods of inadequate diet. Whether this was the 
result of latent, indetectable hver disease (fattx" 
in fil tration of the liver) or of deficiency of dietarx' 
substances ordinarily protecting liver cells from 
the effects of alcohol cannot be ascertained on the 
basis of our present data. 

In two of three patients for whom hver biopsies 
were done fattj' infiltration of the hver was found; 
in the third the hver was found to be normal. All 
three patients had significant increases of SGO-T 
actiwU' of the same magnitude after alcohol in¬ 
take, suggesting that fatt}'^ hver, per se, does not 
give rise to increased SGO-T actiwfy. 

The fact that the rise in SGO-T activit}' could 
be reproduced txwce in a chronic alcohoHc by 
administration of alcohol after two weeks and five 
weeks of adequate varied hospital diet and with¬ 
drawal of alcohol suggests die presence of sub¬ 
liminal hver disease as a major factor in the re-‘ 
lease of transaminase from normal Hver cells as a 
direct reaction to the ingestion of alcohol. A final 
evaluation of the role of the diet cannot be given 
on tlie basis of this single observ’ation. To clarib,’ 
this further, a series of chronic alcoholics are at 
present being maintained on a nutritious, higli- 
calorie, high-protein diet with massive \itamin sup¬ 
plements, and studies of changes in the SGO-T 
actixity after ingestion of alcohol are being car¬ 
ried out at four-to-sLx-week interx'als. 

None of the healthy volunteers developed in¬ 
creased SGO-T actixity after ingestion of large 
amounts of alcohol. Although their blood alcohol 
concentration xvas somexxhat less than in the alco-, 
hoHc group xxith increased SGO-T actixitx’, tliis- 
latter obserxution indicated that increased con¬ 
centration of alcohol in the blood or metabolites 
does not alter the indicator sx^stem for transami¬ 
nase assay (DPNHo^DPN) so as to give rise to 
false-positix'e results. 

It is felt that the abox’e data may indicate that 
the ingestion of alcohol in the chronic alcohoHc 
xxoll lead to ceUular damage tiiat may become ir¬ 
reversible after a period of time, xx'ith subsequent 
replacement of Hver parenchxma xxdtli fibrous tis¬ 
sue and the dex'elopment of Laennec’s cirrhosis. 

Summary 

Serum glutamic o.xalacetic transaminase (SGO-T) 
actixitx’- increased in 27 of 35 patients xxitli chronic 
alcohoHsm after acute alcohol into.xication, xx’hile 
thymol turbidit}’, the icteric inde.x, and the serum 
protein levels, as determined by paper electro¬ 
phoresis, remained xxithin normal limits. 
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Tlic SGO-T acth'ity remained elevated for from 
two hours to 11 days after the alcohol intake but, 
on the average, fell to normal by the fourth day. 
A rough correlation was found to exist between 
the blood alcohol concentrations and the maximum 
SGO-T activities. 

The rise in transaminase activity could be re¬ 
produced in the chronic alcoholic by the adminis¬ 
tration of alcohol at a time u'hcn the patient was 
maintained on a \'aried, sufficient hospital diet for 
five weeks. The SGO-T activities remained within 
normal limits for two weeks in 19 chronic alco¬ 
holics who had no access to alcohol. The SGO-T 
activities remained within normal limits also in 
12 healthy, nonalcoholic individuals after the ad¬ 
ministration of large amounts of alcohol. These 
observations may indicate that alcohol has a direct 
hepatotoxic action on the liver of the chronic 
alcoholic. 

444 E. 68th .St., Now York 21 (Dr. B.nng). 

Fmnk Liinclquist, Ph.D., of Uw lobtitutc of Forensic 
Medicine, Copenhagen, did tlic blood alcohol assays. 
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be limited to the prescription by « have this tlierapeutic device. In many cases 

tliat it would he helpful for tiie pa nebulizers with sympathomimetic drags 
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pocket nebulizer is properly explaine . V , ^ thereby securing speciHc an 

Song investigation of the cause of the “““ “1 nebulizers can be obviated by 

Ffibraary, 1958. 
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WHAT IS “THE CAUSE OF DEATH”? 

Carl L. Erhardt, New York 


Few physicians are familiar with the processing 
of death certificates in a vital statistics office to 
produce mortality statistics. This lack of knowledge 
is reflected in the often inaccurate use of such 
statistics, without due regard for such influences as 
certification habits of physicians, the concept of a 
single cause of death, management of nosolog>' 
problems, and the classification system used. These 
influences have particular import in mortality from 
diabetes with its current high frequency of cardiac 
and vascular complications that may be certified as 
either underlying or contributory' causes of death. 
It seems profitable, therefore, to review some of 
these factors to assess their part in determining the 
meaning of mortality' statistics. 

The process starts w'ith the recording of the 
cause of death by' the attending phy'sician, and it 
is a truism that mortality statistics can reflect no 
more than what he reports. If we assume for the 
moment that the physician has thoughtfully and 
clearly recorded his best clinical judgment regard¬ 
ing the conditions that led to dea& and any signifi¬ 
cant pathology' contributing, what then comes out 
in the statistics, how does it get there, and why are 
some manipulations necessary at times? 'What ef¬ 
forts have been, or are being, made to improve the 
process and the data? 

Classification of Diseases 

To be digestible, any mass of data must be sum¬ 
marized in a regular manner. Causes of death must 
likewise be grouped in some way to permit a view 
of the forest apart from the confusion of trees. The 
purpose of a classification of diseases is to accom¬ 
plish this summarization for analytic purposes. A 
disease entity appears as a separate item in a clas¬ 
sification if it is numerically frequent, if it is espe¬ 
cially serious, or, perhaps, if it has peculiar interest 
for medical research. Otherwise, similar conditions 
are grouped. The groupings may be assembled in 
a number of ways: pathologically, etiologically, 
anatomically, or on other axes. In practice, the 
schema used for causes of death is a compromise 
between a number of such axes: etiology, anatomy, 
circumstances of onset, and the like. 

Nomenclature of Diseases.—Much, confusion ex¬ 
ists regarding the distinction between a nomen¬ 
clature and a classification, and it is important to 
distinguish between them at the outset.^ As indi¬ 
cated previously, a classification summarizes for 
analytic purposes. Every disease entity, condition, 
or state must have a ‘home”—a category in which 

Director, Bureau of Records and Statistics, Department of Health, 
Cit>* of New York. 


The primary or underlying couse of death 
is defined as that condition or injury (or cir¬ 
cumstances of the injury) that initiated the 
train of morbid events leading directly to 
death. The question sometimes arises as to 
which of several existing conditions has 
caused death. The clinician may logically 
say that none of the diseases singly, in a 
specific patient, caused death, but rather 
the complex of conditions. Only the physi¬ 
cian in attendance can judge adequately 
which of several conditions was the most 
important factor in the death of the patient; 
yet improper completion of about 80,000 
death certificates a year requires that nosolo- 
gisis in vital statistics offices interpret the 
physician's meaning. Whether the traditional 
concept of a single cause of death is ade¬ 
quate to current needs is an elemental ques¬ 
tion that would generofe wide serious dis¬ 
cussion. The major users of information on 
death certificates are research clinicians, 
pathologists, and physicians, not only those 
in public health but also practicing physicians 
with special interests. The attending physi- 
cion, therefore, in completing the death 
certificate, is fundamentally transmitting in¬ 
formation to his colleagues. His respect for 
them should be adequate incentive to do the 
job right. The physician must be influenced 
to change his attitude that the death cer¬ 
tificate is "just paper work," that its com¬ 
pletion is a last rite for someone no longer 
of clinical interest, and that it represents 
merely another bit of bureaucratic red tape. 


it belongs, sometimes alone, sometimes \vith other 
related conditions. A nomenclature, on the other 
hand, is essentially a list of approved terms for 
stating clinical obser\'ations in order that such 
terms may be uniformly used and understood. By 
its very' nature, a nomenclature must proWde a dis¬ 
tinct and separate term for each morbid condition 
that can be specifically described. A nomenclature 
and a classification will not be confused if their 
respective fundamental purposes are understood. 

The appropriate reference for describing diseases 
is the Standard Nomenclature of Diseases and Op¬ 
erations.’ This universally accepted nomenclature 
is based on the simple principle that every disease 
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lias an anatomic and an etiological component, 

Consequently, its basic arrangement is anatomic 
diseases being listed according to die major ana 



the second scheduling the body as a whole for 
sj'stemic disorders. "\^h‘thin each section for anatomic 
regions, the etiological factors affecting specific sites 
are arranged in uniform order. Since die system is 
extremeh' flexible, it allows for description of any 
condition in utmost detail Utilization of the Stand¬ 
ard Nomenclature by physicians can reduce the 
questionable terminology that sometimes appears 
on death certificates. Thus proper use of die nomen¬ 
clature in describing diseases will aid proper use 
of a classification in grouping diem. 

I^is/ori/.—Attempts to classify diseases developed 
in remote times; recent systems originated in die 
early ISth century. In 1854, the first general agree¬ 
ment was reached on a system of classification, 
limited to causes of death. Modifications in this 
International List of Causes of Deadi ivere made 
at inter\'als. More widespread adoption of the 
Bertillon classification (1893) occurred, the Ameri¬ 
can Public Health Association in 1898 urging its 
adoption diroughout Canada, the United States, 
and Me.vico and further recommending its revision 
every' 10 years. Such revisions liave, in fact, been 
made at appro-vimate decennial intervals since that 
time. Tlie sixtli revision (1948) was retitled the 
International Stadstical Classification of Diseases, 
Injuries, and Causes of Death (ISC) and com¬ 
prised for die first time a combined morbidity- 
mof/tality schema, die groundwork for which had 
been laid as far back as 1856.“ Tire sevendi revision 
(1955), efiFective in the United States tiiis year 
(1958), is a relatively minor modification of its 
predecessor.'* 

Classification Revision.—The need for regular re¬ 
vision of a classification of diseases is obvious if the 
schema is to reflect modem medicine. Identification 
of disease organisms and tlieir grouping, the recog¬ 
nition diat apparently systemic disorders represent 
dysfunctions of certain organs, die tracing of de¬ 
ficiency diseases, new knowledge of die etiology of 
specific diseases—all such medical advances require 
change in die structure of the classification to allow 
adequate analysis. Obviously, revisions must follow 
not only the discoveries but also the acceptance of 
the facts by the medical profession. At the same 
time, the system must allow for wide variation of 
familiarity with most recent medical advances and 
modern medical nomenclature. It can at best reflect 
tlie average medical sophistication, if it is to be of 

practical use. , .c 

Changes in die structure of the classzfacation 
(and other factors) may, however, introduce dif¬ 
ferences in the statistics that obscure determmation 
of trends for specific conditions. A ’^ajor break 
with die past, for example, occurred with the 
adoption of the sixth revision of the International 
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Stadstical aassification in 1949; substantial pro- 
poponate decreases were effected in deaths^ai- 
cnbed to such conditions as nephritis, diabetes and 
sphihs, while increases resulted for such condi- 
dons as rheumatic fever, diarrhea and enteritis, 
mtiuenza, and cerebrovascular lesions ® 

In die New York City series,**** for example, there 
were reported 52,517 deaths that had been coded 
according to both fifth and sixth revisions of the 
o Statistical Classification. Of these, 

2,367 were classified as due to diabetes mellitus 
under the old system. Under the new system, only 
1,0 d 4 of die 52,517 deaths were ascribed to this 
disease, a reduction of 65%. For 1,038 of the deaths, 
the change in procedure had no effect; they were 
cliarged to diabetes under both methods. But 16 
deadis were added to the diabetes count (under 
old system cause of death attributed to cancer in 6 
instances), and 1,329 were assigned to causes other 
dian diabetes under the new system. The majorit}' 
of the deaths transferred from diabetes to other 
causes were charged instead to arteriosclerotic 
heart disease (713), with a substantial number 
going to hypertensive disease (242) and cerebro¬ 
vascular lesions (185). Such aberrations were 
caused, to some degree, by the change in the clas¬ 
sification. But, to a major extent, they resulted from 
tlie adoption of a new method of medical certifica¬ 
tion and of tlie manner of selecting tlie primary or 
underlying cause of deatli. 

Little further effect on long-term series should 
result from introduction of the seventh revision tliis 
year, since modifications have been deliberately 
limited. Some realignment of mortality within the 
cardiovascular-renal group may be expected how¬ 
ever, although not of the same degree as in 1949, 
Hypertension and hypertensive heart disease can be 
expected to show some increase at the expense of 
arteriosclerotic heart disease. To that extent, ar¬ 
teriosclerotic etiology receives less emphasis in the 
seventh revision dian in the sixth revision. The 
exact extent of change cannot now be determined, 
but seems unlikely to be radical. 

Sudden breaks in long-teim trends due to classi¬ 
fication or certification changes are generally iden¬ 
tifiable, and adjustments may be made to counter¬ 
act tlieir effects in analysis. More subtle influences 
derive from the dynamic state of medical science. 
Dissemination of new knowledge can result in more 
specific etiological statements that require assign¬ 
ment of a disease to a different category dian tliat 
used for the earlier, more obscure description. Al¬ 
teration of medical opinion may cause an apparent 
decline in one condition and contribute to the rise 
of anodier. Sudden and unattended deadis, in years 
past, were often ascribed to heart failure, acute 
indigestion, and stroke, for example; at pesent 
most of such deaths are said to be caused by cor¬ 
onary artery disease. Mortality from the tormer 
conditions shows little variation over recent de¬ 
cades, despite increases in the aged population, but 
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part of the rise in the death rate for arteriosclerotic 
heart disease (including coronary' arter\' disease) 
may have been caused by this shift in diagnosis. 

Selection of Primary Cause of Death 

The primary' or underlying cause of death is 
defined as tliat condition or injur\' (or circum¬ 
stances of the injur)") that initiated the train of 
morbid events leading directly to death. In popu¬ 
lations vath high mortalit)" and short life e.vpect- 
ancy, death is most often caused by infectious or 
communicable disease. Under such circumstances, 
the cause of deatli can often be e.vpressed as a 
single term. As lengtli of life increases, however, 
widi tire conquest of such diseases, aging permits 
the development of degenerative processes tliat 
affect many bod)' systems. Tire question then arises 
as to which of several existing conditions caused 
death. Tire clinician may logically say tlrat none of 
lire diseases singly, in a specific patient, caused 
death, but rather tire complex of conditions. But 
tire classification does not prorude for combinations 
of diseases in most instances. Moreover, preventive 
medical programs have traditionally sought infor¬ 
mation regarding tire initiating factor in the disease 
sequence leading to death, in order that efforts 
toward prevention might be placed at the start of 
the process. 

Whose Responsibility?—It has alwa)'s been recog¬ 
nized tlrat intimate knowledge of the indh'idual 
patient and the course of the se\'eral conditions 
from which tire patient was suffering provided the 
only reasonable bases for selecting a single under¬ 
lying cause of deatlr. Solely the physician in attend¬ 
ance, therefore, can judge adequately x%>hich of 
several conditions was the most important factor 
in the death of the patient. Consequently, death 
certificates formerly asked the physician to name 
the “priraar)' cause” or "principal cause” and to 
state separately “contributor)' causes.” But physi¬ 
cians were often confused by this terminolog)'. 
“Primar)'” or “principal,” intended to mean the 
“underlying” or initiating,” disease was often in¬ 
terpreted to signify the terminal state instead. 
Moreover, different physicians interpreted die terms 
in var)'ing fashion, compounding the difficult)’ for 
the vital statistics office of understanding their 
intents in completing the death certificates. To 
clarify tlie situation, the physician was then asked 
to underline the cause to which he believed the 
death should be ascribed in mortalit)' tabulations, 
but even tin's method was not at all satisfactor)', 
for few physicians troubled to underline any of the 
conditions on the certificates. 

Need for RhIcs.—B ecause die intent of die cer- 
tifrang physician was frequently unclear, methods 
for selecting die cause of death varied from place 
to place. Hence, comparison of mortalify statistics 
was hazardous. To ensure uniform selection of the 
underlying cause by the nosologist regardless of the 
manner in which the physician e.xpressed himself. 


a standard procedure xvas dexased. In the United 
States, the Manual of Joint Causes of Death, used 
for many years prior to 1949, determined prece¬ 
dences (or priorities). For tabulation purposes, 
when two or more diseases xvere reported on the 
same death certificate, reference to the manual 
directed which of the conditions was to be selected 
as the cause. A priori decisions, based on judgment 
as to the relative clinical severit)' of various dis¬ 
eases, generously influenced, it must be admitted, 
by interest in specific conditions, determined the 
selection- Investigations showed, fortunately, that 
this arbitrar)' procedure reflected the physicians 
opinion as to underl)’ing cause in most instances.® 
However, imder the method adopted in 1949, de¬ 
signed specifically to improve the situation, a sub¬ 
stantial number of deaths are still subject to mis- 
classification, as wall be subsequently seen, because 
of continued need for arbitrarx' rules. 

Present Method.—It xvas the abandonment of this 
arbitrarx' practice that had much to do xxith the 
major disturbances of trend data in 1949, for a nexv 
mechanism xx-as then introduced to place the re- 
sponsibilify for selection of the underlying cause 
where it belongs—on the attending physician. Long 
experimentation in Great Britain xx'ith a medical 
certification form that xvould accomplish such a 
purpose led to tlie adoption by the World Healtli 
Organization (MTIO) of an internationally recom¬ 
mended format modeled on the British e.xperience; 
tliis format, used throughout the United States 
since 1949, is illustrated in the figure. Essentially, it 
proxides for medical certification in txvo parts: tlie 
first part includes sex'eral lines for the ph)’s{cian to 
state eitlier a single condition (for example, scarlet 
fex'er) or a pathologically or etiologically related 
sequence of conditions xxitlr the most recent mani¬ 
festation stated first (for example, septicemia due 
to gangrene due to diabetes). Part II of the medical 
certification alloxx's for tire reporting of otlier sig¬ 
nificant conditions contributing to the death but 
not directly related to the disease last named in 
part I. 

When the medical certification has been properly 
completed, the cause selected for tabulation will be 
the last-mentioned condition in part I of the certi¬ 
fication. Thus, the physician determines the under¬ 
lying cause of deatlr and directs its selection b)' the 
manner in xx'hich he completes the record. For ex¬ 
ample, if tire physician reports in part I: (a) cor- 
onar)' thrombosis due to (b) arteriosclerosis due 
to (c) diabetes mellitus, and leaves part II blank, 
tire death m'll be charged to diabetes. On the odrer 
hand, if he completes the certification thus: I (a) 
coronar)’ thrombosis due to (b) arteriosclerosis due 
to (c) (no entry), II diabetes mellitus, the 
arteriosclerotic heart disease xxill be considered the 
underlying cause of deatlr for tabulation. 

Unfortunately, despite the ease of correct report¬ 
ing, in many instances it is necessarx- to resort to 
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rules for selection of the underlying cause. The 
physician may report a related sequence in appar¬ 
ently reverse order fas indicated by the probable 
relationships or by the duration intervals 
stated for the various conditions in the sequence)- 
or he may record clearly unrelated conditions in 
part I (for example, diabetes [duo to] inguinal her- 
ma). Tlie nosologist in the vital statisHcs office has 
onlj^ two courses open: to quer\' the physician, who 
IS acutely annoyed as a result, or to decide the issue 
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part II left blank. The three conditions together 
form an etiologically related process in Im 
diabetes was the initiating disease. However, ar- 
tenosclerosis could have led to gangrene in the 
absence of diabetes. The practice under circum¬ 
stances where two different etiological sequences 
are equally possible is to accord preference to that 
sequence first completed. In this case, therefore, 
the death would be ascribed to arteriosclerosis. It 
miglit be argued that a reasonably complete se- 



18. CAUSE OF DEATH 
Enter only one cmise per 
line for (.-»), (b), sind (c) 


•Till's does not menn the 
mode of dyinc, such as heniT 
failure, astlionin, etc. It 
means the disease, iniiirs-, or 
complicnfion which caused 
death. 


MBD/CAl CERTIFICATIOH 


I. disease or condition 

DIRECny lEADING TO D£ATH*{o)_ 

ANTECEDENT CAUSES 

Morbid conditions, if any, Riving 
rise to the above causc{a) stating 
fbe underlying cause last. 


DUE TO (b). 


INTERVAL BETWEEN 
ONSET and death 


DUE TO Ic) 

II. OTHER SIGNIFICANT CONDITIONS 
Conditions contn'butinf; to the death but not 
related to the disease or condition causing death. 

19o. DATE OF OPERATION j H>b, MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 


YES O NO □ 


21 0 . accident (Specify) 

SUICIDE 

HOMICIDE 

21b. PLACE OF INJURY (e.g., in or about 
home, farm, factory, street, office bldg,, etc.) 

1 

21e. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) 

2ld. TIME (Month) (D.v) (Year) (Hour) 

21 e, INJURY OCCURRED 

21 f. HOW DIO INJURY OCCUR? 

OF 


WHILE AT f—i NOT WHILE r-. 


INJURY 

m. 

WORK U AT WORK U j 



22.1 hereby certify that I attended the deceased from__ 19__ to__ 19__ that I last siisv the deceased 

.alis'e on__ 19___ and that death occurred at_m., from the causes and on the date stated above. 


23a. SIGNATURE 


(Degree or title) 

23b. ADDRESS 



23c. DATE SIGNED 

24a. BURIAL, CREMATION, 
REMOVAL (Specify) 

1 

24b. DATE 

1 

24c. NAME OF CEMETERY OR CREMATORY 


24d. LOCATION (City, town, or county) (State) 

DATE REC'D BY LOCAL 1 
REG. j 

REGISTRAR'S SIGNATURE 


1 2S. FUNERAl DIRECTOR 

ADDRESS 


PHS-798(VS} REV.4-4B FEDERAl SECURITY AGENCY U. S. GOVERNMENT PRINTING OFFICE 16-55457-2 

PUBltC HEAITH SERVICE 


Medical Certification Fomi for Keporting Deaths 


in some systematic way. Unless the physician is 
asked to clarify his intent in the instance cited, or 
if he fails to respond, death will be charged to 
diabetes on the reasoning that tlie physician must 
have considered that disease more important since 
he stated it first and that, hence, he really meant to 
report the inguinal hernia in part II. 

The situation is not always this clear-cut. A cer¬ 
tification may be filed with foe cause of de^h 
stated as follows: 1 (a) gangrene due to (b) 
arteriosclerosis and diabetes, with part I (cj and 


quence exists and that diabetes should hence be 
considered as foe underlying cause. But in most 
comparable situations foe three conditions men¬ 
tioned cannot be considered to form an etiologi¬ 
cally related complex even though each of those on 
line (b) bears an independent etiological relation¬ 
ship to foe disease on line (a). The rule therefore 
instructs the nosologist to select the first condifion 
mentioned on line (b) that completes a logica 
sequence when such anomalous reports are re¬ 
ceived. 
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Tlie rules that guide the nosologist in such 
situations have logic in tliem, but no rules can ade¬ 
quately substitute for an unambiguous, clear state¬ 
ment by the physician. It has been estimated that 
these arbitrary procedures may result in the classi¬ 
fication of as many as 5% of the deaths to condi¬ 
tions other tlian tliose which the physician intended 
to indicate as the underhung cause." This means 
improper classification of more than 80,000 deaths 
each year in tlie United States—more than the 
entire number usually occurring in the city of New 
York in a year! Simple attention to proper comple¬ 
tion of the death certificate could correct this error. 

Measures to Insiue Uniformity 

Although general rules for selection of the under- 
Ijung cause of deatlr have been established in con¬ 
nection with the classification itself,® the National 
Office of Vital Statistics of the Public Health Ser\'- 
ice acts as the final authority to assure vmiform 
treatment throughout the United States of certifica¬ 
tions that are apparently improperly completed or 
contain peculiarities unique to this coimtry. This 
office distributes to all \'ital statistics offices, and to 
others engaged in cause of death coding, copies of 
the instruction manual prepared primarily for its 
staff.® The instructions derive from questions aris¬ 
ing in coding causes of death as reported on cer¬ 
tificates transmitted from every' state and territory'. 
Vffien the same question has been noted a specific 
minimum number of times (to assure that it is not 
unique), a decision is made in consultation wth 
clinicians as to how the question should be re¬ 
solved to reflect the probable intent of the certify'- 
ing phy'sician. The question may then be found to 
be a special case of an e.xisting rule of procedure, 
or, if necessary', a new rule w'ill be established so 
that all similar certifications v'ill be coded alike. 
Obviously, the lay coding staff must be well versed 
in anatomy, physiology, pathology', and etiology for 
this type of work. The distribution of the instruc¬ 
tion manual throughout the country' encourages 
uniform treatment of similar certifications in each 
of the agencies processing death records. 

As a routine training measure for technicians, the 
National Office of Vital Statistics also publishes a 
four-page release entitled “Nosology' Guidelines.” 
Each month a specific aspect of mortahty-cause 
coding is discussed in detail; in addition a series of 
medical certifications are presented as e.vamples of 
difficult coding problems v'ith their solution and 
an explanation for each one. More formal training 
in cause of death classification is provided by' teams 
of instructors from tlie national office, particularly 
in advance of the introduction of rewsions of the 
classification. Such “training institutes” are held in 
various cities so that persoimel of all agencies may 
participate. The comrses, usually of a weeks dura¬ 
tion, are designed not only for beginners but also 
for e.xperienced coders to give more intensive in¬ 
struction to supervisory personnel who must in turn 


train additional staff at the state and local level. 

Other organizations are also active in these efforts 
to maintain comparability and to make the product 
more useful. The Public Health Conference on Rec¬ 
ords and Statistics, through a standing committee 
on mortality statistics, carries on continuous ini'es- 
tigations to improve procedures, to establish exactly 
what phy'sicians mean by' certain terms they' use, 
and to seek new approaches. Ad hoc committees of 
the American Public Health Association (APHA) 
and of the American Association of Registration 
Executives address themselves to both specific and 
general questions regarding mortality statistics as 
they arise. The most recent report, prepared by a 
committee of the statistics section of the APHA, 
discusses current problems in mortality statistics.*® 
The National Committee on Vital and Health Sta¬ 
tistics also directs investigations into problems re¬ 
lated to classification and other aspects of mortality 
and fetal death statistics, as u'iU be cited later. 
Comparable groups in other countries are similarly' 
engaged; the efforts to improve every step, from 
initial reporting by the physician to final result in 
tabulations, are imiversal. 

As an international health agency interested in 
comparability of mortality statistics from country' to 
country', the World Health Organization publishes 
in many languages instructions to phy'sicians in tlie 
proper completion of the medical certification, rec¬ 
ognizing the prime importance of thoughtful accu¬ 
racy in the basic document.** Discussions invob’ing 
coding, tabulating, and interpreting data are also 
published.*® Specifically' for the clarification of prob¬ 
lems connected u-itfa these procedures as they occur 
throughout the world, as well as to investigate 
methodological dewces, VTIO has also established 
a Center for the Classification of Diseases, whidi is 
attached to the General Register Office of Great 
Britain, 

Multiple Causation of Death 

It is obvious from the discussion that we have 
made progress in one direction; the person in the 
“know,” the attending phy'sician, has the opportu¬ 
nity to determine the cause to which the death will 
be charged in single-cause tabulations. 

In common irith many' statistical series, mortality 
data are limited by their very nature; they' refer to 
the dead rather than to the living population. For 
fatal illness with a short coiuse, tlie facts about tlie 
dead may' be extremely' useful approximations of 
those facts about the liwog idth a specific disease. 
But for most diseases characterized by' a lengthy' 
course, the use of mortality statistics for estimating 
morbidity or for assessing the characteristics of 
persons uith such diseases may be quite mislead¬ 
ing. The frequency' of concurrent diseases, espe¬ 
cially among the aged, further complicates inter¬ 
pretations. Hence, we are far from satisfy'ing 
medical needs for morbidity or mortality informa¬ 
tion. For many purposes it may' be sufficient to 
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know, for example, that, as reported by pliysicians, 
diabetes was the major factor in a given number of 
deaths. For otiicr purposes, however, it would be 
useful to know how many persons had diabetes at 
the tune of death, even though many of them died 
o otlier imderJ)'ing causes. Even more useful would 
be the knowledge as to how many of diose witli 
diabetes e.xhibited ^'ascular or I'enal damage. 

Multiple Cetisc Tohulafions,—Iniormatioix on the 
association between reported diagnoses can be ob¬ 
tained, within limitations, from the present t)pe of 
medical certification by tabulating all the condi¬ 
tions mentioned by the physician. However, the 
preparation of multiple-cause tabulations in a vital 
statistics olBce is a lieroic undertaking. The task of 
coding many conditions (and some deatli certifi¬ 
cates in New York City now contain as many as 
seven distinct diagnoses) is time-consuming. More¬ 
over, questions arise as to what constitutes a dis¬ 
tinct diagnosis, tliat is, should all clinical manifesta¬ 
tions of disease processes be coded or not? If 
septicemia, gangrene, and diabetes are all reported, 
for instance, should all three be coded, or only die 
major condition? 

Although multiple coding takes time, it is man¬ 
ageable; determination can also be made, witli 
clinical and research advice, as to udiat constitutes 
a distinct diagnosis for tabulating mulb'ple diag¬ 
noses. But then tabulating problems come to die 
fore. How are the data to be managed to allow 
intelligent interpretation? Simple tallies of the num¬ 
ber of times each condition was reported could 
easily be prepared. Tlien the proportion of deaths 
in which each was a factor could readily be calcu¬ 
lated, as Treloarhas recommended. For example, 
among deaths of persons 65 or more years of age 
in New York City in January, 1954, 8.7% were 
ascribed to cerebrovascular lesions. But multiple- 
cause tabulations indicated that a minmum of 17.1% 
had suffered such attacks prior to death. Similarly, 

2.6% of these deaths of die aged were charged to 
diabetes, but diabetes was reported as a factor in 
7.2%. 

Without great difficulty it could be determined 
also how frequently diabetes occurred on the rec¬ 
ords together with gangrene, hypertension, arterio¬ 
sclerosis, or chronic nephritis. But the feasibility of 
cumbersome four-dimensional or five-dimensional 
tables to show joint frequencies of some or all of 
these combinations appears remote. For any single 
major cause the problem may not be insurmount¬ 
able, but the vital statistics office must serve many 
interests. The preparation of such tabulations for a 
multiplicity of diseases becomes gargantuan; me 
possibility of their regular analysis is well-nigh 

unthinkable, . 

Limitotions.-Despite these difficulties, the in¬ 
terest to be served might warrant the effort, ^r- 
haps at lengthy intervals, as special studies. But 
some genuine scepticism would be appropriate to 
any conclusions that might be dravm. It ^. 

ly pointed out in this paper that die validity of 
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mortality statistics depends on the completeness 
an^d accuracy of the reporting of diagnoses by the 
attending ptysician. Hie value of multiple cause 
tabulations depends on the extent to which the 
physicians report associated and contributory con¬ 
ditions, Wiiile some physicians report as many as 
seven diagnoses for a decreased patient, others 
record a single cause, even for an aged person. 

A recent review of a small sample of death 
records with the attending physician revealed, for 
ex'ample, that hypertension is often omitted as a 
factor of consequence. The physician may have 
concluded, under our present system, that hyper¬ 
tension was not significant and hence omitted it. 
But such omissions in attempts to investigate asso¬ 
ciations between diseases might have serious im¬ 
port 

Anotlier source of deficiency may lie in the re¬ 
porting of about one-fourth of all deaths by tlie 
medical examiner, who does not have a complete 
clinical history of the patient and who did not 
know die person when he was alive. Citing New 
York City data, Lew “ points out that almost 15% 
of deatlis ascribed to arteriosclerotic heart disease 
and 44% of tinose classiBed as due to coronary artery 
disease were certified by the medical examiner but 
tliat autopsy I'erification was available for only 4 
and 8% respectively. Even a^aong deatlis from these 
conditions certified by privateqti^J^ians, the pro¬ 
portion in which the diagnosis is "confirmed by 
autopsy is well under 10%. 

The facts derived from multiple-cause tabula¬ 
tions under present circumstances, therefore, ivill 
represent a select group of deceased persons, those 
whom the signatory physician knew well and for 
whom he reported all significant pathology. But 
tliere is no convenient way of segregating tliis 
select group for intensive study. Where multiple- 
cause tabulations are currently attempted, they 
represent to a major degree metiiodological experi¬ 
mentation and the hope that knowledgeable, criti¬ 
cal analysis will suggest special studies. 

The Future 

The spectacular decline of infectious and com¬ 
municable diseases as causes of death have left us 
as major causes tliose that affect the two ends of the 
age scale—infant and aged—and accidents. Al¬ 
though it is recognized that mortality statistics re¬ 
garding chronic diseases ivill often give biased 
information about what we actually seek—mor¬ 
bidity—it must be equally recognized that mortality 
statistics still serve, and for many years will con¬ 
tinue to serve, useful purposes. Such data are tyu- 
tinuously criticized, sometimes wiffi justification, 
sometimes through misunderstanding. But ffieir 
wide use is a matter of necessity. Reliable morbid¬ 
ity data that we might prefer for specific putyos^ 
are rarely available. The established vital statis 
system is, moreover, a convenient mechanism tor 
obtaining information about die entire population. 
Critics can effectively improve the situation o) 
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using the material with good judgment as to its 
limitations, by joining in attempts to improve the 
basic data, and by encouraging the efforts toward 
betterment of classification and tabulating pro¬ 
cedures. Since mortalitj" data are, and mil be, 
widely used, it behooves us to give thought to 
methods for their improvement. 

t^Tietiier the traditional concept of a single cause 
of death is adequate to current needs is an ele¬ 
mental question that would generate rvide serious 
discussion. Moriyama ‘ has expressed the need for 
such discussion in his description of the develop¬ 
ment of tlie present concept, while Treloar " has 
recommended tliat the death record be designed 
to elicit fully the disease states e.xisting at the time 
of death and tliat attempts to ascribe each death 
to a single cause be abandoned. 

The sLxtIi revision of the ISC, as pre\aously men¬ 
tioned, combined for tlie first time a morbidity' and 
a mortality' classification to proride a common de¬ 
nominator for mortahh’ statistics and the ever- 
increasing number of morbidiU' studies. The main 
purpose of publishing a seventh revision at this 
time is to adjust the time for issuance of revisions 
to the midddle of a decade; the next revision is 
e.xpected in 1965. The aim is to have the classifica¬ 
tion and all its appurtenant procedures well es¬ 
tablished in any decade by the time a census is 
taken. Such timing permits detailed mortality 
analyses according to population characteristics, 
such as age and sex, under the best circumstances, 
with stability in the tabulations when census data 
are available for construction of valid rates. 

The interv'ening years until 1965 can profitably 
be used for studies directed tow'ard suggestions for 
substantive revisions in the classification that will 
lead to more meaningful mortality statistics. That 
section of the classification dealing Nvith the cardio¬ 
vascular system, for example, is a compromise of 
anatomic, etiological, and pathological e.xpressions. 
No clear presentation of any one of these aspects is 
possible; combined etiologies likewise cannot be 
dealt with, nor can anatomic involvement be uni¬ 
formly specified. It often happens, for example, 
that hypertensive heart disease and arteriosclerosis 
are reported on the same certificate. Up to this 
year, such deaths have been charged to the former 
condition. But, if hypertensive heart disease and 
arteriosclerotic heart disease w'ere reported to¬ 
gether, the death has been charged to the latter. 
With the seventh revision of the ISC, allocation 
wll depend more on the specific w’ording of the 
physician s certification. In any case, it may w'ell be 
questioned whether the same disease complex may’ 
not be operating in both situations. 

On the other hand, a cerebrovascular accident is 
classified on an anatomic basis without reference to 
etiology at all, unless the phy'sician specifically’ 
states that the lesion was caused by’ "malignant 
hypertension." In such a circumstance, death will 
be charged to hypertension. If "hypertension,” 
othenvise unqualified as to actirity, is stated as 


underlying etiology’, it will be ignored and the 
death w’ill be ascribed to the cerebrovascular 
lesion. Some recommendations have already’ been 
made for improvement of the cardiovascular classi¬ 
fication,” It is not too early for such proposals to 
be reriew’ed in a constructively critical maimer in 
order that they’ may be amended, e.xtended, or 
otherwise modified to permit the most productive 
use of mortality statistics on cardiovascular dis¬ 
orders. 

The rise of interest in perinatal mortality has 
made cause classification of fetal and infant deaths 
by' separate and uncoordinated sy’stems an anach¬ 
ronism. A subcommittee of the National Committee 
on Vital and Health Statistics is presently drafting 
a comprehensh'e group of disease categories that 
will effectively summarize those conditions that are 
peculiar to fetal and infant loss. These proposals 
will likewise have to be carefully e.xamined, par¬ 
ticularly by obstetricians, pediatricians, and path¬ 
ologists. Furthermore, actual e.xperimentation in 
their use w'ill be required in a few’ rital statistics 
offices, a number of hospitals, and by’ several 
pathologists to assure their practicability and ade¬ 
quacy. 

Expert recasting of the sections of the ISC deal¬ 
ing with neoplasms and with psy’chobiological dis¬ 
turbances is needed to satisfy’ critics of their 
deficiencies. Other sections of the code can also 
undoubtedly be improved. Disease-complex type 
of categories may be suitable in other parts of the 
classification schema, just as they have been sug¬ 
gested for the cardiovascular sections. Interest in 
research, the aging of the population, and increased 
frequency of concurrent but separate degenerative 
processes may’ signify’ need for rather broad use of 
combinations of disease complexes in lieu of multi¬ 
ple-cause tabulation of mortality data. 

Finally, in some w’ay, the physician must be 
influenced to change his attitude tliat the death 
certificate is "just paper w’ork,” that its completion 
is a last rite for someone no longer of clinical in¬ 
terest, that it represents merely another bit of 
bureaucratic red tape. The rital statistics office in 
any’ locality has prov’ed to be for many’ physicians 
one vast “record room” where they’ have been able 
to obtain community-w’ide information for epidemi¬ 
ologic research in such widely separate areas as 
amaurotic familial idiocy’ (Tay’-Sachs disease) and 
leukemia. The same source is tapped for end-results 
of specific therapy’ for cancer and of surgical or 
other treatment of many’ additional diseases. The 
major users of information on death certificates are 
physicians, not alone those in public health, but 
research clinicians, pathologists, and practicing 
physicians w’ith special interests. The attending 
phy’sician, therefore, in completing the death certi¬ 
ficate, is fundamentally transmitting information to 
his colleagues. His respect for them should be ade¬ 
quate incentive to do the job right. 

No research carelessly’, haphazardly, thoughtless¬ 
ly done is w’orth credence. Oberx’ations compiled by’ 
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a clinician or other scientist who recorded wlnf t;r,«oT 
«d Vcoptable" rather than 

observed woidd contribute little to human knowl- ^^4 SLifi 

edge. In s)milar fashion, the worth of mortality different tvn 

s at,sties chpoiKh basically on the validity, or truth, ing priida 

if you will of the cause of death recorded by the stftiS- his 

p lysician. Much is made of the discrepancies often will aid his 

noted between chnical and autopsy diagnoses. Al- ... ^ 

though such discrepancies are significant for in- ISSWortJi. 

dividual patients, they do not materially affect many 
statistical distributions because tliere are in large 1- Standard 
measure compensating errors among diseases editorial, J.A.^ 
Moreov'er, ^ve should not e.vpect mortalih' statistics 
to be better than diagnostic abilify; the physician (Aug )"im* 
can relate no more in describing the cause of death 2. Standard 
tiian he knew in treating tlie patient. edited by K }. 

Too often, how'cv'er, tlie physician admits tliat American ] 

the cause of death as stated represented merely Company, 195S 
what he “knew the health department would ae- Diseases inhL 

cept. In the final analysis, the health department International Li 

will accept whatever tlie phj'sician reports, pro- World Health ( 
\aded it makes sense, represents a reasonable’diag- of 

nostic statement, and contains enough information inSnatSSi- 

to allow its classification as a cause of death. When -World Health C 

the cause of deatli is questioned by a liealdi de- 5. (a) Valois 
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tional, are always seeking methods of improwng 
tire value of mortality statistics by experimenting 
mth classification changes, new procedures, and 
different types of tabulations. Basically, tliereport- 
ing physician determines the validity of mortality 
sta iste; his tlioughtful attention to this major role 
will aid his community and his colleagues. 

125 Wortli St. (13). 
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INDICATIONS AND CONTRAINDICATIONS FOR TRACHEAL FEMESTRAHON 

Edgar Mayer, M.D., Israel Rappaport, M.D. 
and 

Charles F. Blazsik, M.D., New York 


In a preliminary report we recently introduced 
a new method of treatment of pulmonars' insuffi¬ 
ciency by a procedure to which we gave the name 
tracheal fenestration.' Already an unusual interest 
has been sho\vn in this apparently simple surgical 
procedure enabling patients to practice on them¬ 
selves suctioning from the depth of the airways. 
On superficial view this procedure appears to be 
merely a modified tracheostomy made for the sole 
purpose of bronchial aspirations in patients udth 
inadequate expectoration. There is therefore a dan¬ 
ger of its indiscriminate use as a short cut in treat¬ 
ment of all patients hardng e.xcessive bronchial 
secretions, regardless of the underlying pulmonarj' 
disease. 

For reasons discussed in our recent publication, 
we proposed tracheal fenestration as a treatment of 
pulmonar}' insufficiency. We emphasized that no 
final conclusions could as yet be reached regarding 
its effectiveness, nor could we adequately e.xplain 
its mode of action in relierdng critical dyspnea in 
patients uith scant secretions. This, as well as the 
indications for the procedure, remains to be clari¬ 
fied through further studies in a variety of far- 
advanced chronic pulmonary diseases. 

Lest this method of treatment become discredited 
through misuse, it seemed to us essential that we 
further discuss the present status of its indications. 
This can best be done through a brief review of its 
evolution and of the clinical experience from which 
this procedure was evolved and through our in¬ 
terpretation of its possible mode of action. 

Evolution of Tracheal Fenestration 

The use of tracheal fenestration evolved from 
years of clinical obserx’ations in the treatment of 
patients suffering from pulmonary insufficiency. 
Our experience included patients in whom trache¬ 
ostomy was performed as an emergency measure, 
because it seemed apparent that if the airways 
could be kept clear the patients mi^t be tided over 
a critical period. It has been a long known fact that 
the lives of many patients under such conditions 
may so be significantly prolonged. It is also well 
known that at such periods of critical pulmonary 
insufficiency tracheostomy may be a heroic meas¬ 
ure of double-edged potentialities which may even 
precipitate fatal cardiopulmonary failure.' Further¬ 
more, conventional tracheostomy \rith metal can¬ 
nula affords only temporary' relief. Frequent 
catheterization and rigorous aspiration by way of 
metal cannula soon becomes troublesome due to 
rough handling involved by frequent to-and-fro 
movements of catheters. The granulating stoma 


Tracheal fenestration is a surgical pro¬ 
cedure that results in a firmly epifhelialized 
mueocutoneous opening info fhe trachea, 
provided with lip-like valves that can act like 
a closing mechanism. If obviates the use 
of a metal cannula, and fhe naked opening 
admits semirigid catheters of sufficiently 
wide bore to permit effective suction for 
the removal of bronchial secretions in severe 
forms of pulmonary disease. The critical 
factor in fhe evolution of such disease is not 
fhe quantify of secretions but a reduced 
pulmonary reserve and a failure of the 
cough-mechonism. The effects of aspiration 
extend beyond fhe immediate relief from 
discomfort and asphyxia,- often it is followed 
by continued improvement so that the fre¬ 
quency of aspirations becomes less and 
exercise tolerance improves. All patients 
eventually learn to perform fhe catheteriza¬ 
tions themselves. The flaps of the fenestra 
permit little escape of air, and by applying 
suitable pressure to fhe flaps the pofienf can 
cough and expectorate by mouth normally. 
Indiscriminate use of tracheal fenestration 
must be avoided. It should not be used 
merely as a short-cut treatment for profuse 
cough and expectoration, nor should it be 
used as a substitute for operation in pul¬ 
monary suppuration. 


causes too much pain, frequent bleeding, and local 
infections, all too often forcing early withdrawal of 
the cannula and closure of the stoma. Last but not 
least tracheostomy is at best only a temporarx' 
measure which does not answer the purpose in tlie 
presence of pulmonaiy' insufficiency which is 
permanent. 

Our experience indicated the need for a modified 
tracheostomy to meet certain requirements, namely, 
one that obviates the use of a metal cannula, that 
will remain permanent and yet permit opening and 
closing at uill, that will admit semirigid catheters 
of wde bore to permit effective suction, and that 
can endure much abuse as well as resist infection. 

These requirements obriously called for a firmly 
epithehalized mucocutaneous opening into the 
trachea, prorided with lip-like valves that could 
act as a closing mechanism. Accordingly, w'e 
initiated animal e.xpeiimentation in which we ob- 
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hiined the surgical collaboration of Dr. E. E 
Rockej^ Out of these experiments was evoived the 
procedure described as tracheal fenestration.'’ This 
pioccdure, which, as wll be shown later, has its 
pros and cons, has met the above requirements 
quite satisfactorily in a limited number of patients 
on whom it has been recently performed. (All 
fenestration operations were performed by Dr. 

Rockcv .) ^ 


Rockey.) 

Clinical Observations on Effects of Aspirations 
witli Tracheostomy 

Clinically a most unexpected feature was relief 
from pulmonary disability which frequent aspira¬ 
tions brought to patients who prei'iousl)' had had 
little cough and scant expectoration. This effect 
seemed all the more paradoxical since it occurred in 
spite of a marked increase of secretions aspirated by 
catheterization after tracheostomy, yet diis result 
was so striking tliat it led us to the conclusion drat 
a change from a dry to a wet state of the lungs 
was the clue to the effectiveness of fa-eatment. Tlris 
effect seemed to be confirmed also by tire observa¬ 
tion that immediately postoperatively, when cathe¬ 
terization and suctioning was being performed by 
way of the conventional tracheostomy opening, 
relief of s5'mptoms appeared proportionate to die 
quantity of secretions aspirated. Also frequent as¬ 
pirations appeared to be an important factor in die 
treatment. All of tin's naturally suggested that 
aspiration of excessive secretions should be die 
primarj'' goal and purpose and that the main effect 
of tracheostomy is to make feasible more efficient 
mechanical removal of bronchial secretional ob¬ 
structions. The mode of action of tliis treatment 
would tlien be fully explained by more efficient 
ventilation. Holding tin’s belief, one would naturally 
conclude tliat accumulation of bronchial secretions 
is the sole indication for tracheal fenesriation. To 
explain the favorable effect in patients with scant 
expectoration, it is tlierefore necessary to assume 
that prolonged accumulation of bronchial secretions 
is the cause of pulmonary disability in tiiese cases 
and that diere is no such condition as so-called dry 
emphysema. 

However, from our observations we are con¬ 
vinced tliat the marked increase in aspirated se¬ 
cretions is the effect of the procedure itself and 
that much hypersecretion is freshly induced by 
frequent intubations and strong suctioning, which 
invariably cause severe coughing. Last but not 
least the effect of the intervention on tlie trachea by 
the creation of two openings must also be included. 
As will be shown later tiiere is reason to believe 
that increased fluid ffiriation and hjqtersecretion in 
the depth of the lungs may itself be tiie most im¬ 
portant factor in the effectiveness of tlie treatment. 
Equally important is maintenance of a steady elimi¬ 
nation by suctioning to keep pace with the in- 
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fixation and secretion. Significantly, by 
the time the tracheal fenestration has healed suffi- 
ciently so as to permit catheterization, the quantih- 
of aspirated secretions is greatly reduced, yet the 
patients continue to improve and their exercise tol¬ 
erance increases in reciprocal proportion to the 
secretions produced. The clinical observations just 
described can best be explained by the relationship 
between bronchial secretions and pulmonary insuffi¬ 
ciency, a subject tliat we have already discussed in 
recent publications and will only briefly touch on 
here. 

Relationship Between Secretions and 
Pulmonary Reserve 

It is a clinical fact that patients with the most 
severe and diffuse forms of pulmonary emphysema 
cough and expectorate very little. Conversely, pa¬ 
tients with extensive bronchitis and bronchiectasis 
with much expectoration usually show mild emphy¬ 
sematous changes. We described this as incompati¬ 
bility between extensive diffuse emphysema and 
bronchitis witii copious e.xpectoration.* Experience 
has convinced us that, on the one hand, patients 
wdtii severe emphysema tolerate \ritii difficulty the 
complication of bronchitis with excessive secretions 
and that, vice versa, patients with extensive bron¬ 
chitis and profuse secretions cannot tolerate overt 
emphysematous changes in the lungs. Combinations 
of emphysema with bronchitis usually fluctuate be- 
tiveen tiiese two extremes of much emphysema with 
little bronchitis and much bronchitis witli little 
emphysema. The severity of emphysema determines 
the extent of bronchitis, and conversely the extent 
of tlie latter determines the severity of emphysema 
compatible udtli life. 

Clinical experience has convinced us that pul¬ 
monary reserve and not quantity of secretions is 
tlie critical factor in the evolution of chronic pul¬ 
monary diseases. As a rule patients have little diffi¬ 
culty in expectorating even enormous quantities of 
secretions from their airways when their reserve of 
functioning lung parenchyma is adequate. Only 
when the pulmonary reserve becomes inadequate 
and the lungs begin to show signs of emphysema¬ 
tous overdistention do they begin to suffer from 
progressive “cough failure” with insufficient expec¬ 
toration and dyspnea. Naturally, witli equally low 
pulmonary reserves patients with large amounts of 
secretions are apt to develop “cough failure sooner 
than patients with scant secretions. 

Recently we pointed to clinical experience show¬ 
ing that in severe emphysema with almost complete 
lack of secretions drugs which bring about return o 
secretions or even their temporary increase often 
afford relief from dyspnea, just as in asthma relict 
from an attack is often marked by an outpouring o 
secretions. Likewise in tracheostomy clinical expen- 
ence indicates tliat relief from dyspnea is associated 



Vol.l68,No.2 


TRACHEAL FENESTRATIOX-AIAYER ET AL. 


171 


with marked increase of aspirated secretions, which 
occurs particularly in the early postoperative days 
at the beginning of catlieterization. Change from a 
state of little or no secretions preoperatively to that 
of profuse secretions aspirated postoperatively is so 
marked as to have suggested diat one is dealing 
vith a change from dr}' to wet emphysema. Tliat 
tliis e.xcess of secretions could have long remained 
accumulated in the emphysematous lungs is of 
course inconceivable. Furthermore there is no ob- 
wous reason why dyspnea should be less witli wet 
than with so-called dry emphysema. 

Mode of Action of Bronchial Aspirations 
in Pulmonary Insufficiency 

Ch.ange from a dr}' to wet state of the lungs is a 
remarkable phenomenon which may provide die 
answer to the relief obtained witli tracheal fenes¬ 
tration from tire dyspnea of pulmonar}' insufficien¬ 
cy. Mffien this answer is known, it may well shed 
light on the problem of pulmonar}' insufficiency 
itself. It is possible that this new method of treat¬ 
ment can open up new approaches to the study of 
this complex problem. 

Admittedly we have no definite answer to tlie 
question, but we should like to refer to some perti¬ 
nent considerations, albeit tlieoretical, previously 
mentioned by us in discussions of emphysema.® 

Tlie structural and functional integrit}' of tlie 
pulmonar}' parenchyma is conditioned upon tlie 
normal regulation of blood perfusion in the com¬ 
plex capillar}' bed of the bronchioles and alveoli 
from the double blood supply of pulmonar}' and 
bronchial arterioles. Bronchiolitis x^th secretion of 
tenacious mucus plugging the terminal airways is 
characteristic of asthma as well as of emphysema, 
indicating disturbance in tire bronchioloalveolar cir¬ 
culation and in the fluid filtration rvhich normally 
acts to flush out tire bronchioloalveolar spaces. Tliis 
fluid filtered out from alveolar capillaries is known 
to have tire singular mucolytic pow’er required for 
the normal self-cleansing of the terminal airrvays 
of tire lungs.® Our experience suggests that tlris 
fluid presumably derived from the alveolar capil¬ 
laries in increased amounts after vigorous suction¬ 
ing possibly also has marked bactericidal power. 
We say this because even hoax'}' purulent sputum 
changes witlrin 48 hours after suctioning has begun 
into the same t}'pe of viscid but clear w'hitish secre¬ 
tion that is aspirated at that period in practically all 
patients. 

On tire basis of these considerations it is our 
assumption that frequent catheterization with pow'- 
erful suctioning in the depth of tire lungs probably 
acts by way of correcting the pressure levels in the 
flow of blood and air. This could reestablish func¬ 
tional integrit}' in tire bronchioloalveolar spaces and 
structirres, and as normal circulation and filtration 
returns there is an increased circulation of fluid 


w-idr improved self-cleansing. Tire latter tlren en¬ 
ables the lungs to recover the function of all avail¬ 
able air spaces and operate with these at full com¬ 
pensatory capacit}’. 

In our preliminar}' report we mentioned untrap¬ 
ping of trapped air behind bronchiolar obstructions 
as a possible factor. This was suggested to us by 
long-range obserx'ations of patients xvhose lives 
were greatly prolonged by persistent conventional 
tracheostomy in spite of low pulmonar}' reserx’e. 
These patients used catheterization as a means of 
relieving a sensation of chest tightness when they 
could no longer aspirate secretions. Watching these 
patients suggested to us tliat strong air currents 
were created in the deptli of the lungs. 

Finally, a brief remark is in place here on tlie 
question of the effect of reduced dead space. We 
doubt tliat this is a significant factor. After removal 
of tlie tracheal cannula and closure of die trache¬ 
ostomy opening, patients xwOi tracheal fenestra tell 
us that they are not axvare of any significant leak¬ 
age of air on breathing. In inspiration tiie flaps are 
draxm rather tight. On strong e.xpiration and par¬ 
ticularly on coughing there is escape of air and 
moisture imless counterpressure is e.xerted on the 
flaps. MTien this is done die patients can cough and 
expectorate by mouth normally. With the flaps 
closed the dead space is not reduced, yet patients 
continue to improve. 

Problem of Indications 

It should be obx'ious from the foregoing that the 
exact indications for tracheal fenestration must re¬ 
main problematic until its mode of action is fully 
understood. In die meantime die indications xvill 
differ according to concepts about its purpose. If it 
were to be used merely as a more effectix’e mediod 
of elimination of excessive bronchial secretions, 
then all forms of bronchopulmonai}' suppuration 
would come mthin the purwew of its indications. 
Indeed practically aU patients mth broncliiectasis 
and even bronchitis with profuse secretions would 
then be considered candidates for diis treatment. 

However, we are convinced diat, important as 
elimination of excessive secretions is, it should not 
be considered die sole purpose. This mediod of 
treatment is, we believe, not indicated in broncho- 
pulmonar}' suppuration except w'here diere is asso¬ 
ciated emphysema with “cough-failure” and odier 
manifestations of pulmonar}' insufficiency. As it 
improves the pulmonar}' function and as it controls 
the bronchopulmonai}' infection widi the aid of 
antibiotics, die e,xcessive secretions iwll diminish 
and the patients v'ill be greatly relieved. In fact die 
favorable results of diis treatment are obtained 
apace with progressively decreasing need for cadie- 
terization as the quantit}’ of secretions declines. On 
the other hand there is reason to believe that this 
method of treatment will not solve the problem 
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where conlmuous production of large quantities of 
purulent secretions persists, requiring continued 
and frequent oalhetorization indefinite!)'. 

Tiaclieal fenestration is not the indicated treat¬ 
ment for localized bronchiectasis. As before, this 
general!)' requires resectional surgery. When the 
disease is bilaterally widespread and complicated 
by emphysema with difficult cough and expectora¬ 
tion, then tracheal fenestration may be expected to 
case and prolong the life of the patient. In chronic 
bronchitis, recurrent infections often greatly in¬ 
crease the quantity of secretions and so precipitate 
temporary insufficienc)' of cough witli e.vpectora- 
tion. These acute intercurrent attacks usually re¬ 
spond to such modern methods of conservative 
therap)' as the use of antibiotics, postural drainage, 
expectorants, bronchodilators, and detergent in¬ 
halants. Under these conditions, tracheal fenestra¬ 
tion would be unwarranted unless permanent pul¬ 
monary insufficiency is also present. 

Emphysema is associated with bronchiolitis,® but 
frequently there is also complicating infection of 
the central bronchi. Then the more severe the em- 
ph)’sema tlie more emban assing becomes even min¬ 
imal increase in the amounts of secretions in tire 
airways. The latter can become incompatible with 
life, and tlierefore radical and permanent measures 
are called for. This method of treatment is indi¬ 
cated here primarily because of in-eversible pul- 
monar)' insufficiency. Efficient prompt removal of 
even small amounts of secretion becomes a matter 
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futm-e it seems to us drat maximal diffusing capac 
1 y deteimmations will perhaps best serve this pur 
pose. Tins should help us to identify the casi of 
s-evere bronchitis with mild emphj'sema that Je 
empoianly aggravated by periodic flare-up of the 
rronchitic infection and to separate these from 
cases of severe emphysema widi bronchiolitis tliat 
are bound to progress to pulmonary insufficienev 
LarciiopuJmonary function studies will be required 
m a considerable number of patients to ascertain 
the role played by manifestations of cor pulmonale 
in the clinical picture and to determine how far tire 
latter may stiil be reversible by this metliod of 
treatment. It is yet to be determined at what stage 
of its development cor pulmonale contraindicates 
tiacheal fenestration. One patient witli cor pul¬ 
monale of advanced degree and long standing not 
only tolerated die procedure well but seems to have 
benefited remarkably. 

Pros and Cons of Tracheal Fenestration 

The advantages of Hacheal fenestration should 
be obvious from the foregoing. In our Jong e.vperi- 
ence with die beatment of critical pulmonary in¬ 
sufficiency b)' methods now available, we have 
rarely observed equal amelioration of symptoms. 
Tin's is all die more remarkable since, in the cases 
we were so far able to follow, no significant 
changes in the pulmonary roentgenographic fea¬ 
tures could be demonstrated. 

A disadvantage of this treatment is diat it re- 


of vital importance only because of die associated 
pulmonary insufficiency. In our preliminary report 
u'e have emphasized the fact diat in patients widi 
low pulmonary reserve, even trivial respiratory 
infections, temporarily increasing bronchial secre¬ 
tions, may often cause cough-failure and precipitate 
attacks of pulmonary insufficiency. The sequence of 
events by which this may qrrogress to fatal pulmo¬ 
nary hypoventilation has been recently discussed 
by us.* These clinical observations have already led 
thoracic surgeons to resort to tracheostomy to make 
feasible vitally needed radical operations (lobec¬ 
tomies or pneumonectomies) for a variety of pul¬ 
monary diseases in patients with low pulmonary 
reserve,® Even more frequently tracheostomy has 
been resorted to in order to tide patients with low 
pulmonary reserve over periods of pulmonary in¬ 
sufficiency, for example, patients with thoraco¬ 
plasty. It is probable tlrat in many such patients 
tracheal fenesriation may in die future replace 
tracheostomy. 

Although this is a surgical procedure it is the 
internist who should establish its indications by all 
available clinical and laboratory findings including 
clinical estimates of pulmonary reserve which can 
best be learned by long-range observations of pa¬ 
tients. Pulmonary function studies will be necessaiy 
in many instances for more exact estimation of pul¬ 
monary reserve. For reasons to be discussed m the 


quires two simultaneous tracheal openings. A con¬ 
siderable proportion of patients with increased 
depth of the chest due to emphysema have short 
necks and backu'ard displacement of the trachea so 
as to make the operation a formidable procedure. 
This is particularly so because of the state of severe 
pulmonary insufficiency in which diese patients 
usually have to be operated on. In the animal ex¬ 
periments we aimed at a single opening protected 
by plastic material. However the frequenc)' of 
cadieterizations in the earliest postoperative period 
interfered with the healing of the tissues. Noriridi- 
standing these now apparently insurmountable diffi¬ 
culties, we believe that surgeons will eventijally 
come up ivith a method that requires only a single 
opening. 

The question has been raised as to why it is nec¬ 
essary to resort to such a cumbersome operative 
procedure xvhen a simple tracheostom)' has in the 
past often accomplished essentially the same results. 
We would stress its permanence as tlie great advan¬ 
tage of tracheal fenestration. This makes it conven¬ 
iently available at all times to those patients who 
are subject to recurrence of attacks, requiring 
emergency tracheostomy. This should also proved 
great advantage in patients witli pai^yzed chests 
oi any origin (due to poliomyelitis, for example] 
where tliere is also disturbed lung function and 
difficulty in bringing up secretions. 
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Conclusions 

Tlie indications and contraindications of tracheal 
fenestration still remain to be clarified by future 
experience in a large number of patients so treated 
and observed over longer periods. In die meantime 
decision for operation must be based on long-range 
clinical study of patients unth assessment of tlieir 
pulmonary reserv'e, often including functional tests. 
Clironic bronchopulmonars' diseases unth e.vcessive 
bronchial secretions are by themselves not to be 
considered indications for this mediod of treatment 
unless they are associated uith pulmonar)' insuffi¬ 
ciency of irreversible degree. Until more is knoum 
about tlie procedure and its potentialities, indis¬ 
criminate use of tracheal fenestration is to be cau¬ 
tioned against. 

830 Fifth Ave. (21) (Dr. Mayer). 
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CLINICAL NOTES 


CLINICAL USE OF ESTROGEN IN UTERINE PROLAPSE 

Harley E. Anderson, M.D., Omaha 


This report represents the findings in four pa¬ 
tients with marked uterine procidentia who were 
treated nonsurgically xvith rather dramatic results: 
the reduction of uterine hernia after the oral and 
parenteral administration of estrogenic hormones. 

Although uterine prolapse has been described 
in the newborn infant and in the nuUiparous wom¬ 
an, it is most generally obseri'ed in the older 
multipara whose tissues have shoxsm signs of loss 
of resiliency, as has been observed by Wilson.' 
Mengert “ has rather conclusively pointed out ana¬ 
tomically that the bifid cardinal ligaments are the 
sole means of support in maintaining tire uterus 
within its normal gjmecologic confines. He has 
showm experimentally that only when the cardinal 
ligaments were cut, regardless of what other struc¬ 
tures were intact, was there any appreciable 
descensus. The etiological factor, or factors, causing 
a change in the normal supporting mechanism of 
the cardinal ligaments is at present unknomi, 
aldiough many have theorized as to its cause. It 
has generally been an accepted fact that congeni¬ 
tally poor, inept, and inelastic supporting struc¬ 
tures, found usually in most hernias, constitute the 
main reason for tlreir production. A review follows 
of four patients, all of whom were several years 
past the menopause and had been complaining of 
uterine descensus for varj’ing periods of time. 

From the Department of Ob<;telrics and G>’necolog>*, University of 
Nebraska College of Medicine- 


Report of Cases 

Case 1.—A 66-year-old woman, referred because of lier 
discomfort while ambulator>’, stated that she felt that her 
“peiric organs were aU falling out.” She had undergone the 
menopause 15 years preWously and for the hast 4 or 3 years 
had worn a pessary to support her uterus. At tlie time of 
examination, tiie pessar)- had been remoi'ed bec.ause of 
vaginal irritation. 

PeMc examination revealed a uterine prolapse, which 
brouglit the small eroded ceuix out of tlie introitus on 
straining. The uterine corpus was atrophic but otherwise was 
not abnormal. A cystocele and a rectocele of appreciable size 
existed in conjunction witli tlie prolapse. One child, aged 
33 years at the time of writing, had been delivered unevent¬ 
fully, and the postpartum course had been also uneventful. 
Slides prepared witli used of Papanicolaou’s stain revealed 
a low estrogenic level, no tumor celb, and ver>’ slight 
keratinization of any of the cells. The patient was adrised to 
have the procidentia corrected by means of a vaginal plastic 
operation, to which she agreed. Surgeiy had to be postponed, 
because it was necessar>- for her to care for her sister, wlio 
was quite ill in a distant citx’. Her initial ilsit was in Sep¬ 
tember, 1957. She returned after the deatli of her sister, 
complaining severely of the prolapse and other menopausal 
s>’mptoms, such as hot flashes. Peh-ic examination on Jan. 17, 
1958, rei’ealed tlie physical findings to be identical to tliose 
seen on her first xisit, but with tlie addition of an excoriation 
of tlie sldn about die vulva and die anus. It was thought 
xvise to treat diis patient for her menopausal simptoms prior 
to surgeiy. She was given conjugated estrogenic substance.s 
(Premarin), one 2.5-mg. tablet daily, and 20,000 units of 
estrone hypodermically. She returned on Jan. 24di, stating 
that her prolapse had disappeared and diat her menopausal 
s>’mptoms had left. Her pehis was examined on Jan. 31st, 
and her statement of the disappearance of the uterine 
procidentia was corroborated, aldiough a cxstocele was still 




present lo a Itvsser cle^nee. T))c oi.-il closa^je of coniWatcd 
' was t'OiKimicd until April 11, 1958 at 

"t^is Of con/ugatoci cstrog^nif m. 1 > 

■ . , _,5 ng. o\riy other day, was .siiggeAlod. At the 

niu> of wnt.ng ( May 30, 1958). there has bSn no reh.rn of 
her nfermc procidentia. 

Casv 2.-A 6.5-j'car-old woman had worn a “doughnut*' 
type of pessary for sis or seven years because of marked 
nteinie procidentia. Two children, aged 42 ami 35 yeans at 
the tunc of writing, had been nonnal deliveries, and her posl- 
parfnm «’»r.ses^ hati been nonnal. Her menopause had been 

‘f.,r ?"■ *' ^''’Mhtal palienl on eight 

diifcicnt occasions because of scvcie coronmy- lieart disease. 

I civic o,\aniin.ition on March 12, 1958, revealed a complete 
procKienlia, a small atrophic uterine corpus, and an ulcerated 
ccm\. Slides prepared with use of Papanicolaou's .stain 
slimv'ed an over-all pattern of low estrogenic level, no tumor 
cells- .'tnd s'crj' few kcraftniVed cells. Jnasnnicli a.s tin's patient 
sv.is .such a poor surgical risk, it was thought licst to treat her 
coiisen-atively. Because such dramatic changes had been ef¬ 
fected in case 1 , the same therapy was instituted in thi.s pa¬ 
tient on her first visit. E.xaniinafion on March 19, 1958, re¬ 
vealed esfcrnal disappearance of the uterine corpus, witli 
its return to its nonnal position, allhongli a cysfoceie wa.s 
present upon straining. The dosage of orally gis’eii c.strogcnic 
-Substance u'as reduced lo every other day, ]irincipally be¬ 
cause of breast soreness. Tliis dosage iia.s been maintained 
with no return of procidentia, although she has sulTercd an¬ 
other coronan' attack. 

C.ASt: 3.~-A 72-year-old woman was first seen on Nov. 15, 
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Slides_ prepared witJi Papanicolaou’s stain showed a ]o« 

S k • ’ r* ^'®™«nizafion of cells and no tumor 

cells. The patient was averse to any further surgical coirec- 
on She was put on a trial of conservative estrogenic 
hcrapy, as described m cases 1, 2, and 3. After one weel's 
hcrapy, she stated tliat she felt “everj'thing tightening up 
m the region of tiie pelvic organs.” and she further staid 
that the procidentia no longer existed. Pelyic examination on 
Alay 5, 1958, showed the uterine corpus to be normal!) 
placed, although a cystocele still persisted. 

Comment 

No conclusions are being drawm from the findings 
in die four patients xvith uterine prolapse who re- 
ceit^ed conjugated estrogens orally and parenterally, 
since they represent such a small clinical study. 
However, it is a striking clinical finding tliat in all 
four cases die uterine procidentia seems to have 
disappeared after tlie administration of estrogenic 
hormones. Tin's may be just an accidental finding 
in the patients studied, as a similar happening can¬ 
not be found described in the literature. 

If one were to conjecture as to the physiological 
reason for the correction of the uterine herniation, 


1957. She had never been pregnant. She reported as a pa¬ 
tient because of symptoms which were referable to uterine 
prolapse. Pelvic cvainination rci'caled a .small cen'ix, nonnal 
in appearance, but on straining it protnided outside of tlae 
introitus about a centimeter. The uterine corpus was atrophic 


one would naturally surmise that some action had 
taken place xvitliin tlie supporting structures of the 
uterus, namely, die cardinal ligaments, tiiereby 
causing the uterus to be “pulled up" into its normal 


but otherwise not abnormal. The adnexa! regions were also 
normal. A cystocele and rcctocclc ivere present. Urinalysis 
revealed the presence of sugar (4-f). Her blood pressure 
was 160/80 nini. Hg. She also had a rather marked skin 
psoriasis on both the upper and lower extremities. A week 
later pelvic examination revealed the same findings, and she 
was referred to an internist for the control of her glycosuria. 
Her fasting blood sugar level was 128 mg.%. She returned 
on Feb. 27, 1958, with a prolapse which was complete, tire 
entire uterine corpus and cervix being outside of the 
introitus. The patient was extremely uncomfortable. She was 
advised to have Uiis condition corrected by surgical inter¬ 
vention, inasmuch as tlie present glycosuria had been cor¬ 
rected. She refused surgery and was again seen on April 2, 
1958, at which time time she requested some means of 
therapy other than surger)'. She was given the same dosage 
of orally administered conjugated estrogenic substances and 
parenterally injected estrone as was used in case 1 and 2. 

She was seen 10 days later. The procidentia had disap¬ 
peared, and the patient staled that after a weeks therapy 
“she felt the uterus snap back into its normal position.” Her 
initial dosage of estrogen has been maintained with no un¬ 


habitat, No unanimity of tliougbt regarding the 
action of tire estrogens upon uterine supporting 
tissue is expressed by endocrinologists, although 
Hamblen ® states that lack of estrogens causes tlie 
ligaments of the uterus to involute, thereby losing 
much of their muscular constitution and strength, 
and they become tliin fibrous bands and, hence, 
poor supporting tissue. It might be logical to expect 
that the restoration of normal estrogen levels might 
restore tone and strength to these vital uterine 
supports. 

It is highly desirable that a much larger series be 
studied under similar clinical conditions and, in 
addition, an exhaustive physiological laboratory 
endeavor be assumed in order that the action of 
estrogens on uterine supporting tissues he deter¬ 
mined. 

1107 Medical Arts Bldg. 


toward results. 

Case 4.—A 65-year-old woman bad borne three children, 
with nomral deliveries and postpartum courses. She now 
complained of a "dropping down sensation of her pelvic 
organs.” Pelvic examination showed marked external hemor¬ 
rhoids, cystocele, mild rectocele, and a uterine prolapse 
which brought a small normal-appearing cervix into view 
2 cm. outside of the introitus. The uterine corpus vvas 
atrophic; the adnexal regions seemed normal The patients 
blood pressure was 136/74 mm. Hg, and the urinalysis was 
negative. She bad previously been seen in 1956, because she 
had been told she had a “uterine tumor, and Pelvic exami¬ 
nation at that time had revealed a small fibroid at tli 


References 

1. Wilson, J. M.; Pelvic Relaxations and Herniations, 
Publication 203, American Lecture Series, mono^aph in 
American Lectures in Gynecology and Obstetrics, edited by 
E. C. Hamblen, Springfield, III, Charles C Thomas, Pub¬ 
lisher, 1954. 

2. Mengert, W. F.: Medianics of Uterine Support ana 
Position: Factors Influencing Uterine Support: Experimental 
Study, Am. J. Obst. & Gynec. 31S775-782 (May) 1936. 

3. Hamblen, E. C.: Geriatric G^ecdogy |n Geriatac 
Medicine, edited by E. J. Stieglity, ed. 2, »*lphia, . & 
Saunders Company, 1949, chap. 41, pp. 657-674. 



175 


Vol. 16S, No. 2 


TROCHANTERIC SYNDROME 

CALCAREOUS AND NONCALCAREOUS TENTIONITIS AND BURSITIS ABOUT THE TROCHANTER ^LAJOR 

Morton H. Leonard, M.D., El Paso, Texas 


The trochanteric s\Tidroine frequently masquer¬ 
ades as sciatica. Tenderness and pain in the region 
of tlie trochanter major, often widi irradiation of 
this pain dowTi tire posterolateral aspect of the 
thigh, constitute a well-defined sTOdrome. Tliis 
sjTnptom pattern is analogous to tlie so-called 
bursitis of the shoulder. The locus of pathologr' is 
in the abductor mechanism of tlie hip. Tlie cause 
of the primar}' form is wear and tear, that of the 
secondary form the presence of foreign material, 
such as the end of a hip nail. Roentgenograms often 
reveal calcification in tlie tendons inserting into tlie 
trochanter. Tlie condition is not rare. Local injec- 
•-tion of hydrocortisone relieves the sjonptoms of 
the primarj' type. 

Tendonitis, tenosynovitis, and bursitis about tlie 
glenohumeral joint are well knorni to the pro¬ 
fession. These conditions are recognized and 
lumped together by tlie lait>' as bursitis of tlie 
shoulder. The analogous conditions in tlie region 
of tlie trochanter major are not so common or well 
knoivn. However, they are not rare and are of im¬ 
portance in the differential diagnosis of hip and 
low back pain with and vatliout irradiation. 

The anatomic structures morbidl)' ini’olved in tlie 
trochanteric syndrome can include the tendons of 
the gluteus maximus, gluteus medius, and gluteus 
minimus and the bursae separating those tendons 
from trochanter major. Tlie principal bursa meas¬ 
ures 2 to 4 by 4 to 6 cm. and lies between tlie 
gluteus maximus, as it passes to insert into tlie 
iliotibial band, and the trochanter major.* 

As in die shoulder, one of the factors in die 
etiolo^ of die primar)' ti-ochanteric s}Tidrome is 
the microtrauma of everj'day use. Goldenberg and 
Levendial' found an incidence of trochanteric 
calcification in 5.4% of 550 hip roentgenograms in 
patients over the age of 15 years. In the series re¬ 
ported by Spear and Lipscomb ‘ the average age 
in patients with trochanteric bursitis without cal¬ 
cification was 39 years and die average age in 
diose widi calcification in die insertion of die gluteus 
medius tendon 49. In those persons until calcifica¬ 
tion in the tendon of the gluteus minimus the 
average age was 45. In die present group of 18 
cases of primary trochanteric s^mdrome die average 
age was 46 years. Isolated trauma occurred im¬ 
mediately prior to the onset of symptoms in 22% 
of the cases. In Goldenberg and Leventhal’s series 
of 25 cases until calcification diere was a liistor)^ of 
injury in 64%>." As in the analogous condition of 
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die shoulder, it is felt diat the principal factor in 
etiology is wear and tear rather than a single insult. 
Tlie remembered injuri^ makes die condition 
sjnnptomatic. Trochanteric bursitis occurs second- 
ar\' to operative inten’ention. 

Patholog)' 

Tlie trochanteric sxmdrome arises from a varx^ing 
padiolog)'. Spear and Lipscomb ‘ reported the sxm- 
drome in 67 cases In 24 of these there was a cal- 



Fig 1.—Calcium at lateral facet of trochanter major, in¬ 
dicating calcific tendonitis m gluteus medius. 


careous deposit near die trochanter. Tlie present 
series showed calcification in 28%. Goldenberg and 
Leventhal' believe diat die calcification occurs in 
the tendon of the gluteus medius, in a bursa be¬ 
tween die tendon of the gluteus medius and the 
greater trochanter, and under die gluteus medius 
not connected widi die trochanter. Actually, die 
common sites of calcification are in die tendon of 
die gluteus medius and minimus. Calcification in 
the tendon of the gluteus medius is seen at die 
upper half or third of die lateral facet of die tro¬ 
chanter major. This calcifieation varies in size from 
a fleck to an area of several centimeters (fig. 1). 
Calcification in the gluteus minimus is at the tip of 
the greater trochanter and usuall}' is smaller dian 
1 cm. in diameter (fig. 2). 
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The microscopic pathology in a calcific deposit is 
similar to that of calcareous tendonitis of the shoul¬ 
der." In the absence of calcification, there is a 
serous infiammation of the bursa between the tro¬ 
chanter and the gluteus maximiis. 

Trochanteric bursitis and calcareous tendonitis 
arc not common; on the other hand they are not 
rare. Cloyd reported 80 cases of bursitis of the 



insertion into trochanter major. 


shoulder and 10 of the hip.* Spear and LipscomV 
of the Mayo Clinic, reported 43 cases of bursitis 
and 24 cases of calcification seen in the penod of 
l935*to 1948. Goldenberg and Leventlial - 
Seal in 5.4% of 550 co—e ^ 

hip made of P“ fg'casS dfagCed in L 
The present series of cases, ui j, 

-tSnSa;« 

leases »:J^senLd by Spear and 
Lipscomb ‘ and by Cloyd. 

Clinical Picture 

Tire clinioal picture of 
varies in degiee but is c y 
The onset is down die 

lateral aspect of the p , ‘ irradia- 

tbe posterolateral aspec of 

tion can simulate lefei r present, 

sacral area. A 

Local tenderness m ^ isolated cases of 

major is constant except ^ 

calcification m the g bursa underlying 


the trochanter is sometimes obliterated. The site ol 
the trochanter can be identified, even in obese 
persons, by this hollow (fig. 3). Tliose motions 
which relax llie abductors of the hip tend to di¬ 
minish die pain, whereas tiiose which tighten these 
muscles increase it. Thus, passive internal rotation 
and abduction are painful, and passive abduction 
and external rotation are not. Flexion and extension 
of the hip do not cause severe pain. The most con¬ 
stant and useful finding is local tenderness over the 
trochanter major. In the presence of an acthe 
calcareous deposit, as in the case of calcareous ^ 
tendonitis of the shoulder, a low-grade fever and 
leukocytosis may be present. 

Roentgenograpliic study demonstrates the absence 
of intra-articular pathology except when this is an 
incidental finding. Some of die patients of diis age 
group will show hypertrophic changes. Roent- 
genographic examination may show a primary con¬ 
dition, such as a hip nail causing a secondary 
bursitis. Calcifications of the tendons of die gluteus 
meclius or minimus may be seen (fig. 1 and 2). 

The treatment of die primary ti-odianteric sjm- 
drome follows that used for its analogue in the 
shoulder. Roentgenotherapy, diadiermy, punctme, 
and open surgical removal of calcium when this is 
present have been used with good residts. In tliis 
Lies of IS cases, local injection of hydrocortisone 
acetate has resulted in complete relief of symptoms 
in all instances. The technique employed is that oi 
infiltration of all tender areas with a local anesthetic 



,;T-HoV1ow »n weal aspect of Wp, ‘ 

banter major. 

lowed by 

■tisone in doses of f I nain may be tern* 
)uld be cautioned ^l^jt one in- 
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Symmar)' 

“Bursitis” of the shoulder has its analogue about 
tile hip. It is not uncommon and can result in a 
train of clinical signs and symptoms identified as 
the trochanteric syndrome. This syndrome is some¬ 
times confused witli referred pain from tlie lumbo¬ 
sacral area. It is effectively treated by local in¬ 
jections of hydrocortisone. 

520 Montana Ave. 
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SEMPLE SURGICAL TREATMENT OF SPONTANEOUS PNEUMOTHORAX 

BY USE OF A PLASTIC NEEDLE 

Warren P. Knuth, M.D., Kermit J, Wrigbt, M.D. 
and 

Vilibald A. Jenko, M.D., Fort Harrison, Mont. 


\\Tien the physician encounters a patient \rith 
spontaneous pneumothorax, several courses of 
therapy are available. For purposes of simplification 
it may be stated that the Uvo general methods are 
the medical or “watchful expectancy” program and 
the surgical or aspiration method, ^^fflereas 30 
years ago treatment was principally limited to 
medical management, it has become increasingly 
more common to utilize the aspiration metliod. 
There are several reasons for this change, which 
are as follows; (1) earlier ree.xpansion of lung, (2) 
immediate relief of s^rmptoms, (3) lower incidence 
of complications, (4) shorter period of hospitaliza¬ 
tion, and (5) an earlier return to economic produc- 
tirity. It has been customary to refer to the medical 
or nonaspiration program as the conservative pro¬ 
gram. We are in agreement \rith the principles ex¬ 
pressed in the paper by Campbell and Varco’ in 
which they state that (be medical management is 
“scarcely conservative of the patient’s comfort, con¬ 
venience, finances or predisposition to serious com¬ 
plication.” 

In spite of the evidence favoring early surgical 
management, an appreciable number of patients 
witlr spontaneous pneumothorax are not treated by 
early aspiration. The reasons for this are varied, 
but it is believed that if the procedure could be 
made both simple and completely safe this method 
would be universally adopted. The derice to be 
described is believed to fulfill these requirements. 


From the Department o? Surgcr>', Veterans Administraaon Hospital. 



Fig. 1.—Plastic needle, assembled unit on left and com¬ 
ponent parts in middle. Note degree of torsion permissible 
without significant luminal obstruction. 

The patient usually presents himself with the 
complaint of chest pain, dyspnea, or cough. Occa¬ 
sionally there may be no complaints whatever and 
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SrONl’ANEOUS PNEUMOTIIOIUX-KNUTII ET Ah. 
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tlic diagnosis is oslablishecl on the basis of routine 
pliysical examination or survey chest x-ray. If the 
degree of collapse is IS^o or less, surgical manage¬ 
ment is not indicated. Wlion a greater degree of 
pneumothorax exists, the following method of treat¬ 
ment is employed. 



Fig. 2.-CIic.st roentgenogram of iicaltli)’ )'oung adult witlr 
.Spontaneous pneuniothora.\-. 


Method 

The plastic needle to be used is shown 
1 The needle is shown in its assembled state on 
tbe left and disassembled in the middle; ^he needle 
on the right shows the degree of torsion which ca 
occur without significant obsti-uction of the lumen. 
The natient is placed in the dorsal recumbent posi- 

bacteriocidal ag i . ggeond interspace near 

asepsis are infiltrated with 1% procaine 

the midclavicular line ' ,„stic needle 

hydrochloride (Novocain), 

which has been ^^chtracter^ sen- 

duced into the pleural ca\ y. p.^nctures the 
sation noted whe ® several milli- 

pleura. The needle is nnrtioii is withdrawn 

meters, and the is continued 

the same distance. T n P the pleural 

until the entire plastic portion ^ completely 

cavity and the metalkc begun either 

removed. °„ge attached to a three-way 

with use of a oO-cc. s>img needle to an air 

So shift and reexpan. 


sion of lung parenchyma. In the event of persisfenl 
coughing, l/eth grain (10 mg.) of morphine sulfa!? 
should be administered intravenously to depies; 
tile cough reflex. On complete reexpausion of \h 
lung, the base of the needle is taped to the cks 
wall, and negative pressure is maintained for 2 
hours after all air leakage has ceased. Some autk 
have recommend.ed the use of Water seal drainag 
Undoubtedly the results with its use are complete 
satisfactory. It has been our practice to use neg 
tive pressure systems with pumps, and the rese 
thus far have been excellent. The use of an 
pump does not encourage a persistent pleural 
leak, conti'ary to the opinion expressed by souic. , 
Figures 2 and 3 show the typical pretreatment and 
post-treatment chest roentgenograms which are sees 
after treatment in the manner described. 

Since the original work with the use of the 
plasb'c needle in treatment of pneumothorax, we 
have been impressed with its usefulness in diag¬ 
nostic and therapeutic puncture of other serous 
cavities. Thus, pericardiocentesis and abdominal 
pericentesis can be performed with a furtlier degree 
of safety. In addition, for those who treat hydrocele 
by aspiration, traumatic orchitis can be avoided by 
use of this device. 
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PRESERVATION OF RENAL FUNCTION DURING PARTIAL 

NEPHRECTOMY 

USE OF RUBBER BAND TOURNIQUET FOR HEMOSTASIS 

Willard E. Goodwin, M.D. 
and 

Henry M. Thelen, M.D., Los Angeles 


Murphy and Best,* in 1957, re\aewed the litera¬ 
ture concerning partial nephrectomy. In their con¬ 
cise and useful paper they recommended simple 
guillotine amputation and presented comancing 
e\idence that tlie least damage is done to tire kid¬ 
ney until tliis technique. They described hemos¬ 
tasis as secured during tlie resection by placement 
of a Crafoord clamp on the vascular pedicle. One 
of us (IV. E. G.) has previously reported use of a 
small bulldog clamp placed on the renal arter}' 
alone during biopsy or partial nephrectomy.* Re- 
centl}', we have had occasion to use a different 
technique for hemostasis during partial resection 
and have found it simple and effective. 

The kidney is well mobilized, allowing access to 
all of its surfaces. Tlie area to be resected is identi¬ 
fied, and the renal capsule is stripped from the 
area which is to be removed. At a point on the 
normal kidney, below the area of stripping, a rubber 
band, Vi in. wide, is placed around the whole kid¬ 
ney as a tourniquet and is held in place uith a 
clamp. This allows perfect hemostasis and good 
access to the area to be resected. The amputation 
is then done as described by Murphy and Best * 
(see figure). Hemostatic sutures are placed under 
direct vision. The capsule is closed over the wound. 
The rubber band tourniquet is released, and the 
wound is carefully inspected for evidence of any 
excess bleeding. 

This simple technique is useful in resection or 
nephrotomy of either pole of the kidney. It is not 
applicable to resection or biopsy of the central 
portion of the kidney, in which case we feel that 
the use of a bulldog clamp placed on the isolated 
renal artery is the method of choice. Altliough we 
have not yet used this tj'pe of tourniquet for 
hemostasis in dividing the isthmus of a horseshoe 
kidney, it would seem ideally suited to this situa¬ 
tion with tire application of two tourniquets and 
incision in tire isthmus of the horseshoe kidney be¬ 
tween them. 

The use of a toiumiquet in this manner to achieve 
renal hemostasis has tlie added advantage of allow¬ 
ing continued circulation to tlie remaining normal 
kidney tissue. It could also be applied in the rare 
situation when partial resection of a solitary' kidney 
is necessary for renal neoplasm.® 


From the Department of Surger>% Dimion of Uralog>% XJniNersitj of 
Califonua Medical Center, and WadsA\orth General Hospital, Veterans 
Administration Center. 


We have employed tliis technique in two cases 
with e.xcellent results, and some of our associates 
have also used it wdth satisfaction after learning 
of the method from us. On two occasions a col¬ 
league had difBcult}’’ Muth complete hemostasis be¬ 
cause the rubber band was too thin and was not 
pulled tightly enough. The rubber band tourniquet 
should be a hea\w, Vi-in., strong band, and it should 



Rubber band tourniquet, used to achieve local hemostasis 
without impairment of blood supply to rest of kidney during 
partial nephrectomy. 


be apphed tightly enough to produce blanching of 
the ladney. When properly used, it prowdes a 
bloodless field and minimal trauma and is eas>' and 
practical in application. 
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SLIDE LATEX FIXATION TEST 


SIMPLE SCIIEENING iMETIIOD FOR THE 


diagnosis of RHEUMATOID 


arthritis 


Jacques M. Singer, M.D. 

nnd 

Charles IM, Plotz, M.D., New York 


The use of uniform size polystyrene ktcx nar- 
hcJes a.s- subsiiUiies for red blood cells in the 
serologic lest for rheumatoid arlhritis has been 
reported on previously.' These biologicall)’ inert 
paiticles might agglutinate spontaneously without 
added gamma globulin in the presence of strongly 
positi\’e rheumatoid serum, but only in a low titer.* 
hen serums were fractionated bv the addition of 
1.64 M ammonium sulfate, 909« of 250 patients with 
rheumatoid arthritis showed positive results in a 
one-tube technique with use of the patient’s own 
gamma globulin.** As a further simplification, 
Bozicevich and co-workers have described a slide 
method using serum and bentonite particles. A 
study has now been made W’hich has resulted in a 
simple screening test which is highly sensitive for 
tile diagnosis of rheumatoid arthritis and suitable 
for epidemiologic stud\’, as well as for clinical and 
office use. 

Materials and Methods 


arc again mixed, and the resulting suspension is 
spread over the slides by tilting them back and 
torth, 

IJfith use of natural or artificial daylight and a 
dark background, the slides are then tilted back 
and forth until the fingers and observed for clump¬ 
ing. In positive tests, this will appear in one to 
three minutes as a fine granular agglutination. 
Negative tests show a simple homogeneous reddish 
suspension. No magnification is required. 

The order of addition should be carefully fol¬ 
lowed—blood, eosin, then latex-since, if latex is 
added before the eosin, nonspecific agglutination 
may occur. The concentration of eosin is critical. 
If tile concentration of eosin is ivell below 1%, a 
much greater incidence of false agglutination is ob¬ 
served, and, if eosin is eliminated altogether, 85% 
of all serums will show nonspecific agglutination. 
A positive test is one in which agglutination occurs 
on either slide. 


A stock solution of a suspension of polystyrene 
latex particles of uniform size, O.Sl fi in diameter, 
is made by diluting the original suspension until 
distilled u'ater. Dilution is continued until 0.1 ml., 
when mixed u'ith 10 nil. of water, matches a light 
transmission of 5% in a Coleman Universal spectro¬ 
photometer (model 11 or 14) in a square cuvette, 
13 by 13 by 100 mm., at 650 m/t with a red filter. 
This stock solution may be stored in the refrig¬ 
erator for several months. 

One per cent and 2% solutions of eosin are pre¬ 
pared with distilled water. Three pipets, with a 
serologic capacity of 0.2 ml. with O.Ol-ml. sub¬ 
divisions, or dropping bottles with glass pipets 
calibrated to deliver 0.05 ml. of liquid in one drop, 
are used, one containing the stock latex particles 
and one each for the 1% and 2% eosin solutions. 
\Vooden toothpicks and ordinary microscope slides 
are also needed. 

First, 0.2 ml. (three to four drops) of fingertip 
blood (or 0.05 ml. of serum) are placed on each of 
two slides. One drop (0.05 ml) of 1% eosin is 
added to the blood on one slide and one drop of 
2% eosin to the other. Both are then mixed thor¬ 
oughly with a toothpick. Two drops (0.01 ml.) of 
stock latex solution are added to each slide, tliey 
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Comparison of Positive Results loith Tube'' and Eosin Slide 
Latex Fixation Tests in 738 Patients 

Zatex Fi-votion Test 

■ A 

Eosin Slide Method 

A ■ ■ 

Tube Method* 1% £% 

--^—As . , - -aJ- 


Clinical Group, No. of Patients No. 

C* 

70 

No. 

% 

No. 

Si 

Rheuniiitoid orthritis, 120. 

Osteoarthritis and other arthritis. 

90.0 

110 

91,0 

lot 
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ISO.V' 5 

2.T 
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4.1 

5 

2.7 

Lupus erythematosus, 38. 

13.1 

C 

15.7 

4 

10.5 

Other nonarthritlc disease, 300.... V'y 

3.0 

20 

S.6 

s 

2.0 

Normal, 100. 

• With nse of patient's own gamma glohulin. 

2 

f 

2.0 

1 

1.0 


Results 

A total of 120 patients with rheumatoid arthritis, 
38 patients witli disseminated lupus erydiematosus, 
180 patients with osteoartliritis and other forms of 
arthritis, 300 patients witli nonardiritic diseases, 
and 100 normal controls were tested. The results 
ai'e summarized in the table. Tliis table compares 
the results observed with die one-tube late.x fix¬ 
ation test with use of the patients oum gamma 
globulin and tlie results with die 1% and 2% eosin 
slide test. There is close correlation in all groups. 
As may be observed from the table, with use of 
eosin, die incidence of positive slide tests in pa¬ 
tients widi rheumatoid arthritis is reduced from 
91.6%, observed with 1% eosin, to 86.6%. In non- 
arthritic disease, however, die incidence of positive 
results is reduced from 8.6%, tested with 1% eosin, 
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to 2.6% when tested with 2% eosin. If the increased 
sensitiWtj' is important, as in epidemiologic study, 
the slide test witli 1% eosin might be more useful. 
On tlie otlier hand, the 2% eosin test gives fewer 
positive reactions in cases of nonrheumatoid 
arthritis. 

Summary 

A new simplified screening shde agglutination 
test for the serologic diagnosis of rheumatoid 
artliritis consists of the addition to fingertip blood or 
serum of an eosin solution and latex particles. The 
resultant agglutination in positive tests is read 
easily and quickly wth the naked eyes. \^Thile 
S6.6% of 120 patients with rheumatoid artliritis 
gave positive results nuth the 2% eosin slide agglu¬ 
tination method, only 2.7% of serums of ISO pa¬ 
tients ssutli other artliritic disease, 2.6% of 300 pa¬ 
tients -with nonarthritic diseases, and 1% of 100 
normal controls were found to show positive find¬ 
ings. 

860 Fiftli Ave. (Dr. Plotz). 

The polystjTene late.\ particles used in this study were 
manufactured by the Dow Chemical Company, Midland, 
Mich., and distributed by the Arthritis and Rlreurnatism 
Foundation, New York. 


Tliis study was aided, in part, by grants from the National 
Institute of Arthritis and Metabolic Disease, National Insti¬ 
tutes of Health, the State of New York chapter of the 
Arthritis and Rheumatism Foundation, and the Fribourg 
Fund. 
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NEW AND NONOFFICIAL DRUGS 

^ilonographs and supplemental statements on drugs described here and in subsequent edi¬ 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 
and reports of investigations. H. D. Kautz, M.D., Secretary. 


Hydroxyprogesterone Acetate.—17a-Hydroxypro- 
gesterone acetate.—The structural formula of 
hydroxyprogesterone acetate may be represented 
as follows: 



Actions and Uses.—Hydroxyprogesterone acetate 
is an esterified derivative of hydroxyprogesterone. 
In contrast to progesterone, which is xdrtually inac¬ 
tive by the oral route, hydroxjqirogesterone acetate 
causes pronounced progestational effects after oral 
administration. Typical effects include production 
of secretory changes in an estrogen-primed endo¬ 
metrium, luteal changes in e.xfoliated vaginal 
epithelial cells, suppression of the formation of 


fem-like patterns in the cerx'ical mucus (arboriza¬ 
tion), increases in basal body temperature, and 
induction of endometrial withdrawal bleeding after 
endogenous or exogenous estrogenic stimulation. 
On the basis of both laboratory and clinical studies, 
hydro.xyprogesterone acetate appears to be con¬ 
siderably more potent as a progestogen than are 
equal amounts of orally given ethisterone. Its onset 
and duration of action are approximately the same 
as with parenterally administered progesterone; 
withdrawal bleeding from an estrogen-primed 
endometrium generally occurs within hvo to three 
days after the oral administration of about 100 mg. 
The drug produces only minimal estrogenic re¬ 
sponses and shows no androgenic activity. 

Hydro.xj'progesterone acetate is useful in aU con¬ 
ditions in which parenterally administered proges¬ 
terone or hydro.xj'progesterone caproate is indicated. 
(See the monograph on hydro.xyprogesterone cap¬ 
roate in New and Nonofficial Drugs.) Thus, it may 
be given for the treatment of primar)' or secondarx' 
amenorrhea, for functional uterine bleeding in pa- 
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(tents with diagnosed Itenign endometrial liyiser- 
plasia, and m cases of infertility believed to be due 
to inadequate corpus lulciun function. The drue 
may also be emplo)-ed during (he first and second 
(nmeslers in patients witli a histoia- of habitual 
ahortion There is inadt'quale evidence at hand to 
justiiy tile routine employment of hvdroxvproges- 
terone acetate, or ant' other progestogen,' for the 
treatment of dysmenorrhea or premenstrual tension. 

Ih'droxyprogesterone acetate aj)pears to be well 
tolerated. In the clinical studies to date, no signifi¬ 
cant untoward effects ha\’c been reported, 

Dosngc.-Uychoxyprogcslcronc acetate is admin¬ 
istered orally. For amenorihea, functional uterine 
bleeding, and infertility, the usual dosage ranges 
from 25 to 50 mg. per day. This amount is taken 
either for 5 .succc.ssi\'e days beginning on the 21st 
day of the menstrual cycle or for 20 successive days 
beginning on (he 5lh day of the menstrua) cycle. 
Suirplcmcntal estrogen therapy may also be insti¬ 
tuted in patients who fail to produce adequate 
amounts of endogenous estrogen. The proposed 
dosage for habitual abortion is 200 to 400 mg. dail)' 
until fetal viabilih' is evident. 

Prep.amtions: tablcf.s' 25 unci 50 inj;. 

Applicable commercial name; Proclox. 

The Upjohn Company cooperated by furnisliinp .scientific 
data to aid in the evaluation of hydrox}’proj;c.sterone acetate. 


J-A.M.A., Sept. 13,193S 


Other strains of influenza virus have been found to 
)c corre ated with the development of immunitv 
aganj.st the disease caused by those strains. As yet 
clinical experience with the new Asian strain is no! 
Millicient to permit such a correlation. In a sinek 
small senes of patients, unvaccinated and vac. 
cmalccl adult imlunteers were inoculated wtli live 
A.sian strain influenza virus; 78% of die unvaccinat 
ed placebo group became ill with influenza, where 
as 44% of the vaccinated group developed symp 
toms of this disease, Tliese preliminary results givi 
some indication diat the vaccine provides moderate 
but incomplete, protection against Asian influenza 
At the present time, therefore, it can only be as 
sinned that the present vaccine may be similar t( 
other influenza virus vaccines udiich have givei 
loanable protection, up to 70% in some instances 
TJie period of protection provided by tlie new vac 
cine is unknown but, on die basis of experiencf 
with other influenza vaccines, can be expected t( 
last for about one year. No significant effect or 
Asian influenza antibody resjionse, either adverse 
or beneficial, has been demonstrated vdien die 
Asian strain component is administered in combina¬ 
tion' with die old polyvalent A,A', and B vaccine. 

Since the virus for die vaccine is grown in the 
exti-aembryonic fluid of cliicken eggs, administra¬ 
tion of vaccine is absolutely contraindicated in per¬ 
sons widi a history of hypersensitivity to egg, 


Influenza Virus Vaccine, Monovalent, Type A 
(Asian Strain).—A .sterile suspension of formalde¬ 
hyde-killed influenza virus, type A, Asian strain, re¬ 
covered from die extraembryonic fluids of chick 
embryos infected with this virus. The product 
complies y\ath tlie requirements of the National In¬ 
stitutes of Health of die United States Public Health 
Service. Influenza virus I'accine, Asian strain, mono¬ 
valent, has been standardized to date in terms of 
chicken-cell agglutination (CCA) titer. Most lots 
of vaccine released by the NIH prior to Dec. 1, 
1957, contained 200 CCA units per cubic centi¬ 
meter, but all lots after diat date will contain 400 
CCA units per cubic centimeter. 

Actions and Uses.-lnBuenza virus vaccine, mono¬ 
valent, is designed solely for prophylaxis against 
epidemic and endemic infections caused by die 
type A, Asian strain, of influenza virus. A rise in 
hemagglutination-inhibition antibody titers against 
Asian strain influenza virus has been demonstrated 
after injection of the vaccine into both man and 
animals. In man, the rise is apparent within one 
week after subcutaneous injection, and ma.ximm 
antibody titers appear to be achieved by the end 
of tlie second week. Some recent evidence indicates 
that the more potent vaccine containing 400 CCA 
units may elicit antibody responses comparable 
to those observed in patients who have recoveied 
from Asian influenza. Hemagglutmation-inliimtion 
antibody titers produced by vaccines containing 


chicken, or chicken feadiers. Local reactions to the 
i^accine are common and include a transient sting¬ 
ing sensation at the site of injection immediately 
after administration, usually with local redness, 
induration, and tenderness during the succeeding 
12 to 24 hours. A systemic type of reaction charac¬ 
terized by fever, malaise, backache, and headache 
occurs in an appreciable proportion of patients to 
whom the vaccine is given subcutaneously; the 
incidence is considerably lower if the vaccine is 
administered intracutaneously. Such systemic re¬ 
actions are usually not serious and rarely incapaci¬ 
tate the patient for longer tlian one day. 

Dosage.—Influenza virus vaccine, monovalent, 
type A (Asian strain) is administered subcutane¬ 
ously. The dose by this route is 1 cc. for adults and 
0.5 cc. for children between the ages of 5 and 12 
years. For children between die ages of 3 months 
and 5 years, the American Academy of Pediatrics 
has suggested a dose of 0.1 cc. given subcutane¬ 
ously or intracutaneously. Tlie academy has also 
suggested that the foregoing doses for infants or 
children be repeated within one or two weeks. 

Vaccination of adults by two intracutaneous in¬ 
jections of 0.1 cc. separated by an inten-al of three 
to four weeks has been suggested. There is some 
evidence to indicate that the antibody response 
after die intracutaneous injection of 0,1 cc. is ap¬ 
preciable, but not as good as that which follows 
subcutaneous injection of 1 cc. Such a regimen 
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reduces the amount of vaccine needed and, no 
doubt, is attended by a reduced incidence of sys¬ 
temic reactions. Ho%ve\'er, it is difficult to predict 
its clinical efficacy since, in the past, all other field 
evaluations of influenza vaccines have been carried 
out with the drug administered by the subcutane¬ 
ous route. 

Preparations; su.spension (injection) 5 cc. and 10 cc. 

Applicable commercial name: Influenza I^rus Vaccine, 
Monovalent, T>Tpe A (Asian Strain). 

Eli Lilly and Company; The National Drug Company; and 
Pitman-Moore Company, Dhision of Allied Laboratories, Inc., 
cooperated by fumisbing scientific data to aid in the evalua¬ 
tion of influenza rdrus vaccine, monovalent, type A (Asian 
strain). 

Prednisolone Acetate.—Prednisolone-21-acetate.— 
The structural formula of prednisolone acetate may 
be represented as follows: 

o 

CHjOCCHj 

oo 



Actions and Uses.—Prednisolone acetate has the 
same actions, uses, and limitations as prednisolone. 
The acetate ester is relatively nonirritating to the 
tissues and is tlierefore suitable for intramuscular 
injection. It may be used in those situations in 
which oral therapy vdtli prednisolone is not feasible. 
The drug is also a suitable substitute for orally 
administered prednisolone in patients undergoing 
surgery' who require maintenance glucocorticoid 
therapy. (See the monograph on prednisolone in 
New and Nonofficial Drugs.) 

Dosoge.—Prednisolone acetate is administered by 
the intramuscular route. Dosage is expressed in 
terms of the parent drug and is the same as for 
orally administered prednisolone. 

Preparations: suspension (injection, aqueous) 123 mg. in 
5 ce. 

Applicable commercial name: Sterane. 

Pfizer Laboratories, Division of Chas. Pfizer & Company, 
Inc., cooperated by furnishing scientific data to aid in the 
evaluation of prednisolone acetate. 

Use of Poliomyelitis Immune Globulin (Human) 
for Oral Herpetiform Lesions 

The Council has evaluated the use of poliomye¬ 
litis immune globulin (human) for the manage¬ 
ment of recurrent vesicular lesions of the mouth. 
Because tliis preparation of gamma globulin has 
been useful for the attenuation or prevention of 
such virus diseases as poliomyelitis, measles, and 
infectious hepatitis, it has been tried also for the 
treatment of certain oral lesions believed to be 


viral in origin. Tliese lesions are collectively desig¬ 
nated as oral herpetiform lesions, since the etiolog)' 
of all tx'pes has not been proved to be herpes sim¬ 
plex. This designation includes herpetic gingivosto¬ 
matitis, herpetic ulcers, herpes labialis (cold sore, 
fever blister), and aphthous stomatitis (canker 
sore, aphthous ulcer). 

The clinical evaluation of poliomyelitis immune 
globulin (human) used for this purpose is based 
upon a few indmdual case reports taken from a 
relatively small number of patients to whom the 
drug was administered for short periods of time. 
In some cases, therapy was begun after the original 
lesions had undergone considerable secondary' in¬ 
fection, thus complicating the diagnosis and inter¬ 
pretation of results of therapy. Although controlled 
data are lacking, some physicians and dentists 
believe that some, but not all, patients are bene¬ 
fited by such therapy; other investigators have 
been unable to demonstrate beneficial effects. The 
drug does not appear to have any appreciable effect 
on lesions already present In favorable cases, it 
seems to halt the formation of new lesions. Tire 
duration of immunity thus produced is 001010 %™. 
The results obtained thus far warrant further study 
under xveU-controUed conditions. At the present 
time, however, the use of poliomyelitis immune 
globulin (human) for the treatment of oral her¬ 
petiform lesions is considered e.xperimental. 

In the clinical trials to date, dosage appears to be 
determined on an empirical basis. Equally satisfac- 
tor)’ results have been reported %%’ith doses ranging 
from 2.5 cc. ever)' three or four days to as much as 
20 cc. ever)' day for six %%’eeks in cases of Behcet’s 
s)'ndrome. As a general rule, it is suggested that 3 
to 10 cc. be injected intramuscularly once or t%%'ice 
a week. Subsequent dosage and intervals between 
injections should be governed by indmdual re¬ 
sponse. Furtlier studies are needed, ho%%'e%'er, to 
establish both the effect of poliomyelitis immune 
globulin (human) and its optimal dosage. 

The Council %'oted to e.xpand Ne%v and Non¬ 
official Drugs to describe tlie use of poliomyelitis 
immune globulin (human) for oral herpetiform 
lesions. 

Merck Sharp & Dohme Research Laboratories, Diiision of 
Merck & Co., Inc., cooperated by furnishing scientific data to 
aid in the evaluation of this additional use of pobomyelitis 
immune globulin (human). 

Ristocetin.—An antibiotic produced by the fer¬ 
mentation of Nocardia lurida, a species of Actino- 
mycetes. The antibiotic has t%vo components, 
ristocetin A and ristocetin B, tlie chemisby’ of 
which is not completely kno\%'n. The commercial 
product is a lyophilized preparation representing a 
mixture of ristocetins A and B. 

Actions and Uses.—Ristocetin is an antibiotic 
substance active against patliogenic gram-positi%'e 
cocci. It is active in wtro against the following 
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oiganisnis (listed in order of decreasing suscepti- 
biiitv); slropiococci, enterococci, pneumococci, and 
slapnylococci. It also shows in vitro activity against 
mycobacteria, although it is not vcconnnended for 
vise in iuunan tuberculosis infections at the present 
lime, since clinical c\>idencc of its cfBcacy is lacking. 

The principal llicrapcutic tests of the efficacy of 
ristocetin have been in the treatment of severe 
staphylococcic and enlerococcic infections. Since 
the drug is not as active, as a rule, as penicillin and 
certain other antibiotics, and since it must he given 
intrar'cnou.sl)', it is neither rational nor practical to 
employ ristocetin for treating staphylococcic infec¬ 
tions nnlass certain criteria have been met. Accu¬ 
rate bacteriological identification of staphylococci 
should be made prior to initiating therapy. Sensi¬ 
tivity tests should be done to estahlish not only the 
scnsiti\'ih’ of the bacteria to ristocetin but also their 


resistance to such other agents as penicillin, the 
tetracyclines, streptomycin, en'thrornycin, chloram¬ 
phenicol, and perhaps novobiocin and oleandom)'- 
cin. In some patients treated for severe staphylococ¬ 
cic infections, ristocetin has been successful in 
arresting infections due to strains of the organism 
that ha\'e resisted therapy u'itli all other available 
agents. Thus, the drug shows promise as a valuable 
antistaphv’lococcic agent which may be lifesaving 
in cases in which organismal resistance precludes 
the use of other antibiotics. 

Ristocetin is also of \'alue for the treatment of 
enterococcic infections, particular!)' endocarditis 
caused by that organism. In view of the marked 
sensitivit}' of enterococci to tlie drug and the 
frequency witiv which these organisms are resistant 
to other antibiotics, ristocetin may ultimately prove 
to be a drug of choice for die initial therapy of 
serious infections due to enterococci resistant to 
odier antimicrobial agents. 

Because ristocetin inhibits, in vitro, the growth 
of pneumococci and beta-hemo})'tic stieptococci 
(group A), it has been proposed for use in infec¬ 
tions caused by these organisms. Limited experi¬ 
ence with such infections indicates drat the diug 
is capable of effecting a cure. Since, however, odier 
antibiotic agents (chiefly penicillin and tire tetra¬ 
cyclines) are generally better tolerated, are easier 
to administer, and are effective, and since bacterial 
resistance to the odier agents rarely, if ever, de¬ 
velops, there is practically no justification for the 
use of ristocetin in pneumococcic or beta-hemolytic 


reptococcic (group A) infections. 

To date, bacterial (principally staphylococcic) 
sistance to ristocetin apparently has not deveP 
led in vitro or in vivo to tire same degree as with 
srtain other antibiotics. It is not yet ^owri 
hetber resistant forms will appear as the cluneal 
;e of the drug becomes more extensive. Cross re- 
stance to otlier antibiotics has not been reported. 
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Ristocetin produces a number of side-effects 
some of which may prove to be serious. Signiiicant 
depression in white blood cell counts, with relative 
neutropenia, has been reported in about 4% of cases 
studied to date. Abnormal bone marrow clianges 
or gianulocytopenia have not yet been observed 
but pli)'sicians should be alert to their possible 
occurrence. Peripheral blood cell counts, including 
a differential leukocyte count, should be done at 
frequent intervals and therapy discontinued im¬ 
mediately if the total white blood cell count fails 
below 5,000 per cubic millimeter or the differential 
neutrophil count falls below 50%. In some patients 
u’ho subsequendy develop leukopenia, eosinopliilia 
is observed as an early sign. 

Ristocetin is irritating to die intima of veins, and 
cliemical thrombophlebitis can be produced if the 
drug is administered in too high a concentration. 
Hence, only diluted solutions are suitable for in¬ 
travenous infusion, and care should be taken to 
avoid accidental extravasation after displacement 
of the infusion needle. Drug fever, sometimes ac¬ 
companied by a skin eruption, has been observed 
in a few patients after several days of therapy with 
ristocetin. This has subsided promptly upon dis¬ 
continuation of medication. Diarrhea may occur 
occasionally in patients receiving high doses. The 
drug can also elicit occasional allergic responses, 
generally skin rashes eidier at the site of infusion 
or, more commonly, a generalized eruption. No 
anaphylactic reactions have been reported. Al¬ 
though the drug has not been reported to cause 
toxic effects on die kidneys, periodic urinalyses are 
considered advisable. 


Dosflge.-Ristocetin should be administered only 
by the intravenous route, because it is inadequately 
absorbed when given orally and because it is irri¬ 
tating to the tissues when given exti-avascularly. 
The drug is best administered by die drip tech¬ 
nique. For this purpose, dry, sterile powder is 
dissolved in a sufficient amount of 5% dextrose 
solution to make a 0.2% solution (2 mg. pei cubic 
centimeter). The required volume of diis diluted 
solution is then administered by die intravenous 
route over a period of 35 to 45 minutes. Occasion¬ 
ally, more concentrated solutions have been given 
by direct intoavenous injection, The maximum tol¬ 
erated concentration of such solutions is I- “ 
(12.5 mg. per cubic centimeter), and die maximum 
rate of injection is 2 cc. (25 mg.) per minute. 

For staphylococcic infections, the usual total 
daily dose is 25 to 50 mg. per kilogram of body 
weight. In endocarditis due to resistant strains 0 
staphylococci, or when vegetations or abscesses are 
present, dosages as high as 75 mg-P« 
may be used. This is equivalent to 6 Gm.pexd.) 
for an adnll weighing 75 kg. (IM lb.) and .s W; 
sidered the maximum dosage. For acute or 
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acute endocarditis due to enterococci, the usual 
dose is 25 mg. per kilogram of body weight. How¬ 
ever, doses as high as 50 mg. per kilogram are 
occasionally employed, depending on clinical re¬ 
sponse, tolerance, and severity' of the infection. 

Tire foregoing total daily doses are given in two 
or tliree diWded doses at inter\'als of 8 or 12 hoiu-s. 
The lower dosages indicated suffice for tlie ma- 
jorit}’’ of infections in which ristocetin may be used. 
It is emphasized that dosages in e.xcess of 2 to 3 
Gm. per daj" are N'er}-^ rarely required. At this 
dosage level, side-effects are relatively uncommon. 
If there is no response \rithin 10 to 12 days, indi¬ 
cations for the use of ristocetin should be critically 
reviewed. Since staphylococcic sepsis tends to recur 


promptly unless almost all staphylococci are elimi¬ 
nated, treatment should be continued for several 
days after a definite clinical response has been 
obtained. 

Since ristocetin leaves the body mainlj' in the 
urine, a cumulative effect may be produced in the 
elderly (over age 65) or in younger patients with 
impaired renal function. In these patients, the rec¬ 
ommended dosage should usually be reduced, and 
approximately hall the normal dosage will usually 
bring about a good clinical response. 

Preparations: powder (injection) 500 mg. 

Applicable commercial name: Spontin. 

Abbott Laboratories cooperated by furnishing scientific 
data to aid in the evaluation of ristocetin. 


CHEMICAL LABORATORY 


The Chemical Laboratory has authorized publi¬ 
cation of the following statement. 

Walter Wolmax, Ph.D., Director. 

Monographs of tests and assays for new and 
nonofficial drugs adopted by the Chemical Lab¬ 
oratory of the American Medical Association rep¬ 
resent an e.x-pression of opinion as to what might 
constitute adequate tests and assays to serv'e as a 
reference guide to those interested in the identitv' 
and qualitv' of a new and nonofficial drug. 


Completed monographs are published in tlie 
journal Drug Standards for those interested in the 
details of the procedures. Monographs on the fol- 
lowang drugs hav'e appeared in the May-June, 195S, 
issue of that jomrnal. The cooperation of the listed 
pharmaceutical firms tliat furnished samples and 
data is acknowledged. 

Chlorquinaldol.(Geig)’ Pharmaceuticals) 

Hydro\'>'zine hydrochloride.(J. B. Roeiig & Co.) 

Tricyclamol chloride..(Burroughs-Wellcome & Co., Inc.) 

(Eli Lilly & Company) 
Zo.'Lazolamine.(McNeil Laboratories, Inc.) 


P OISON I\^.—A definite but limited reduction in Rhus sensitivitv' may be at¬ 
tained by oral or intramuscular administration of Rhus allergens. With oleoresin, 
maximum hsposensitization is obtained with approximately 2000 to 2500 mg. 
intramuscularly and 2300 to 3000 mg. orally. With the pure, but less potent, penta- 
decylcatechol, this state is reached with appro.ximately 2500 to 3000 mg. intramus¬ 
cularly and 3500 to 4000 mg. orally. Hv'posensitization occurs in a definite pattern 
revealed by quantitative patch tests. The reaction to the highest dilution declines 
first. Only the terminal portion of the dosage-response curve is notably affected. 
More than a hundredfold decrease in titer is rare. A giv'cn fraction of the original 
sensitivity' may be abolished but no more, regardless of how high the total dose or 
the initial degree of sensitivity. By repeatedly assaulting the skin with dermatitis- 
producing patch tests over a period of many months, complete clinical desensitization 
to leaves can be achieved. The actuahty of “hardening” has been proved. Complete 
desensitization of the highly sensitive subject by oral or intramuscular administration 
is impossible. A variety of sv'stemic and mucocutaneous side-reactions may develop 
in the course of hyposensitization, accompam'ed by characteristic changes in the 
blood. The sev'erity and frequency of these are proportional to the dosage and the 
sensitivity. The legitimate objectives of hyposensitization are in order of probability 
briefer duration, less dissemination, and milder attacks. Hyposensitization is tem¬ 
porary. It begins to wane after a few weeks. The original sensitivity is gradually 
regained within 6 to 10 months, occasionally longer.—A. M. Kligman, M.D., Ph.D., 
Hyposensitization Against Rhus Dermatitis, A. M. A. Archives of Dermatology, Julv, 
1958. 
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^Wopcrf by the Council m MenM 

Kaufman. Conncif ,Zlher. l/l w ’I'f' »/ Or. M. Ralph 

a iwo-ijenr study of medical use of hinmn<.\ ri have come about as a result of 

alien,ii, of Ihc cLcil by incVjJ^Z^^ f ^’“"-Pk to the 

>>iocs/jgfl/»o»i by the Council revealed that centers for training under vrover 
nnn'^Ti H teas also noted that many courses in hypnosis were bdne 

and dentists by groups who. in the Councirs opimon^re Z UZI 
oecrcdiicd by any professiona school or university. Likewise, courses were being offerL to 
pi jsiewns and dentists on the basis of a 5-lcsson or 10-lesson course in hypnosis, offered 
solehj as correspondence courses. During the jxist two years, the Council has consulted tvith 
many physicians and dentists known as expert practitioners of hypnosis and also with many 
poisons of other professions who have had a deep interest in and intimate connection with 
hypnosis and with research in hypnosis. The Council has also reviewed a repotf on medical 
use of hypnosis published in the Britisli iMedical Jouraa], April 23,1955. It has reviewed in¬ 
formation and opinions as noted in the attached bibliography. The publication of the bibli- 
■ ography indicates only that the material therein has been reviewed; it does not mean that 
opinions and information arc necessarily considered authoritative by the Council 
In substance, the Council's renorl indicates that there are deHnife and wnne.r 


in the United States and that such centers should be established. The report thoroughly con¬ 
demns the use of hypnosis for entertainment purposes, because of the adverse effects it can 
bring when used by persons not thoroughly medically or psychiatrically oriented. This report 
was approved by the Board of Trustees and the House of Delegates of the American Medical 
Association at its June, 1958, meeting in San Francisco. 

Richard J. Plunkett, M.D., Secretary. 


MEDICAL USE OF HYPNOSIS 


The history of hypnosis since the time of Mesmer 
has been characterized by a series of curious cycles 
alternating beUveen great interest and almost com¬ 
plete rejection. This ipbenomenon in itself is an in¬ 
dication of the somewhat mystical aura that has 
surrounded the subject tliroughout the years. Re¬ 
cently, owing to a concatenation of circumstances, 
there has been a reawakened interest in hjqinosis. 
In part, the experiences of World War II conti-ib- 
uted to this interest 

The Council on Mental Healtli of the American 
Medical Association has for some years received 
numerous inquii'ies from physicians throughout the 
United States relating to the subject of hypnosis, 
many of them asking for information regaiding 
training programs in this area. A group of seiious 
workers in medicine has been reporting on vaiious 
aspects of the utilization of hypnosis. In addition, 
the dental profession has become interested in its 
use in relation to its own practice. Concurrently, 
“fringe” groups have been exploiting h>Tpnosis 


through the press, radio, and television. Overpopu¬ 
larization in this as in other areas of medicine usu¬ 
ally leads to oversimplification. Overdramatized 
events are seized on to the general detriment of 
sober scientific Avork. 

A subcommittee of the British Medical Associa¬ 
tion has issued an ex'cellent report, udiich appeared 
in the British Medical Journal, April 23, 1955, and 
with which the Council is in essential agreement. 

In view of the total situation, the Council on 
Mental Health constituted itself as a committee of 
the whole to study the medical use of hypnosis. 
Some outstanding authorities in tliis field were in- 
rated to participate in several committee meetings, 
and in addition others were requested to give their 
opinions tlirough correspondence. The Council ey 
presses its thanks and appreciation to them for their 
excellent collaboration in this study. It is to be 
emphasized that the responsibility for tins repor 
and the recommendations contained tlierem are 
those of the Council. 
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The work of the Hj'pnosis Committee was limited 
to die specific dieme of the medical use of hj’pnosis 
in its therapeutic aspects, since this seemed to be 
die most relevant area for the Council’s considera¬ 
tion. 

There was unanimous agreement that there was 
no need at tiiis time to question the validity" of die 
various phenomena elicited by hypnotic techniques. 
Actually, in the literature of hjqinosis practically all 
of these phenomena have been noted in one way 
or another since the time of Mesmer. In spite of 
this, however, it is still difficult to arrive at a formu¬ 
lation of Iqqinosis tiiat is completely satisfactory. 
The subcommittee of the British Medical Associa¬ 
tion presented tiie following definition, with which 
there was agreement in general; 

[Hypnosis is] a temporaiy condition of altered attention 
in the subject which may be induced by another person and 
in which a variety of phenomena may appear spontaneously 
or in response to verbal or otlier stimuli. These phenomena 
include alterations in consciousness and memory, increased 
' susceptibilitj’ to suggestion, and the production in the sub¬ 
ject of resixjnses and ideas unfamiliar to him in his usual 
state of mind. Further, phenomena such as anesthesia, 
paralysis, and the rigidity of muscles, and vaso-motor 
changes can be produced and removed in the hypnotic state. 

The Committee emphasized certain regressive 
aspects of hj-pnosis. It also stressed the fact that 
htqinotic phenomena were of a wide %'ariet}' and 
should not be limited only to the so-called trance 
state. 

In order to begin to understand these phenomena 
it is necessary to place Inqinosis within the general 
framework of psychodtmamic psychology' and psy¬ 
chiatry'. This has implications not only for the 
theoretical understanding of hy'pnosis but also for 
its therapeutic application and mil, therefore, be 
related in an important way to any teaching and 
training program. In a sense it is unfortunate that 
tlie induction of hy'pnosis is generally so simple a 
matter that it requires little or no technical skill or 
training. This, in itself, represents one of tlie main 
hazards in its utilization, since it lends itself to 
oversimplification and overdramatization with a 
production of spectacular phenomena tliat are meat 
for the charlatan. The use of hy'pnosis has a recog¬ 
nized place in the medical armamentarium and is a 
useful technique in the treatment of certain illnesses 
when employed by qualified medical and dental 
personnel. 

It has already been emphasized in this report 
that a background of psychody'namic psychology 
and psychiatry' is essential in order to understand 
the phenomena of hy'pnosis. It is equally important 
to insist on the fact that the utilization of hy'pnotic 
techniques for tlierapeutic purposes should be re¬ 
stricted to those individuals who are qualified by 
background and training to fulfill all the necessary' 
criteria that are required for a complete diagnosis 
of the illness which is to be treated. Hy'pnosis 
should be used on a highly selective basis by such 


individuals and should never become a single tech¬ 
nique used under all circumstances b>' a therapist. 
No physician or dentist should utilize hypnosis for 
purposes that are not related to his particular spe¬ 
cialty' and that are beyond the range of his ordinary' 
competence. As an e.vample, a trained and quali¬ 
fied dentist might use hypnosis for hy'pnoanesthesia 
or hypnoanalgesia or for the aUay'ing of amdety 
in relation to specific dental work. Under no cir¬ 
cumstances would it be proper for him to use hyp¬ 
nosis for the treatment of neurotic difficulties of his 
patient. The surgeon, obstetrician, anesthesiologist, 
gy'necologist, internist, and general practitioner may 
legitimately utilize these techniques wthin the 
framework of their own particular field of compe¬ 
tence. 

A great deal has been said about the hazards of 
hy'pnosis, and this is still a controversial matter. 
One of the members of the conference, who is in 
a somewhat unique position since he has been con¬ 
sulted professionally by many colleagues who have 
utilized hy'pnosis and has also made a sur^'ey' of 
results, presented material which indicated that in 
a number of patients there were harmful results 
which included the appearance of psychotic con¬ 
ditions and other complications. On the other hand, 
other consultants eitlier personally or through cor¬ 
respondence indicated that they were not aware 
of any such harm resulting from the use of hyp¬ 
nosis. This is an area for furtlier research. 

Conclusions 

General practitioners, medical specialists, and 
dentists might find hypnosis valuable as a thera¬ 
peutic adjunct within the specific field of their 
professional competence. It should be stressed that 
all those who use hypnosis need to be aware of the 
complex natiu-e of the phenomena involved. 

Teaching related to hypnosis should be under 
responsible medical or dental direction, and inte¬ 
grated teaching programs should include not only 
the techniques of induction but also the indications 
and limitations for its use wthin the specific area 
involved. Instruction limited to induction tech¬ 
niques alone should be discouraged. 

Certain aspects of hypnosis still remain unknown 
and controversial, as is true in many other areas 
of medicine and the psychological sciences. There¬ 
fore, active participation in high-level research fay 
members of the medical and dental professions is 
to be encouraged. The use of hypnosis for enter¬ 
tainment purposes is wgorously condemned. 
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^VORK EFFORT AND THE DISABLED 

UMULATIVE clinical experience over the 
years has caused a considerable revision of 
thinking on the ability of the cardiac pa¬ 
tient to continue \vorking. In tin's issue of 
The Journal, page 147, Dr, Alvin Slipyan enriches 
the literature on this important subject with a re¬ 
port on tlie effect of u'ork effort on the severely dis¬ 
abled cardiac patient in competitive industry. As 
lie points out in the introduction to the article, 
despite all that has been written recently concerning 
employment and productivit}' of the person with 
cardiac disease, there has as yet been no controlled 
study to evaluate the effect of competitive industrial 
activity on the diseased heart. 

As his conclusion points out this study of 19 em¬ 
ployees, all classified as having severe or advanced 
heart disease, is unique in that never in the his¬ 
tory of private industry has an organization adopted 
a deliberate policy of employing the "unemploy¬ 
able” person with cardiac disease. Members of the 
American Medical Association, however, are aware 
that their employer, Abilities, Inc., is a unique or¬ 
ganization. In June, 1957, at its annual meeting in 
New York, the American Medical Association con¬ 
ferred its Citation for Outstanding Service upon 
Mr. Henry Viscardi Jr., the founder and president 
of Abilities, Inc. This was but the third time this 
high honor of the American Medical Association 
has been given. Since then many state medical 
societies have invited Mr. Viscardi to tell them 
more about Abilities, Inc., at their annual meetings. 

Abilities, Inc., was founded in 1952 with four 
employees. It now employs over 300 persons, 65% 
of whom work from their wheel chaffs. They earn 
an average hourly rate of $1.65 and the yearly paj^ 
roil is over a half-million dollars. When compared 
with the national averages, their attendance and 
safety record is far superior. With original capital 
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assets of $8,000, it now has assets of well over nn 
^ 7 Dr- Slipyans report L™ 

that the 19 persons with cardiac disease preLsIy 

n^firSunemployable” help make ffiis mag- 
nincent record of achievement ° 

In 1 I research project being 

conducted by the research-education affiliate of 
Abi ihes, Inc, the Human Resources Coiporation, 
with me aid of a grant from the Insurance Com- 
pany of North America. The objective of this study 
is {1; to identify the physical, emotional, and so¬ 
cial characteristics of severely disabled persons who 
Jiave been unemployed for long periods of time or 
who have never had remunerative employment; 
(2) to evaluate what changes occur in these physi¬ 
cal, emotional, and social characteristics when such 
severely disabled persons are placed in jobs com¬ 
mensurate ivith dieir abilities and in which they 
receive wages commensurate with those paid in 
regular industry for the same jobs; and (3) to see 
bow these physical, emotional, and social charac¬ 
teristics compare with those of similarly disabled 
persons receiving public assistance and with those 
of otlier physically disabled persons employed in 
competitive industry and of nondisabled persons 
in competitive industry. 

This is a large-scale, significant undertaking on 
which the Insurance Company of North America 
and Abilities, Inc., are to be congratulated, for it 
may change many of our present concepts on the 
employability of severely handicapped workers. 
This current report by Dr, Slipyan, which is hut 
one of several disability categories to be studied, 
indicates, for example, that employment of persons 
severely disabled by cardiac disease may actually 
be beneficial. 

It should be pointed out that these persons, as 
well as all the workers at Abilities, Inc., are not 
engaged in menial unskilled tasks. Most are highly 
skilled workers who were trained on the job and 
are operating extremely modern complex machin¬ 
ery. Parallel with the research being sponsored by 
the Insurance Company of North America, Abili¬ 
ties, Inc., is conducting anotlier research project, 
aided by a grant from the Office of Vocational Re¬ 
habilitation, Department of Health, Education, and 
Welfare, on the ability of severely disabled persons 
to adjust to such complex machinery. 

Probably the most unique aspect of the employ¬ 
ment policies of Abilities, Inc., is that although it 
provides all of its disabled employees with com¬ 
plete periodic physical examinations these examina¬ 
tions are given after, not before, employment. This 
is done purposefully so that some of our present 
concepts of the physical demands of certain jobs 
can be tested clinically to prove or disprove their 
validity. Dr. Slipyan’s provocative report raises 
serious questions concerning the validity of some 
of our present concepts, practices, pr^udices 
on employment of the person severely disabled oy 
cardiac disease. 
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STATEMENT OF THE A. M. A. BEFORE COM¬ 
MITTEE ON VETERAiNS’ AFFAIRS OF IHE 
U. S. HOUSE OF REPRESENTATWES BY 
RUSSELL B, ROTH, M.D., REGARDING 
NUMBER OF HOSPITAL BEDS TO BE 
AUTHORIZED IN VA FACILITIES 

Mr. Chairman and Members of the Committee; 

My name is Russell B. Rotli, M.D., of Erie, Penn¬ 
sylvania, where I am engaged in tlie prh'ate practice 
of medicine. I appreciate the opportuniri’ of again 
ippearing before your Committee. My last appear- 
ince was on March 5,1957, when I represented tlie 
American Medical Association as a member of the 
Committee on Federal Medical Sendees. I appear 
(gain today as chairman of diat committee. 

My testimony today concerns the position of the 
American Medical Association with respect to tlie 
iroper number of hospital beds which should be 
lutliorized in Veterans’ Administration facilities for 
he care of war veterans—a question which is de- 
.'eloped in some detail in House Committee Print 
'^ 0 . 222. We have been especially interested in die 
tudy made by the Veterans’ Administration, the 
Public Health Sendee, and the American Hospital 
Association, which is reported in diat document, 
\idth its projections, dirough the year 1986, of die 
medical facilities required for veterans under vari¬ 
ous possible plans for futiue admissions. 

Our Association holds one fundamental con\dc- 
tion on diis subject. We believe tiiat die Depart¬ 
ment of Medicine and Surgeri' of the Veterans’ 
Administration has a single prime purpose—that of 
providing care for service-incurred or aggravated 
disease or disability'. It was not created by Congress 
as an instrument of scientific research. It was not 
designed as a training ground for young doctors. 
And it was not intended as an agency' for providing 
indigent medical care to die veteran population. 
It was developed for one purpose only'—die pro- 
wsion of unstinting care for die war-injured. 

And yet today any anah’sis of VA figures shows 
diat service-connected medical care is a dw'indling 
phase of VA operations. It is inewtable, as time 
separates us from the periods of actual combat, 
diat diere shall be even fewer cases of acute short¬ 
term sen'ice-connected illness, and that ev'en these 
are likely to be acute episodes in the course of 
chronic disabilities. As the e.vperience of die past 
is projected into the future it is apparent that 
sen'ice-connected care not only diminishes in vol¬ 


ume but becomes ovenvhelmingly chronic in char¬ 
acter. Even now something less than 15% of all new 
admissions to die VA are for senice-connected care, 
and we suspect that most of these are re-admissions. 

No one denies that the VA facilities are already' 
greatly' in excess of die requirements for semce-con- 
nected care. It therefore follows diat any' furdier 
extension of VA medical operations can be justified 
only' as an e.xpansion of non-sen'ice-connected care. 
Mdien Mr. Han'ey Higley was VA Administrator he 
clearly stressed that point during your 1956 hear¬ 
ings. But what is the effect of tin's emphasis and 
concentration on non-sen'ice-connected care? It can 
only mean de-emphasis and dilution of sen'ice- 
connected care. There are many factors which must 
be considered. Who carries out the actual medical 
care in die Dean’s Committee hospitals today'—die 
experienced phy'sician or the trainee? What class of 
patient commands the major attention of die teach¬ 
ers and the trainees in our VA hospitak today'—the 
chronic, long-term inmates or die more dramatic, 
challenging, active problems that make up 85% of 
new admissions? What techniques are being em¬ 
ployed in patient care—die consen'ative and well- 
tested, or the e.xperimental techniques of research? 
Is the continuing care of the w'ar-disabled veteran 
still truly of first magnitude concern to the VA, or 
has it dropped to a matter of third or fourdi magni¬ 
tude? We would ask y'our Committee to consider 
these questions critically. 

Closely related to diis problem is die whole sub¬ 
ject of VA responsibility' for care of non-ser\'ice- 
connected disability'. At die present time appro.xi- 
mately 48%, almost half, of all veterans hospitalized 
for the care of non-sen'ice-connected disabihties 
are under VA auspices, and yet the studies of die 
Bradley Commission have slimm tiiat veterans in 
general are better off tiian non-i'eterans in respect 
to income, education, and level of employment. You 
have perhaps seen die lead article in die July issue 
of Harpers magazine by' Mr. John E. Boodi, him¬ 
self a veteran, who comments “Veterans, who are 
now better off as a group than the rest of the popu¬ 
lation, irill also be better off in dieir old age; diey’ll 
acquire more sarings, prii'ate pension-plan pay'- 
ments, and odier benefits than non-veterans.” If diis 
be true, and it seems reasonable in view of the all- 
out effort made by Congress and diis Committee to 
aid the sen'iceman in his return to cirilian life, how 
can it follow that nearly half of aU veterans widi 
non-sen'ice-connected conditions are in an "in- 
ability'-to-pay'” category' entitling them to VA hos- 



pitahzabon? And let us note that tins is not a figure 
distorted by a preponderance of chronic tuber- 
cubus and neuro-psychiatric cases. TIic figure is 
45% of the cases in tlie general medical and surgical 
classification. Mr. Booth, in the previously mention¬ 
ed arriclc, has as his thasis the vieiv that such an 
unrealistic program subsidizes veterans who do not 
need it-"\\dufc the seriously disabled who do need 
it get short-changed." 

In any event, Congress should surely determine 
its policy. Is it intended to furnish ta.x-paicl federal 
medical care for all veternns who request it, and 
who are willing to indicate "inability to pay? 
There arc sizable waiting lists in this category, as 
you know. Future projections guarantee that as our 
wartime veteran population ages these lists will 
grow. If there should be an insistence on die part 
of Congress that the ta.\'payer actually is responsible 
for the care of disability unrelated to seix'ice, then 
there most assuredly is an obligation upon diat 
Congress to define what constitutes “inabihty to 
Today this is a matter of individual con¬ 
science. Mr. Booth refers to the afiidavit on die 
lO-P-10 form as "something of a joke" because the 
law forbids the VA even to check up on it. Why 
should this be so? We would ask a sincere question: 
“Would diis Committee permit the VA to grant a 
pension to a veteran without ascertaining his in¬ 
come level and his circumstances of need?” 

Vdiat does the non-veteran do about tlie costs 
of illness? He buys insurance, or he pays in install¬ 
ments, or he meets the cost in other ways. If he 
really cannot afford hospitalization, the community 
pays for it. The A. M. A. s Committee on Indigent 
Care has made a number of field studies on local 
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and state medical care plans—a report of that Com¬ 
mittee's studies occupies 90 pages of the record of 
your July 1953 hearings. This report does not dis¬ 
close that there is even one welfare department in 
the country which will pay for a man’s medical care 
purely on his unsupported statement that he cannot 
afford it. 

We would respectfully suggest that this Commit¬ 
tee autliorize a serious study by the Government 
Accounting Office and die Veterans' Administration 
on the subject of income levels in NSC cases- 
primarily in the GM and S hospitals. We would 
furdier suggest strengthening of the law to permit 
examination of the admission affidavit which is so 
hghtly considered in tliese times. 

Now may we examine further the implications 
of this recent projection of future needs for VA 
hospital beds. 'Hie inexorable processes of nature 
furnish the patients. Medicine and its allied pro¬ 
fessions must provide die personnel. Congress must 
appropriate the funds for the mountains of brick 
and mortar which will be required to expand the 


which already exist may very appropriately be used. 

It is not, however, the responsibility of the federal 
government to operate a system of medical care for 
illness unrelated to military service in vicious com¬ 
petition with die private free-enterprise medical 
care system and the now well established insurance 
principles. 

It has been alleged in correspondence between 
your Committee, tlie President, and die Administra¬ 
tor of the Veterans’ Administration that there has 
been a reduction in VA hospital beds. This, we are 
convinced, is a bit of statistical sleight of hand. The 
accomplished daily patient load has increased an¬ 
nually to a present high of 111,740, and the average 
number of VA operating beds has similarly 3n- 
creased to a current peak of 121,257. By no critenon ^ 
do these figures reflect any contraction in operaW 
nor do they substantiate the statement which has 
been made diat current policies being ^ 

the Veterans’ Administration at the direction of ui 
Bureau of die Budget are circumventing 
for hospitalization of war veterans as estabhsne 
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by Congress. The alarming thing is that no contrac¬ 
tion of operations seems to he anticipated. The 
Administrator of die VA reports an increase in 
operating beds in die ne.xt 18 months and an in¬ 
creased rate of construction of new facilities in the 
next fiscal year. Today, according to Mr. MTiittier s 
figures, we have diree times as many operating beds 
as sendee-connected patients. By 1986, according 
to die projections of the House Committee Print 
No. 222, we will have five times as many operating 
beds as semce-connected patients—irithout build¬ 
ing a single new bed. Already 75% of the tubercu¬ 
lous patients and 90% of die GM and S and 
neurological patients are being treated for non- 
semce-connected conditions. The main function of 
die VA hospital system has become, in fact, if not 
in law or theori^ the provision of non-sendee- 
connected care. The American Medical .Association 
is not alone in deploring such an ei'olution. Two 
comprehensive studies of die Veterans’ .Administra¬ 
tion have been made during recent years, bodi 
under chairmansliip of persons of illustrious back¬ 
ground and unassailable ideals of loyaltx'—General 
Omar Bradley and Mr. Herbert Hoover. Both 
studies have reached conclusions closely akin to our 
oum. Tliere is a grave responsibility’ in plotting a 
course which runs counter to die sound ad\dce from 
these sources. 

Finally, let us comment on die worth of our 
testimony. We are not asking for more jobs for 
pliy'sicians. V^e do not ask for more or larger fees. 
True—we have been accused by I’eterans organi¬ 
zations, and by the VA itself in times past, of a 
selfish interest in tiiis subject. But let me assure 
you that if this were a conflict between the best 
interests of the patient-public and the I’ested in¬ 
terests of the medical profession die profession 
would ineidtably yield to the public as it has on 
every’ occasion in die past. We ask not for an in¬ 
crease in VA medical jobs but for a decrease. We 
ask the federal government not to pay us for medi¬ 
cal sendees to multitudes of patients whom we are 
prepared to sen'e iridiout charge in our community’ 
hospitals. We do not diink you can honesdy find us 
insincere. We ask if y’ou feel diat the wartime 
wounded of our Armed Semces—in the far-flung 
combat areas of Europe, the Pacific, and Korea 
received devoted and competent medical care at 
die time of their greatest need. If die answer is 
“yes,” we would only point out that the physicians 
who proi'ided diese semces, Iiawng passed in large 
numbers from sen’ice into cmlian practice, are the 
ones who bring diis testimony today. We who 
practice medicine are predominandy veterans, and 
we are also taxpay'ers, 100% of us. 

In American medicine we may' give our profes¬ 
sional advice, but it is still up to die patient to 
decide whedier tiiis adiice shall be followed or 


ignored. So it is here. We can only tell you, eam- 
estiy and sincerely, that in our considered judgment 
the veterans of diis nation will be best sen-ed by a 
non-federal medical care system. We i\-ill pledge 
our assistance to y’Ou in ev’ery’ possible way in main¬ 
taining care for sercice-connected disability' at the 
higliest possible level. We mil cooperate mth you 
to the utmost in planning the complicated matter 
of returning non-ser\'ice-connected care to the 
communities, where it properly belongs. 


A. M. A. AWAJRD TO CBS 

Arthur Hull Hayes, President of CBS Radio (cen¬ 
ter in photo), holds a plaque awarded to the CBS 
Radio Network by the .American Medical Associa¬ 
tion for a special series of programs broadcast by 
CBS-owned Radio Station KCBS, San Francisco, 
to its 38 stations in the western network during die 
A. M. -A.’s 107th Annual Meeting last June. Present¬ 
ing the award is Dr. W. W. Bauer, Director of 



Health Education for the A. M. A. (left), as Jules 
Dundes, Vice-president in charge of station ad¬ 
ministration for CBS Radio (right), looks on. The 
series, tided ‘Tulse of Medicine,” featured a panel 
of doctors discussing various aspects of medicine 
and surgery. 

CHANGE OF .ADDRESS 

If you change your address please notify’ The 
JouBXAL at least six weeks before the change is 
made. Include the address label clipped from your 
latest copy of The Jouex.xl, being sure to clearly 
state both your old and new address. If your city 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 
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Walter Polner, Ph.D. 


By the summer of 1957 it was estimated that 6 
million persons aged 65 years and over had vol- 
untar>^ health insurance to pay for all or part of 
their hospital, surgical, and medical bills.* It is 
expected that this total coverage wall rise, due to 
new experiments now- being earned on by the Blue 
Cross and Blue Shield plans, as w'ell as b}'^ tlie 
private insurance industrj'. 

A large percentage of tin's coverage accrued from 
group enrollment. A recent (February, 1958) sur¬ 
vey conducted by the Blue Cross Commission and 
the Blue Shield Medical Care Plans show^ed that 
over 3,500,000 persons are covered by these plans 
alone. Simultaneously, a series of additional ex¬ 
periments have been started by firms, associations, 
and welfare funds to provide such benefits to their 
ex-employees and members. It is tliis area of ex¬ 
tension of benefits from group programs that may 
hold a major hope for additional coverage for tlie 
grow'ing aged population in tlie near future. 

The present situation is one of ex-perimentation 
wnth the large majority of the new"^ plans less tlian 
four years old. Pioneer plans such as the General 
Electric or Sears Roebuck experiments (10 and 8 
years old, respectively) are considered old. How¬ 
ever, the provision for conversion to individual poli¬ 
cies has been a part of tlie basic Blue Cross and 
Blue Shield philosophy almost from their be¬ 
ginning; hence, tlie present large proportion of 
enrollment of the aged under these plans. 

Tlie new plans, both under Blue Gross-Blue 
Shield and commercial insurance auspices, have 
burgeoned in the last few^ years. Variations of Blue 
Cross and Blue Shield plans hai^e been created; 
but, if anj'^ new significant trend has been created, 
it has been in the sharing of the cost of tliese plans 
by the employer for the employee after retirement 
and/or the adoption of extended benefit plans. 
Since March, 1957, the Schlitz, Miller, and Pabst 
brewing companies in Mihvaukee have been paying 
50% of the charges of Blue Cross and Blue Shield 
for their retired employees. 


Research Associate, Bureau of Medical Economic Research, American 
Medical Association. 


Cross and 

Blue Shield plans, additional experiments have been 
imdertaken by a variety of firms. While most of 
these plans are still new, some common character¬ 
istics are quickly perceived. These are as follo^vs: 

All are very young. Except for the Blue Cross 
jMans, the majority have been implemented since 
the Korean war, such as the plans of the Interna¬ 
tional Harvester Company, the Thompson Products 
Company of Cleveland, and the Argonne National 
Laboratory in Illinois. 

They are primarily geared to treatment of the 
acute illness. Such plans as that of the Seiberling 
Rubber Company, providing 120 days per one 
continuous period of disabihty, are basically meet¬ 
ing the problems of the individual with an acute 
condition. 

Not many persons have actually retired under 
these plans. It is the estimate of the United Rubber 
Workers that for all the large units in the rubber 
industry under their contracts only 7,500 employees 
have retired since the installation of the program. 

Costs are still within tlie reasonable range con¬ 
templated at the origin of the plan. More than one 
administrator has commented that the plans have 
resulted in a performance much better than the 
companies had expected. This may be due to the 
fact that the persons retiring now under the plans 
have had a continuum of care under the plans while 
in employment and many diseases had been cared 
for earlier in life, or to the fact that in a period of 
high emplo)Tnent many persons have not retired 
and taken advantage of these plans. 

The retired group under diese plans are primarily 
in die age group 65 to 69, or still “young.' This 
young part of the aged does not have an unreason¬ 
able utilization of such plans. 

Many of diese plans are tied into an automatic 
mechanism for payment. In some cases, in order for 
die individual to continue such hospital and medi¬ 
cal coverage it is necessary to sign a prior authori¬ 
zation for deductions from the company pension 
payment, such as many plans now operating un er 
Michigan Blue Cross. 

Benefits are limited in one form or another. A- 
though benefits for die active employees are limited 
normally by illness or annual limitations, most o 
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the new group plans limit the benefit to some maxi¬ 
mum annual or lifetime amoimts. Some plans elim¬ 
inate maternity benefits or other e.xtras. 


firms is xmknouTi. However, a recent sur\’ey of such 
pro\Tsions of firms wth Blue Cross coverage in 
Michigan sho^^'s that the subsidy was of the 


Selected Experiments Among New Group Plans 


Name and Carrier 
PhlladelpWa 
Plant, American 
Viscose Corpo¬ 
ration with As¬ 
sociated Hos¬ 
pital Service of 
PtiUadelpbia and 
Travelers Insur¬ 
ance Company 
Harvard Univer¬ 
sity Employees, 
Cambridge, 
Mass., with Bine 
Cross-Blue 
Shield 


Bird and Son, 

Inc,, East Wal¬ 
pole, Mass., with 
Aetna Life In¬ 
surance Com¬ 
pany 

Walker Manufac¬ 
turing Company, 
Racine, WIs., 
with Blue Cross- 
Blue Shield 
plans 


Electrical Welfare 
Trust Fund, 
Washington, 

D. C., with Con¬ 
tinental Casual¬ 
ty and Conti¬ 
nental Assurance 
Companies 

General Tire and 
Rubber Com¬ 
pany, Akron, 
Ohio, and Waco, 
Texas, divisions 
(hourly em¬ 
ployees), with 
Equitable Life 
Assurance Soci¬ 
ety 

Central Hudson 
Gas and Electric 
Co., Poughkeep¬ 
sie. N. Y., TTith 
Equitable Life 
Assurance So¬ 
ciety 


Hospital 

120-Day comprehensive plan covers bed and board, 
including special diets: general nursing service; 
use of operating and treatment rooms and 
equipment; drugs and dressings; SO days of hos¬ 
pital care during each contract year for mental 
and nervous conditions 


Benefits 

Surgical 
$300 Standard 
Surgical Plan 
of Travelers 
Insurance 
Company 


Miscellaneous 

Unlimited laboratory tests; EEG; BMR tests; physical 
therapy; oxygen and oxygen therapy; x-ray examina¬ 
tions; administration of blood and blood plasma; intra¬ 
venous injections and solutions 


Covers hospital care in ward or semiprivate room; 
complete cost of first 15 days (on 16th day pa¬ 
tient pays §6 per day toward cost of bill); use of 
operating room; laboratory tests; oxygen tents; 
x-ray services with necessary suppbes and equip¬ 
ment; drugs and medications; appliances; blood 
and cost of administering transfusions 


Up to §10 a day for first 60 days of hospitalization 
for retired employee and his dependent wife; all 
ne^ssary hospital charges, other than charges 
for room and board, for first 60 days of confine¬ 
ment 


Covers all gen- SOCc of charges for private duty nurse; 80^ of charges for 
erally accepted following services after $25 deductible during each calcn- 
operations and dar qnarter: physician services for home and oCBcc 
assisting and visits, services of Visiting Xurses Association, prescrip- 

after-care for tion drugs, physical therapy by registered therapist, 

major opera- room and board up to $S in nursing home or conva- 

ttons; oral lescent home, laboratory and pathology services, diag- 

surgery. In- no‘?tlc x-ray scrirces, blood or plasma; 60 days of hos- 

eluding regular pltalization lor mental Illnesses or pulmonary tubercu- 
extraction of 7 losis; those with family Income of $5,000 a year or less 

or more teeth receive full coverage for medical, surgical, and anes¬ 

thesia service by participating physician In Massachu¬ 
setts: lifetime limits of $5,000 per person and maximum 
benefit per calendar year Umit^ to $1,000 per person; on 
death of retired person, spouse may continue protection 
for period not to exceed 6 mo., after which spouse may 
apply for direct payment coverage with Massachusetts 
Blue Cross and Blue Shield. 

$200 Ko benefits if confinement is due to pregnancy or resulting 

childbirth or miscarriage 


120 days for each hospitalization. Including care 
for nervous and mental conditions in general 
hospitals (for latter conditions in nervous or 
mental institutions, up to $10 for 120 days of 
care for any one period of disability; such period 
shall be total duration of all sanatorium confine¬ 
ments separated by less than ISO days): benefits 
Include semiprivate bed and board; general nurs¬ 
ing care: use of operating room and delivery 
room; dressings: plaster casts and splints as pro¬ 
vided by hospital; laboratory and BMR tests; 
x-ray examinations; EKG; physiotherapy; ad¬ 
ministration of blood and blood plasma; drugs; 
x-ray and radium therapy for proved malig¬ 
nancies, except those of skin 
S13 a day for 31 days for retired employee or 
spouse; hospital extras, $300 


^‘Reasonable’* 
charges made 
by attending 
physician 


$300 


Outpatient benefits for administration of x-ray or radium 
therapy for proved malignancies except those of skin; 
“reasonable” charges for diagnostic x-ray and labora¬ 
tory services; "reasonable” charges for attending phy¬ 
sician during first 120 days of hospitalization per illness; 
home and office medical services: cost deducted from 
pension check of company: dependents can continue cov¬ 
erage under direct payment to Blue Cross and Blue 
Shield plans 


Physician services in hospital, home, or office; cover? 
blood bank, x-ray procedures in and out of hospital; 
laboratory procedures; drugs; maternity benefits elim¬ 
inated 


120 days; covers semiprivate room for any one $250 surgical 
confinement schedule 


Special charges covered for miscellaneous hospital serv¬ 
ices; physician services in hospital up to 120 days 


Major medical type; charges for hospital room Charges lor 
and board up to $25 a day diagnosis, 

treatment, 
and surgery 


Private duty nursing by registered nurse; charges for local 
ambulance service, equipment, medication, appliance*, 
x-ray service, laboratory tests, use of radium and radio¬ 
active isotopes, oxygen, blood and blood plasma, iron 
lung, physiotherapy and similar service?, supplies, and 
treatment; mxist continue Blue Cros« and Blue Shield at 
own expense In order to receive major medical b^eflts; 
consisting of payments of 757? of “covered charges” re¬ 
lating to each different accident or Illness for employee 
or dependent up to $5,000 after payment of deductible; 
separate S5,000 maximum and separate deductible for 
each unrelated cause for each individual 


Tliere are subsidies of some sort. The employer 
may pay part of the cost. If the retired individual 
pays a group rate, part of his cost is home through 
a higher group rate for active employees than that 
which they would otherwise pay. Of course, the 
exact extent and nature of this subsidy for most 


total premium which the active employees were 
charged in order to sustain the retired persons in 
their plan.® 

The plans are subject to change. Many plans 
pro\dde the same daily benefits for retired em¬ 
ployees as for regular employees. As these plans 
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for active cmploj^ces arc changed, it is evpected 
that the Ijencfits for the retired workers will be 
changed. However, many companies are still ex- 
pennientmg with the type of plan they will use. As 
they obtain more e.xperiencc they will modify their 
plan.s accordingly. 

Many plans cover only retirements effective after 
the plan has been instituted. In addition, only those 
with .some length of seniority have all the benefits, 
as under tlic plan of tlic Carrier Corporation. 

There arc limited statistical data. In many cases, 
companies have not establislicd sjiecial statistical 
tabulations due to the smallness of the samples 
involved. 

Comment 

NVhilc lliesc patterns are easily seen in the study 
of plans now' a\'ai}able, tliej' lia^'e not answ'ered the 
fears of many employers on the cost problems 
raised by such coverage. In a sur\'e)' made by 
Michigan Blue Cross, the range of guesses as to 
future costs runs from £ to 10 times '' as much for 
utilization of hospitals by the aged. 

There is no douljt that if persons now in the aged 
group liave voluntary health insurance they w'ill 
use hospital and medical care more than those 
below 65 years of age.'* The recent study published 
by the New York State Insurance Department 
showed that the average days of confinement for 
males per person per year under a 120-day benefit 
insurance contract at 25 years of age is 0.53 days; 
at 55 it is 1.5 days; at 65 it is 2.43 days; at 75 it is 
3.66 days; and at 85 it is 6.27 days. 

Older persons utilize the plans to a greater extent. 

The fact is that all persons have become more ac- 
custoined to using the hospitals. General hospitals 
have clianged their role. Tlmy no longer care for 
only the critically ill but now also provide an elab¬ 
orate diagnostic facility as well as care for tlie 
mentally ill and others with illnesses previously 
handled in the home or the doctor’s office. 

The very nature of the insurance policy will en¬ 
courage additional use of hospitals. In the recent 
survey of the New York State Insurance Depart¬ 
ment it w'as show’n that there was more utilization 
under a 120-day liospital policy than under a 31- 
day policy. ■* 

Advances have been made in medical science 
which make it possible to treat successfully many 
conditions formerly regarded as hopeless.^ How'- 
ever, these medical advances also serve to cut the 
length of stay in the hospital or in bed at liome. 

There has been inflation of the cost of health 
care over the past decade. Hospital costs seem to 
he rising at the rate of 5% per annum,” Planning 
for a lifetime protection must consider costs in tire 

future. 
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hospital facilities to be used. Under the Hill-Burton 
Act alone over 115,000 additional hospital beds 
have been built since 1948. Substantial facilities 
also have been built during these years outside the 
HiiJ'Burton program. 


For companies planning a program of benefits 
tailor-made to the needs of their employees, the 
answ'ers to many questions are unknoAvn quantities. 
Since they do not have enough information to make 
a reasonable guess, they will make no guess. They 
fear the future. Unfortunately, fear is one of the 
most difficult human emotions to deal rvith. 

In spite of all of these questions, more and more 
companies, either because of tlieir belief in tlie need 
for such programs or due to collective bargaining 
pressure, have experimented wdtli bold new pro¬ 
grams. In this fast-changing situation plans have 
evolved in an attempt to answer the needs of re¬ 
tired employees. Certainly, not all necessar)’ in¬ 
formation has been obtained, but if all companies 
were to wait for all necessary' information, action 
would never be forthcoming. These experiments 
ma)' give the elements of basic information needed 
to formulate patterns for the more timid firms. 

Some selected experiments are listed in the table. 
In every case these experiments have been created 
in spite of lack of absolute knowledge as to future 
costs. More experiments are being undertaken every 
day by companies or fund administrators or trus¬ 
tees. There has been no one single answer produced 
for the many aspects of financing medical, hospital, 
and surgical care for the aged. Tliese answers have 
been pro^'ided by those firms who are walling to 
take a calculated risk. Perhaps the best philosophy 
for otlier firms is tlrat of Mr, Justice Brandeis, who 
stated, “If we would guide by the light of reason, 
we must let our minds be bold.” It is reasonable 
and proper for tire aged to have voluntary health 
insurance. All that is needed is a bit more accelera¬ 
tion of boldness. 
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MEDICAL NEWS 


CALIFORNIA 

Annual Postgraduate Assembly in Santa Monica.— 
The 10th annual Postgraduate Assembly sponsored 
by Saint John’s Hospital -will be held Sept. 11-13, 
1958. Guest speakers wll be Drs. Brian D. Best, 
obstetrician, Winnipeg, Canada; Dr. John D. Camp, 
radiologist, Los Angeles; Dr. Lester R. Dragstedt, 
surgeon, Chicago; Dr. John W. Pender, anesthe¬ 
siologist, Palo Alto; Dr. Albert M. Snell, internist, 
Palo Alto; and Dr. Sheldon C. Sommers, patholo¬ 
gist, Boston. Dr. John C. Eagan, Los Angeles, is 
founder and director of the Postgraduate Assembly. 
All sessions will be held at Saint John’s Hospital, 
Santa Monica. 

Personal.—The University of California at its 95th 
commencement at Berkeley, conferred an honorarj' 
degree of doctor of laws upon Dr. Robert T. Legge, 
professor of hygiene emeritus. Dr. Legge, who 
served two terms on the Council of Industrial 
Health, American Medical Association, was the 
recipient of the W. S. Knudsen award for the “most 
outstanding” contributions to industrial medicine 
(1951).—Dr. Joseph J. Downing, formerly acting 
director of the New York State Mental Health Re¬ 
search Unit in Syracuse, has been appointed pro¬ 
gram chief of the Mental Health Section of the San 
Mateo, California, County Department of Health 
and Welfare. 

New Genetics Department at Stanford.—Joshua 
Lederberg, Ph.D., chairman, department of medical 
genetics. University of Wisconsin School of Medi¬ 
cine, Madison, has been named to head a new de¬ 
partment of genetics at Stanford University School 
of Medicine, effective in April, 1959. Dr. Leder¬ 
berg, who has also served as a visiting professor at 
the universities of California and Melbourne, Aus¬ 
tralia, is a member of the National Academy of 
Sciences and a consultant to the National Institutes 
of Healtli. Establishment of the new department of 
genetics, as well as of a new department of bio¬ 
chemistry, is a move toward integration of the 
medical school witlr the university. Stanford Med¬ 
ical School is now located in San Francisco. By the 
fall of 1959 it will occupy a new 22-million-dollar 
medical center on the campus near Palo Alto. 


Physicians are inWted to send to Ibis department items of news of 
general interest, for example, those relating to society actiWties, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


FLORIDA 

University Grants.—The University of Miami 
School of Medicine, Coral Gables, has received a 
grant of $129,000 from the U. S, Public Health 
Service for scientific equipment for its new research 
building, to be completed in late 1959. The new 
eight-stor)' structure utU cost over 2 million dol¬ 
lars.—Two grants totaling $107,000 have been re¬ 
ceived by the University of Florida College of 
Medicine, Gainesville, both made by the National 
Institutes of Health. Dr. Samuel P. Martin, head, 
department of medicine, received a grant of $82,000 
for a five-year study of human leukocytes. An 
additional grant of $2-5,000 was made by the NIH 
to support undergraduate cardiac training of med¬ 
ical students, the third year this grant has been 
renewed. It will be administered by Dr. William J. 
Taylor, assistant professor of medicine. 

ILLINOIS 

Ophthalmology and Otolaryngology Meeting in 
Springfield.—’The 31st annual meeting of the Cen¬ 
tral Illinois Society of Ophthalmologj'^ and Oto- 
larjTigology will be held in Springfield Sept. 19-21. 
Guest speakers will include Drs. Louis J. Feit, 
New York City (otolaryngology), and Ichiro D. 
Okamma, Boston (ophthalmology). The society 
speakers \vill be Drs. Louis R. Kent, Champaign, in 
ophthalmology, and Grover C. Otrich, Belleville, 
in otolaryngology. The night of Sept. 19 Dr. S. 
Glidden Baldwin, of Danville, udU be the speaker. 
For information write Dr. Clarence A. Fleischli, 
Secretarj'-Treasurer, Central Illinois Society of 
Ophthalmology and Otolarjmgology, 520 E. Allen 
St, Springfield, Ill. 

Chicago 

Home for Incurables Affiliates with Unh’ersity of 
Chicago.—The Chicago Home for Incurables and 
the University of Chicago hav'e entered into an 
affiliation by which the home is to construct a new 
hospital adjacent to the Universit)' Clinics and 
become a model center for study and treatment of 
chronic illness, \vdth special emphasis on older age 
groups. The home udll use 1.5 million dollars of 
its funds to build the new hospital, which will be 
three stni-ies and ent, r he rmiversit}' wdU 
p sp ad ser\’ices which 

an active program 
, The Chicago Home 
• by the will of Cla- 
" in 1885. The home 
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was incorporated on Doc. 20, 1SS6, and opened its 
main bnildmg in 1890. A majority of the patients 
paj' partial co.sts’ of their maintenance. 

Prize for Inve.sligalion in Mcdicinc.-The Institute 
r Cliicago is offering an annual x>rizc 

ol 8300 for the most meritorious investigation in 
medicine or in the specialties of medicine. The 
iiiN e.stigation may be in the fundamental sciences, 
pio\idcd the work has a definite licaring on .some 
medical problem. Competition for 1958 is open to 
graduates of Chicago medical schools who com¬ 
pleted their internship or one j’ear of laboratory 
wojk within a period of five years prior to Jan. 1, 
195S, excluding tlieir tenns of service in the Armed 
Forces. Islanuscripls must be submiUed to the 
Secretary of the Institute of Medicine of Chicago, 
86 E. Randolph St,, Chicago 1, not later than Dec. 
31. Tlie prize paper n-ill become the property of 
the institute. If no paper submitted is deemed 
worthy of the prize, the award may he withheld at 
the discretion of the board of governors. 


J.A.M.A,, Sept. 13,195S 


who received his doctor of medicine degree from 
the Medical School of the University of Vienna 
Austria, has been on tlie teaching faculty of the 
Uiicago Institute for Psychoanalysis since 1953.— 
Dr. Beraard J. Michela has been appointed director 
ot the Rehabilitation Institute of Chicago, succeed- 
mg Dr, Joseph H. Chivers, who was elected to tlie 
hoard of directors following his resignation from the 
post he had held since 1955. 

KENTUCKY 

Annual State Meeting in Louisville.-The Ken¬ 
tucky State Medical Association s annual meeting 
will be held Sept. 23-25 at the Columbia Audito¬ 
rium, Louisville. Two panel discussions are planned, 
“The Pregnant Patient" and “Geriatrics and Sur¬ 
gery,” moderated by Drs. Frank R. Lock, Win¬ 
ston-Salem, N. C., and Rattig A. Griswold, 
Louisville, respectively. Dr. Edward B. Mersch, of 
Covington, president of the association, will present 
an address the morning of Sept. 23. Thirteen 
specialty groups wall meet simultaneously the 


Program for University of Illinois Exijansion.—A 
$32,500,000 program for tlie construction of eight 
new buildings and rehabilitation of older ones was 
presented July 29 to the board of tiustees for tire 
University of Illinois Professional Colleges in the 
Medical Center District on Chicago’s west side. An 
appropriation of $6,724,000 will he sought in the 
next General Assembly to initiate the program dur¬ 
ing 1959-61. It is part of a 10-year building plan 
for the entire unix'ersit}'. The colleges of dentistry, 
medicine, pharmacy, a school of nursing, a 620-bed 
general hospital and a division of the graduate 
college fomi the nucleus of the universities profes¬ 
sional colleges. Major elements of the building 
program are as follows: 

Medical Re.search Laboratory; Medical Scicucc.s Buiktin*;; 
Enlargement of the University of Illinois Hospitals; Library 
-Basic Science Building; A new building is planned to 
house the iinir'crsity’s Library of Medical Sciences; Audito¬ 
rium—Gymnasium; Pliy.sical Plant Service Building; Drug 
and Horticultural E.xpcriment Station; Classroom—Office 
Building. 


afternoon of Sept 24. At the presidents luncheon 
(11:50 a. m., Sept 24) Clarence Manion, J.D., 
South Bend, Ind., will present “The Disease Called 
Despotism.” Scientific exhibits are planned. For in¬ 
formation write Mr. J, P. Sanford, Executive Di¬ 
rector, Kentucky State Medical Association, 1169 
Eastern Parkway, Louisville 17, Ky. 

MICHIGAN 

Building for Industrial Medicine.—Conshuction of 
an $800,000 Industrial Medicine and Hygiene 
Building began Aug. 18 at l^^ayne State Unh'ersit)' 
College of Medicine, Detroit. Radiation studies 
will be conducted on two specially designed and 
equipped floors of the four-story building. Accord¬ 
ing to Dr. Gordon H. Scott, dean of the college, 
research to be conducted in the building xvill in¬ 
clude study of atmospheric pollutants, including 
radioactive substances, and vehicular health haz¬ 
ards as tliey may attend certain occupations. A 
special area for electronic instrumentation will be 
installed, and a laboratory for study of exhaust 


Personal.—Dr. Heinz Grunze, co-chairman of the 
department of medicine at the Free University of 
West Berlin, null begin a one-year fellowship at 
the University of Chicago medical and biological 
research center on Sept. 1, under a $3,600 grant 
from the American Cancer Society. He also will 
lecture in the university’s School of Medicine on 
thoracic cytologj'^.—Dr. Murray Rabinowitz of 
the Rockefeller Institute for Medical Reseai'ch has 
been appointed director of the new cardio¬ 
pulmonary laboratory of the University' of Chicago 

Clinics._Dr. Heinz Kohut, secretary, Chicap 

Psychoanalytic Society, was appointed professorial 
lecturer in the dei^artment of lusychiatry at the 
University of Chicago, effective July 1. Dr. Kohut, 


fumes will be on the first floor. 


MISSOURI 

Dr. Gelperin Apiuointed Health Director.-~In a 
reorganization of the city health division of Kansas 
City, Dr. Abraham L. Gelperin, of Chicago, was 
named director of healdi and hospitals, effectise 
August 1 to succeed Dr. Hugh L. Dwy'ei, svho f 
came director of public health seivices. 


EVADA , 

inual State Meeting in Elko.-The 55tli anw'al 
jeting of the Nevada State Medical Associaton 
11 be held Sept. 17-20 in Elko. A 

anesthesiology will be iTioderfited by n 
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F. McCuskey, head, department of anesthesiology, 
UniversiW of Soutliem California School of Medi¬ 
cine, Los Angeles. Tire program includes the follow¬ 
ing out-of-state speakers: Drs. Wallace S. Brooke, 
Paul D. Hoeprich, and Scott M. Smith, Salt Lake 
CiW, Utah; John B. Dillon, Los Angeles; Lowell A. 
Rantz and Victor Richards, San Francisco; and Abe 
Ravin, Denver. Mr. Roland F. Logan, Los Angeles, 
will be the guest speaker at the annual banquet 
Sept. 18. A golf tournament and ladies’ program are 
arranged. For information \vrite the Nevada State 
Medical Association, P. O. Box 118, Reno, Nevada. 

PENNSYLVANIA 

Address on Conquest of Space.—Temple Univer¬ 
sity School of Medicine, Philadelphia, will hold a 
special convocation, Oct. 23, at wliich Wemher von 
Braun, Ph.D., will present an address at 10:30 a. m. 
at the Dental-Pharmacy Auditorium, 3223 N. Broad 
St., on “The Conquest of Space.” Dr. v'on Braun, 
who is director of the Development Operations 
Division of the Army Ballistics Missile Agency at 
Huntsville, Ala., will be awarded an honoraiy^ 
degree of doctor of science at this time. On the 
same day, at 2:45 p. m., at the ninth annual Mili¬ 
tary Medico-Dental Symposium on Space Medicine 
at the U. S. Naval Hospital in Philadelphia, Dr. 
von Braun will again speak on the same subject 

Philadelphia 

University Grant.—A health research facilities grant 
of $46,038 to The Woman’s Medical College of 
Pennsylvania has been approved by the U. S. Public 
Health Service, and will be used toward the pur¬ 
chase of tlie scientific equipment for the college’s 
2-million-dollar Research Wing, to be constructed 
this fall. The college’s development program, imder 
the chairmanship of Mrs. John B. Kelly, vice- 
president of tlie board of corporators, has a goal of 
4 million dollars. 

SOUTH DAKOTA 

General Practice Meeting in Huron.-The annual 
meeting of the Soutli Dakota Chapter of the Ameri¬ 
can Academy of General Practice vvill be held 
Sept. 19-20 at the Marvin Hughitt Hotel, Huron. A 
total of 24 papers are scheduled for presentation, 
including anatomy of the hand and forearm, by 
Walter L. Hard, Ph.D., dean, Univ'ersity of South 
Dakota School of Medical Sciences, Vermillion. Dr. 
Arthur A. Lamport, of Rapid Cit}', president of the 
association, vvill discuss clinical fluid balance prob¬ 
lems the morning of Sept. 20. Round-table discus¬ 
sions vvill conclude each day’s program. 

WISCONSIN 

Dr. Kersting Succeeds Dr. Foerster.—Dr. Davad W. 
Kersting has been appointed professor and chair¬ 
man of the department of dermatology' at Marquette 


University' School of Medicine, Milwaukee, succeed¬ 
ing Dr. Harry' R. Foerster, who becomes clinical 
professor emeritus Aug. 15. Dr. Kersting is the 
director of graduate training in dermatology' at the 
Veterans Administration Hospital at Wood and at 
Marquette, and chief of the dermatology' and 
syphilology' sections at Wood. He vv'Ul direct under¬ 
graduate teaching and research at the medical 
school. 


GENERAL 

Prevalence of PoliomyeRtis.—According to the Na¬ 
tional Office of Vital Statistics, the foUow'ing num¬ 
ber of reported cases of poliomy'elitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Area 

Xew Enslacd States 

Maine. 

Xew Hainpsbire . 

Vermont. 

Massachusetts. 

Rhode Island. 

Connecticut . 

Middle Atlantic States 

Xew York . 

Xew Jersey . 

Pennsylvania. 

East Korth Central States 

Ohio . 

Indiana .. 

Illinois. 

Michigan . 

Wisconsin . 

West Korth Central States 

Minnesota . 

Iowa . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas . 

South Atlantic States 

Delaware . 

Jlaryland. 

District of Columbia .. 

Virginia . 

West Virginia . 

North Carolina . 

South Carolina . 

Georgia . 

Florida . 

East South Central States 

Kentucky . 

Tennessee. 

Alabama . 

Mj5«i«sippi . 

West South Central States 

Arkansas . 

Louisiana . 

Oklahoma . 

Texas . 

Mountain States 

Montana . 

Idaho . 

Wyoming. 

Colorado . 

New Jlexico . 

Arizona. 

Utah. 

Nevada .. 

Pacific States 

Washington . 

Oregon . 

California . 

Territories and Possessions 

Ala^-ka . 

Hawaii . 

Puerto Rico . 

Total... 


Aug. 16,1&5S 

-^ Aug. 17 


Paralytic 

Total 

1937 

Tn>€ 

Cases 

Total 

.. 

*i 



1 


i 

1 



o 

’i 

12 

19 

5 

5 

17 

5 

o 

6 

3 

3 

U 

17 ' 

1 

3 

19 

4 

7 

20 

20 

42 

47 

1 

3 

32 

1 

1 

2 


4 

6 

’4 

3 

10 


2 




*4 



3 

1 

*i 

5 


4 


‘i 

1 

• • 

*6 

7 

*> 

3 

5 

o 

3 

12 

19 



4 

*i 

*3 

C 

1 

1 

.. 

1 

1 

7 

1 


7 

6 

6 

o 

c> 

10 

5 


3 

1 

2 

3 

G 


1 

5 

ic 

oo 

21 

5 

5 

.. 


1 

1 



1 

i 

'i 

,, 



G 

,, 


o 


1 

•• 


1 

1 


1 


5 


S3 

5 

5 

- 


•• 

*4 

119 

22S 

31S 


Annual Meeting of Vermont and New Hampshire 
Societies.—The ninth annual combined meeting of 
the Vermont State Medical Society and the New 
Hampshire Medical Society' w'ill be held Sept 19-22 
at the Mount Washington Hotel, Bretton Woods, 
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H. Tlic general sessions will have the following 
tiicmes: communications. rehabilitaHon (two), and 
trauma with Drs. Arthur ^V. Burnham, president, 
i\cw Hampshire Medical Society, fames P Ham¬ 
mond, president, \^crmont State Medical Society, 
Umton R. Mullins, president-elect. New Hampshire 
Medical Society, and Wa)'ne Griffith, president¬ 
elect, ^^e^nont State Medical Society, presiding. 
Out-ohstate .speakers include the following: Louis 
M. Lyons, L.H.D., and Drs, William MahunucI, 
Paul M. Zoll, William V. McDermott Jr., Sara M. 
Jordiin, Joe V. Meigs, Siegfried J, Thannlianser, 
Frank C. Whcclock Jr., and John L. Tullis, Boston,- 
James Mk Rae Jr., Ann Arbor, Mich.; Alvan L. 
Baracl>, Non’ York City; and William F. Croskery, 
Brookline, Mass. SjJeaker at die the annual banquet, 
7 p. m.. Sept. 20, will ];e Richard D. Weigle, Ph.D., 
president of St. Johns College, Annapolis, iVfd., 
who will present "Education; Appraisal and Prog¬ 
nosis." Entcrtaimnonl includes a golf tournament 
Sept, 19. Exhibits and a ladies’ program are ar¬ 
ranged. For information write Dr, Warren H. 
Bntteriield, Secretar}'-Trcasurcr, New Hampshii-e 
Medical Society, Concord, N. H. 


J.A.M.A., Sept. 13,195 s 


Chicago; chairman, board of regents, Dr. lolm P 
Bnggs, St. Paul; and historian, Dr. Cad C tn 
Atlanta, Ga. ’ 

pogram for Medical Research.-The National Fund 
tor Medical Education has established a Medical 
Research Program through which contributions 
trom united funds, community chests, volnntar}' 
health agencies, and other organizations will be 
channelled into basic research, to 'help advance tlie 
search for basic medical’knowledge , .. encourage 
the_ training of r-esearcli personnel fand] help the 
2 iations medfeal schools and otlrer qualified institu¬ 
tions maintain a proper balance between basic and 
project, or applied, research.’ ’’ Fund grants are 
unrestricted but are used primarily for support of 
teaching budgets of tire medical schools. Details 
of the new program have been worked out by a 
committee including Dr. Vernon W. Lippard, dean, 
Yale Universitj^ School of Medicine, as chairman. 
The National Fund for Medical Education was 
formed in 1949 under the leadership of President 
Dwight D. Eisenhower, then ijresident of Columbia 
University; former President Hoover, who is hon¬ 
orary chairman of the fund s board of trustees; edu- 


Arr-ard for Investigations in Psychiatry.~The So¬ 
ciety,’’ of Biological Psj'ohiah->' is offering an airnual 
award which was made possible by tire A. E. 
Bennett Ncuropsychiatric Researcli Foundation. 
The award will consist of traveling e.\penses to the 


catovs, university presidents, and prominent busi¬ 
ness leaders. The fund recently awarded $3,178,825 
to the medical schools, bringing to $15,843,766 the 
total awarded since its first grants were made 
in 1949. 


annual meeting jilus e.xpenses at tlie meeting, in 
addition to an honorarium of $250. It will prefer¬ 
ably be given to a young investigator and not neces¬ 
sarily a member of the society for work which has 
been recently accomplished and not published. 
Papers should be submitted in quadruplicate to 
Arthur A. Ward, School of Medicine, University of 
Washington, Seattle 5, Wash., or to Dr. Harold E. 
Himwich, Chairman, Committee of Award, Gales¬ 
burg State Research Hospital, Galesburg, Ill. Dead¬ 
line for manuscripts is April 30, 1959. 

Society News.-Officers of the American Thera¬ 
peutic Society for 1958-59 are: president, Dr. Tom 
D. Spies, Birmingham, Ala.; vice-presidents, Drs. 
George E. Burch Jr., New Orleans, Geoi'ge C. 
Griffith, Los Angeles, and Frank B. Kelly, Chicago; 
secretary, Dr. Oscar B. Hunter Jr., 9l5-19th St. 
N. W., Washington, D. C.; and treasurer. Dr. Joseph 
A. Davis, Chicago.—The following officers of the 
American College of Chest Physicians have been 
elected for the year 1958-1959: president, Dr. Don¬ 
ald R. McKay, BuflFalo, N. Y.; president-elect, Dr. 
Seymour M. Farber, San Francisco; first vice- 
president, Dr. Matliew J. Flipse, Miami; second 
vice-president. Dr. Hollis E. Johnson, Nashville, 
Tenn.; treasurer. Dr. Charles K. Petter, Waukegan, 
111; assistant treasurer, Dr. Albert H. Andrews Jr., 


Medical History Essay Contest.—The William Osier 
Medal of tire American Association for the History 
of Medicine is av'arded annually for die best un¬ 
published essay on a medico-historical subject 
written by a student in one of the medical schools 
of the United States or Canada. This medal com¬ 
memorates the great physician, Sir Mhlliam Osier 
(1849-1919). Essays submitted should not exceed 
10,000 words in length, and should demonstrate 
either original research or an unusual understanding 
of a medico-historical problem. It is e-xpected that 
the student will seek help only from faculty acbl- 
sors and from sources open to all investigators, such 
as libraries and museums. The prize-winning essay 
may be considered for publication in tlie Bulletin 
of the History of Medicine, the official organ of 
the association. All students are eligible and may 
submit essays at any time up to the next entry date 
after graduation. The next entry date terminates 
April 1, 1959. Essays should be submitted to Dr. 
Samuel Radbill, 7043 Elmwood Ave., Philadelplna 

42. 


;mg on Anesthesiology in Vermont,-The first 
nal conference of the New England Society 
nesthesiologists will be held Sept. 18- ‘ 

Squinox Honse, Manchester-in-tha-Mounfams, 

loV under the theme “Old and NevvProblems 
lesthesia." Keynote speaker will be Dr. Eman- 
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uel M. Papper, professor of anesthesiology, Cornell 
University’ Medical College, New York City. Five 
papers ^^dll be presented at each of the t%vo ses¬ 
sions. Technical exhibits are planned. Entertain¬ 
ment includes a golf tournament and the annual 
banquet Sept. 19, 7:30 p. m. Registration fee for 
nonmembers is $5. For information svrite Dr. Thom¬ 
as K. Bumap, Secretary’, New England Society of 
Anesthesiologists, 721 Huntington Ave., Boston 15. 

Conference on Electrical Techniques in Medicine. 
—The 11th annual Conference of Electrical Tech¬ 
niques in Medicine and Biology will be held in the 
Nicolett Hotel, Minneapolis, Nov. 19-21, sponsored 
by the American Institute of Electrical Engineers, 
the Institute of Radio Engineers, and the Instru¬ 
ment Society of America. Theme of the meeting is 
“Biology’ and Computers.” One special session will 
be on die possibility of applying electronic com¬ 
puters to the theoretical and clinical problems of 
electrocardiography. The session rwll examine the 
way's in which a phy’sician can be aided in making 
rapid and accurate diagnosis through the use of 
electronic computers. Another session will be de¬ 
voted to computer ideas as applied to electro¬ 
encephalography, and a third special session will 
be on’ the inverse problem of developing computer 
application on the basis of biological coding, bio¬ 
logical transducer designs, and biological logic. The 
meeting is open to all scientists, engineers, and 
physicians. For information xvrite The American 
Institute of Electrical Engineers, % Raymond C. 
Mayer & Associates, 36 W, 46th St., New York 
City 36. 

Meeting of American Medical Colleges in Phila¬ 
delphia.—The 69th annual meeting of the Associa¬ 
tion of American Medical Colleges xvill be held 
Oct. 13-15 at the Sheraton Hotel, Philadelphia. The 
presidential address, “The Problem of Change,” xvill 
be given by Dr. Lowell T. Coggeshall, Chicago. A 
panel discussion, with James B. Conant, Litt.D., 
Boston, presiding, xvill be held on “Medical Educa¬ 
tion and the University.” Dr. Gunnar Gundersen, 
President, American Medical Association, xHll pre¬ 
sent “AMA and the Medical School Partnership." 
Papers by foreign participants are: “Graduate Med¬ 
ical Education in Europe,” by Dr. John P. Sand- 
blom, Lund, Sweden, and “The Dalhousie Post¬ 
graduate Program: An Experience in Continuing 
Medical Education,” by Dr. Lea C. Steeves, Dal¬ 
housie University, Nova Scocia, Canada. At the 
annual dinner, C)ct. 13, 7 p. m.. Dr. Conant xHlI 
give the first Alan Gregg Lecture. For information 
rvrite the Association of American Medical Colleges, 
2530 Ridge Ave., Evanston, 111. 

Medical Scientists Visit Soviet Union.—Three 
American medical scientists started a visit in the 
Soviet Union Aug. 11 in a new exchange program 


sponsored by the American Friends Serx’ice Com¬ 
mittee. They are Dr. Joseph Stokes Jr., Philadelphia; 
Dr. George A. Perera, New York City’; and Samuel 
A. Corson, Ph.D., Little Rock, Ark. The group 
traveled in the Soviet Union imtil Sept. 9. The 
project, undertaken by the Quaker Organization, 
was arranged in cooperation xvith VOKS (Union of 
Soviet Societies for Cultural Relations with Foreign 
Countries) and the Sowet Embassy in Washington. 
The three men attended sessions of the Interna¬ 
tional Congress for Microbiology in Stockholm be¬ 
fore going to the Soviet Union. After leaving Russia 
they’ stopped in Poland for visits u’ith Polish doctors 
and scientists. Dr. Stokes is president of the Ameri¬ 
can Pediatric Society, professor of pediatrics at 
the University of Pennsylvania School of Medicine, 
and physician-in-chief of Children’s Hospital. Dr. 
Perera is a member of the American Board of In¬ 
ternal Medicine, professor of medicine at the Col¬ 
lege of Physicians and Surgeons of Columbia 
University, and chairman of Friends Medical So¬ 
ciety. Dr. Corson, who speaks fluent Russian, is 
associate professor of physiology’ and pharmacology’ 
at the University of Arkansas School of Medicine. 
The American Friends Service Committee is a 
world-u’ide Quaker peace and human welfare 
agency, wth a national office in Philadelphia and 
11 regional offices in the United States. It has pro¬ 
grams in more than a dozen foreign countries. 

FOREIGN 

Cholera Outbreak in Nepal.—Cholera has broken 
out in Khatmandu, capital of Nepal, the first cholera 
epidemic to strike this Himalaya mountain nation in 
over half a century, according to word received at 
World Health Organization headquarters. At the 
request of the Government of Nepal, M^HO is sup¬ 
plying 25,000 doses of vaccine to help immunize the 
population. Cases and deaths are twice as numerous 
as last year in India and East Pakistan, and an 
epidemic has struck Thailand for the first time in 
many years. Cholera has also been recorded in 
Cambodia and Bvuma. Cumulative totals for 1958 
are, as of 31 July: 



Cases 

Deaths 

India 

29,372 

12,851 

East Pakistan 

10,386 

6,644 

Thailand 

8,964 

1,190 

Cambodia 

3 

0 

Burma 

4 

2 


48,729 

20,687 


Any person coming from an infected area, whetlier 
or not he is in possession of a vaccination certificate 
against cholera, may be placed under surveillance 
for a maximum of five days. If the traveller is not 
in possession of such a cer^cate, he may be placed 
in isolation for the five-day period. 



CORRECTION 

Appoint Dr., ^Vngncr to Cardiovascular Research 
C an^Concormng an item published under tins 

Journal, m wind, it ls stated tlint Dr. Bernard M. 
agner will be as.sistant professor of patliology at 

1 m Scalllc, Miss ILa- 

beth j. Diclor, librarian, the Children’s Hospital of 
Philndclplnn, u-lierc Dr. Wagner was pathologist 
has ^^T,ttcn (hat "Dr. Bernard M. Wagner will be 
a.ssociate professor.” 


EXAMINATIONS 

AND 

LICENSURE 


examinations and licensure 


M.M.A.,Sept. I3,i95s 


cagi''Dn^2TS Cb- 

Dr. Dean M. Lierle, University Hospitals, Iowa City. ’ 
AwEniCAN Board OF Pathology; Chicago, Oct. 30-Nov 1 

S B sis Sept. 30. Sec., Dr. Ed^ 

uard B Smith Indiana University Medical Center, 1100 
>*. A^^chigan St, Indianapolis 7. 

American Boaiw Pediatrics: Oral. Chicago, Oct. 24-26 
and Now York, Dec. 5-7. Sec., Dr. John McK. Mitchell, 
o Cushman Road, Bosemont, Pa. 

American Board op Plastic Surgery: Oral and Written. 
Chicago, Odt. 9-11. Final date for receipt of case re- 
por s was July 1 Corresponding Secretary, Mrs. Estelle E. 
Hiiierich, 4647 Pershing Ave., St. Louis 8. 

American Board of Preventwe Medicine; Examination in 
Public Health. St. Louis, Oct. 24-26. Final date for filing 
application was Aug. 15, Sec., Dr. Thomas F. Whayne, 
3438 IValnut St, Philadelphia 4. . 


htEDICAL SPECIALTl' BOARDS 

American Board or Anesthiisiology; Oral Examination. 
San Francisco,_^Scpt. 29-Oct. 3, and Phoenix, April 5-10, 
1959. The 1959 written examination will he given in 
various locations in the United States and Canada, July 17. 
The final date for filing application for the 1959 written 
examination is six inontlis iirior to the examination. There 
is no filing deadline for oral examinations. Sec., Dr, Curtiss 
B. Hickcox, 217 Farmington Avc., Hartford 8, Conn. 
Ameuicas Board of DER-xtATOLoev: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for Sling 
all applications is April 1, Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 33. 

American Board of Internal ^(EDICINE: Written. Oct, 20, 
1958. Oral. Chicago, Oct. 13-16. 1959 Schedule-Written, 
Oct. 19, Final date for filing application is May 1. Oral. 
For candidates in the South and Soutliwest, New Orleans, 
Feb. 3-6. Final date for filing application is Jan. 1. Oral. 
For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi¬ 
dates on tlie IVest Coast. Final date for filing application 
' is March 1. Oral. For candidates on tlie East Coast, Nov. 
6-7, 9-10. Final date for filing application is March 1. 
Examination in the Suhspecialties. Gastroenterology. 
Philadelphia, April 17-18. Final date for filing application 
is Feb. 1. Sec.-Treas., Dr. William A. Werrcll, One West 
Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have 'ui;. ayjs-.heation filed at 
least six months before the ( xa’iiiiMiiou Jimi'. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

Ameuican Board of Obstetrics and Gynecology: Appli¬ 
cations for certification, new and reopened. Part I, and 
requests for re-examination Part II, are now being ac¬ 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application is September 1, 1958. No application can be 
accepted after that date. It should be noted by prospec¬ 
tive candidates that the deadline date in 1959 is August 1. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 

American Board of Ophthalmology: 'Written, qualifying 
test (Part I), January 1959. Final date for filing applica¬ 
tion was Tuly 1. 1958. Oral Examinations 1958 (Part II): 
Chicago, Oct. 6-10. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland, Maine. 


American Board of Proctology; Oral and Written, Paris 
I and 11. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

American Board of Psy'Chiatry and ' Neurology: New 
York City, Dec. 15-16; New Orleans. Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign¬ 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be tenni- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Regular Examination. 
Washington, D. C., Dec. 8-11. Final date for filing appli¬ 
cation was July 1. Special examination in Nuclear Meilipinr-- 
for those diplomates in Radiology or Therapeutic Radiol¬ 
ogy. Washington, D. C., Dec. 6. Final date for filing 
application is Oct. 1. Special Examination. Cincinnad, 
Mar. 16-19, 1959. Final date for filing application is Nov. 

1. Candidates completing training June 30, 1959 are not 
eligible for the Spring 1959 examinations. Sec., Dr. H. 
Dabney Kerr, Kaliler Hotel Bldg., Rochester, Minn, 

American Board of Surgery; Written examinations (Part 
I) will be held at various centers in die United States, 
Canada, Hawaii, Puerto Rico, and certain military centers 
abroad on December 3. The date of tlie Fall examination 
in Part I has been changed from tlie last Wednesday of 
October as announced in its current Booklet of Informa¬ 


tion to December 3, 1958. Thereafter, examinations in 
Part I will be held once annually, on the first Wednesday 
of December. The closing date for filing applications will 
be August 1. Part 11. Philadelphia, Sept. 15-16-, Rochester, 
Minn., Oct. 20-21; Nashville, Tenn., Nov. 17-18; New 
York City, Dec. 15-16; Houston, Tex,, Jan. 12-13; New 
Haven, Conn., Feb. 9-10; Durham, No. Car., March 9-10; 
San Francisco, April 13-14; Indianapolis, May 11-12; 
Columbus, Ohio, May 14-15. Sec., Dr. John B. Flick, 
1617 Pennsylvania Blvd., Philadelphia 3. 
oard of Thoracic Surgery; Various centers throughout 
the United States. Written. Spring of 1959. Final date for 
Sling application is December 1. Sec., Dr. IVm. M. Tuttle, 
1151 Taylor Avenue, Detroit 2. 

merican Board of Urology: Written ExaminatiomTwen- 
ty-five cities throughout the country, Dec. 5, The or. 
will be given i«SI\‘'=T .g tei 


Minneapolis 26. 
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Adams, Jesse Lee Jr., Reno, Nevada; Georgetown 
Universit}' School of Medicine, Washington, D. C.; 
1898; died in St. Mar\’’s Hospital July 16, aged 83, 
of coronarj' occlusion. 

Alexander, Horace Knox ® Fayetterdlle, Tenn.; 
University' of NashrdUe (Tenn.) Medical Depart¬ 
ment, 1909; ser^'ed overseas druhag World War I; 
died in the Lincoln County Hospital July 15, aged 
72, of cerebrovascular accident. 

Allum, Arthur Wesley, Glendale, Calif.; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1903; specialist certified by tlie American 
Board of Obstetrics and Gynecology'; an associate 
/ member of the American Medical Association; 
ser\'ed as president of the Glendale Branch of the 
Los Angeles County Medical Association; fellow 
of the American College of Surgeons; on the staff 
of the Memorial Hospital; died in St. John’s Hos¬ 
pital, Santa Monica, July 20, aged 78, of myocardial 
infarction and coronary' tlrrombosis. 

Branch, Frederick Douglas, Binghamton, N. Y.; 
Albany (N. Y.) Medical College, 1899; an associate 
member of the American Medical Association; 
serx'ed on the staffs of the Binghamton City and 
Binghamton State hospitals; died July 19, aged 84. 

Brenner, Edward Christopher, New York City; Co¬ 
lumbia University College of Physicians and Sm:- 
geons, New York City, 1908; member of the found¬ 
ers group of the American Board of Surgery'; 
member of die Medical Society of the State of 
New York; fellow of the American College of Sur¬ 
geons; formerly chairman of the medical board of 
die New York City Department of Correction; at 
one time associate professor of clinical surgery' at 
New York Post-Graduate Medical School; served on 
the staffs of the MidtoiTO and Riker’s hospitals; 
died in Butler, Pa., July' 24, aged 73. 

Bunge, Charles Albert, Bland, Mo.; Barnes Medical 
College, St. Louis, 1910; past-president of die 
Gasconade County Medical Association; formerly' 
may'or, school board member, and county coroner; 
died July 22, aged 79, of heart disease. 

Burner, Allen Eugene, Durbin, W. Va.; College of 
Physicians and Surgeons, Baltimore, 1908; died 
July 23, aged 81, of a heart attack. 

Butz, Joseph Aaron, Los Angeles; Bennett Medical 
College, Chicago, 1902; died July 15, aged SO, of 
coronary disease and arteriosclerosis. 

^ Indicates Member of Uie Atnerictin Medical Association. 


Carbonell, Artiuro ® Colonel, U. S. Army', retired, 
Arhngton, Va.; Jefferson Medical CoUege of Phila¬ 
delphia, 1911; specialist certified by the American 
Board of Internal Medicine; fellow of the American 
College of Phy'sicians; service member of the Amer¬ 
ican Medical Association; veteran of World Wars 1 
and 11; entered the regular Army' in 1917 and re¬ 
tired Aug. 31, 1948; chief of the medical ser\ice at 
West Point for many y'ears; died in the Walter Reed 
Army Hospital, Washington, D. C., July' 16, aged 69, 
of acute myocardial infarction. 

Conner, Elwin Iris, Pomona, Calif.; University of 
Nebraska College of Medicine, Omaha, 1926; at one 
time a medical missionary' in West Africa; veteran 
of World War II; hanged Irimself July 20, aged 60. 

Crosby, Roy Campbell ® Boise, Idaho; Tufts Col¬ 
lege Medical School, Boston, 1944; certified by' the 
National Board of Medical Examiners; in the mili¬ 
tary service from Feb. 1, 1954, to Nov. 19, 1955; 
associated mth St. Luke’s and St. Alphonsus hos¬ 
pitals; died in Marlboro, Mass., July 20, aged 39, 
of injuries received in a private plane crash. 

de Steiguer, John Rodolph ® San Marcos, Texas; 
Hospital College of Medicine, Louisville, Ky., 1890; 
died May 8, aged 88, of cancer. 

Devine, Winifred Morrill Woolls, Lowell, Mass.; 
Boston University School of Medicine, 1908; re¬ 
tired school physician for the city of Lowell; died 
July 18, aged 78, of coronary' thrombosis. 

Dimmitt, Egbert King ® Farmington, Ill.; Univer¬ 
sity of Louiss'ille (Ky.) Medical Department, 1909; 
vice-president of the Bank of Farmington; charter 
member and past-president of the Farmington 
Rotary' Club; associated with the Graham Hospital 
in Canton and the Methodist Hospital of Central 
Illinois in Peoria, where he died July 4, aged 75, 
of arteriosclerotic heart disease, 

Dorsey, George Hamilton ® Major, U. S. Army, re¬ 
tired, MTieat Ridge, Colo.; University of Maryland 
School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1915; serx'ice member of the 
American Medical Association; member of the 
American Urological Association; entered the regu¬ 
lar Army in 1918 and retired Dec. 15, 1922; died in 
Reno, Nevada, July 6, aged 65, of congestive heart 
failure and pneumonitis. 

Edstrom, Henry, Springfield, Ill.; University of 
Minnesota Medical School, Minneapohs, 1926; 
specialist certified by' tlie American Board of Radi¬ 
ology'; member of the American College of Radi- 
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obg)'i ^-cleron of World War II; died July 17, aged 
Ob, oi acute coronaiy occlusion and myocardial in¬ 
farction, 

Ekwurzcl, George Macy ® Colonel, U, S. Army, 
retired, San Francisco; Unix'crsily of Pennsylvania 
Department of Medicine, Philadeljdna, 1897- 
ser^'icc member of the American Medical Associa¬ 
tion; fellow of the American College of Surgeons- 
entered the regular Army in 1901 and retired May 
31, 1939; \'cteran of World War I; died in the Let- 
terman Army Hospital June 21, aged S3. 

Ej cstonc, Fred Levi @ Toledo, Ohio; University of 
Maryland School of Medicine and College of Physi¬ 
cians and Surgeons, Baltimore, 1916; fellow of the 
American College of Surgeons; veteran of World 
War I; served on the staffs of the Toledo, Riverside, 
and St. Vincents hospita].s, and the Mercy Hospital, 
where he died July 20, aged 65, of cancer. 

Gibson, Stewart Merrill ® Southbridge, Mass.; Tufts 
College Medical School, Boston, 1928; on the staff 
of (he I-Iarrington Memorial Hospial; died in Star- 
bridge July 16, aged 54, of coronary thrombosis. 


J.A,M,A,,Sept.]3,l§5s 


United States from 1945 to 1947; served an intern, 
slup and residency at the Cook County Hospitals 
Olncago; served a residency at the Municipal Con- 
tagious Disease Hospital, in Chicago, and Sis 
Langley Porter Clinic Hospital, where he was a 
member of the staff; died in the Palo Alto (CaliH 
Hospital July 18, aged 37, 

Horton, Ray Beaman ® Nordi Kansas City, Mo,; 
Kansas City (Mo.) College of Medicine and Sur¬ 
gery, 1922; Magyar Kiralyi Pazmany Petrus 
Tudomanyegyetem Orvosi Fakultasa, Budapest, 
Hungary, 1924; assistant to the president of the 
Kansas City Southern Lines; died July 19, aged 58, 

Irwin, Henderson, Eureka, N. C.; University of 
Maryland School of Medicine, Baltimore, 1912; 
member of the Medical Society of tire State of 
North Carolina and the American Academy of 
General Practice; for many years chairman of tlie 
board of education of Eirreka; died in the M^ood- 
ard-Herring Hospital, Wilson, July 19, aged 74, of 
carcinoma of the prostate. 

Johnston, Cecil Fredrick ® Bluefield, W. Va.; 


Goldcnbcrg, Marcellus ® New York City; Medi- 
zinische Fakultiit der Universitiit, Vienna, Austria, 
1926; specialist certified by tlie American Board of 
Internal Medicine; assistant clinical professor of 
medicine at the Columbia University College of 
Physicians and Surgeons; credited witli having dis- 
coi^ered the presence of nor-epinephrine in the 
adrenal gland; associated vdth tlie Presbyterian 
Hospital, where he died July 30, aged 57, of myo¬ 
cardial infarction. 


Medical College of Virginia, Richmond, 1929; 
specialist certified by the American Board of 
Otolaryngology; member of tlie American Academy 
of Oplitlialmology and Otolaryngology; associated 
witli the Bluefield Sanitarium; died July 21, aged 54, 
of coronary occlusion. 

Levant, Benjamin ® Pittsburgh; University of 
Pittsburgh School of Medicine, 1921; specialist 
certified by the American Board of Urology; mem¬ 
ber of the American Urological Association and 


Gordon, Charles Howard ® Portland, Maine; Med¬ 
ical School of Maine, Portland, 1919; specialist 
certified by the American Board of Otolaryngology; 
past-president of the Cumberland County Medical 
Society; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; consultant at the 
Webber Hospital in Biddeford; on the staffs of the 
Maine General Hospital and the Maine Eye and 
Ear Infirmary, where he was chief of the ear, nose 
and throat service; died July 28, aged 64, of rup¬ 
tured aortic aneurysm. 

Haines, Charles Tomlinson, Ambler, Pa.; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1898; died in Doylestown July 22, aged 86, 
of adenocarcinoma of the prostate and arterio¬ 
sclerosis. 

Herzon, Herbert, San Francisco; born in Chicago 
Jan. 5,1921; University of Illinois College of Medi¬ 
cine, Chicago, 1944; specialist certified by the 
American Board of Pediatrics; member of the 
American Academy of Pediatrics; on die faculty of 
the University of California School of Medicine; 
an officer in the medical corps of the Army of the 


past-president of the Mid-Atlantic Section; fellow 
of the American College of Surgeons and die In¬ 
ternational College of Surgeons; instructor in 
urology at the University of Pittsburgh School of 
Medicine; associated witii Montefiore Hospital, 
where he died July 28, aged 60, of coronary disease. 

Logan, George W. ® Hastings, Mich.; Saginaw 
Valley Medical College, Saginaw, 1901; served on 
the staffs of the Hurley, McLaren General, and St. 
Joseph hospitals in Flint; died in Flint July 16, 
aged 81, of arteriosclerosis. 


Lombardo, Bartlo William ® Newark, N. J.; New 
York Medical College, Flower and Fifth Avenue 
Hospitals, New York City, 1941; certified by the 
National Board of Medical Examiners; veteran of 
World War II; associated with St. James and Co¬ 
lumbus hospitals, and the Clara Maass Hospital 
where he died July IS, aged 41, of cancer. 


vie. Tames McCampbell ® Lewiston, Idaho; dm- 
>rsity of Nashville (Tenn.) Medical Department, 
)01; veteran of World War I; medical examiner 
r the Nez Perce County Selective Semce during 
forld War 11; on the staff of St. Josephs Hospitat. 
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ser\’ed as county liealtli officer and health officer 
for the cit)'; died in the Gritman Memorial Hos¬ 
pital, Moscow, July 11, aged 81, of pneumonia. 

Manglesdorf, William F., Little Rock, Ark.; College 
of Physicians and Surgeons, Little Rock, 1910; died 
July 6, aged 79. 

Marble, Ira Albertus, Mason City, Iowa; Universitj- 
of Michigan Department of Medicine and Surger\% 
Ann Arbor, 1907; died July 4, aged 79. of heart 
disease. 

McNealy, Raymond William ® Chicago; bom in 
Chambersburg, Mo., Aug. 17, 1886; College of 
Physicians and Surgeons of Cliicago, School of 
Medicine of the University of Illinois, 1910; mem¬ 
ber of the founders group of the American Board, 
of Surgery; ser\'ed on the faculty' of his alma mater 
and Northwestern University Medical School; pro¬ 
fessor of surgery' and secretary'-treasurer of the 
Cook County' Graduate School of Medicine; mem¬ 
ber of the board of trustees of the Hektoen Insti¬ 
tute for Medical Research of Cook County' Hos¬ 
pital, of which he was formerly' secretary'-treasurer; 
one of the founders and honorary' fellow of the 
International College of Surgeons and chairman 
of die United States qualifications board; fellow of 
tlie American College of Surgeons; president of 
the Illinois Surgical Society'; past-president of the 
Chicago Surgical Society'; president of tlie United 
Research Foundation; member of the board of 
public health advisors, department of public healtli. 
state of Illinois; member of the advisory' board of 
tlie Chicago Health Department; member of the 
medical adHsory' board of the Cancer Research 
Foundation; member of the Western Surgical As¬ 
sociation, Pan-Pacific Surgical Society', Southern 
Surgical Society', Institute of Medicine of Chicago. 
Alpha Omega Alpha, Alpha Kappa Kappa, and Phi 
Kappa Epsilon; veteran of World War I; Com¬ 
mander, Legion of Merit-Juan Pablo Duarte. 
Dominican Repubhc; in 1941-1942 trustee of North¬ 
western University'; formerly on the editorial board, 
lUinois Medical Journal; president of the attending 
staff. Cook County Hospital; consulting surgeon at 
the Illinois Masonic Hospital, Oak Forest (Ill.) In¬ 
firmary, and the Kenner Hospital; in 1924 appointed 
attending surgeon at St. Luke’s Hospital; chairman 
emeritus, department of surgery', and a member of 
the senior attending staff, Chicago Wesley' Memo¬ 
rial Hospital, where he died July 29, aged 71, of 
cerebral hemorrhage and cardiovascular disease. 

Merritt, Francis Elmer, Akron, Oliio; Ohio State 
University' College of Medicine, Columbus, 1934; 
member of the Ohio State Medical Association; 
died in the Barberton Citizens Hospital May' 21, 
aged 48. 

Meyer, Joseph Theodore @ Chicago; Chicago Col¬ 
lege of Medicine and Surgery', 1913; fellow of tlie 


American College of Surgeons; veteran of World 
War I; member of the president’s council and for¬ 
merly' on the faculty' of Stritch School of Medicine 
of Loy'ola University'; in 1951 was elected president 
of its alumni association; serv'ed as president of the 
staff and chief surgeon of St. George Hospital, 
where he died July' 29, aged 72, of cerebral hemor¬ 
rhage. 

Montgomery’, Claude William ® Sy’camore, Ohio; 
Ohio Medical University’, Columbus, 1900; veteran 
of World War I; formerly' member of the board of 
education; a director and past-president of the 
board of directors of the First National Bank of 
Sy’camore; past-president of the Sy'camore Tele¬ 
phone Company'; staff member of the Mercy Hos¬ 
pital in Tiffin; died in the Wy'andot Memorial Hos¬ 
pital, Upper Sandusky', July 7, aged 87, of seniUty. 

Moore, Benjamin B. ® Indianapolis; Indiana Uni¬ 
versity’ School of Medicine, Indianapolis, 1920; 
fellow of the American CoUege of Surgeons; past- 
president of the Indianapolis Medical Society’; 
associated wth Methodist and St. Vincent’s hos- 
pitak; on tlie visiting staff, Indianapolis City’ Hos¬ 
pital; died near Petoskey', Mich., July 13, aged 62. 

Murphy, Dennis John ® Washington, D. C.; Tufts 
College Medical School, Boston, 1910; sers’ice 
member of the American Medical Association; 
formerly on the staffs of the \^eterans Administra¬ 
tion hospitals in Marion, Ind., and Chillicothe, 
Ohio; veteran of World Wars I and II; serv’ed as 
member of the Veterans Administration pension 
board; died July 20, aged 71. 

Nevv'man, Frederick Jacob, New York City’; Colum¬ 
bia University' College of Physicians and Surgeons. 
New York City, 1903; an associate member of the 
American Medical Association; died in Larchmont, 
N. Y., July 5, aged 78, of coronary disease. 

Oakes, Frederick ® SchOler Park, Ill.; Beimett 
Medical College, Chicago, 1915; associated vrith 
West Suburban Hospital, Oak Park, and Westlake 
Hospital in Melrose Park, where he died July' 28. 
aged 72, of my’ocardial infarct. 

Pace, William Thomas, Gray Court, S. C.; Medical 
College of South Carolina, Charleston, 1915; mem¬ 
ber of the South Carolina Medical .Association; for 
many years on the staff of the Laurens County' 
Hospital in Laurens; died July 6, aged 69, of heart 
disease. 

Pagett, Frank Elmer, Oakland. Calif.; Columbia 
University’ CoUege of Physicians and Sm-geons, 
New York City', 1896; at one time practieed in 
Spring VaUey', N. Y., and serv'ed as health officer of 
Rockland County’; serv'ed as chief of staff at Good 
Samaritan Hospital in Suffem, N. Y.; died in the 
Peralta Hospital, July' 1, aged 85, of memia. 
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Peirce, Bradford Hendrick (JD Hanson, Mass.; Har¬ 
vard Medical School, Boston, 1906; inembcr of t],e 
American T rudeau Society; at one time practiced in 
C.ambridgc, where he was licaltli officer; veteran 
ot the Spanisli-American War and World War I- 
served as superintendent and director of the Plym¬ 
outh County Ho.spitaI in South Hanson; died in 
Brockton (Mass.) Hospital July 16, aged 78, of heart 
disease. 


j — r" 




College of Chest Physicians, and past-president ol 
the New England Chapter, and the Aaretb. 
1 rudeau Society; formerly associated with the New 
Hampshire State Sanatorium at Glencliff, and med¬ 
ical superintendent of the Edward Sanatorium in 
Naperville, Ill.; consultant, Notre Dame de Lourdes 
Hospital; member of the staff of Sacred Heart 
Hospital, where he died July 6, aged 59, of arterio¬ 
sclerotic heart disease. 


Plummer, John Owen, Baleigli, N. C.; Leonard 
Medical School. Raleigli, 1904; died in Durham 
July 4. aged 78, of myocardial infarction. 

Pratt, Frederick Haven, Wellesley Hills, Mass.; 
hlar\ ard Medical School, Boston, 1906; served as 
professor emeritus of physiology at Boston Univer¬ 
sity School of Medicine; formerb' on the faculty 
of Wellesley (Mass.) College, University of Buffalo, 
Clark, and Harvard uni\’ersitics; died July 11, aged 
84, of complete heart Idock. 

Quigley, James Earle, Edinburg, Ohio; University 
of Maryland School of Medicine, Baltimore, 1911; 
died May 13, aged 74. 

Rankin, Pressly Robinson ® Mount Gilead, N. C.; 
North Carolina Medical College, Charlotte, 1910; 
for many years president of the Bank of Mount 
Gilead, member of the school board and president 
of the Mount Gilead Brick Company; treasurer of 
the United Mills Corporation; died in the Mont¬ 
gomery Memorial Hospital in Troy July 6, aged 
72, of hepatic cirrhosis arterioscleroses \vith cere¬ 
brovascular accident. 

Rivers, Thurston Donnell ® Montgomery, Ala.; 
Jefferson Medical College of Philadelphia, 1926; 
member of the American Psychiatric Association; 
died July 9, aged 60, of coronary occlusion and 
arteriosclerotic heart disease. 

Sako, Wallace Saburo ® Raceland, La.; born in 
Hawaii Sept. 2, 1910; University of Minnesota 
Medical School, Minneapolis, 1936; certified by the 
National Board of Medical Examiners; specialist 
certified by the American Board of Pediatrics; 
member of the American Academy of Pediatrics; 
served on the faculty of the University of Minne¬ 
sota Medical School, Minneapolis, Louisiana State 
University School of Medicine in New Orleans, 
and University of Texas School of Medicine in 
Galveston; visiting physician at the Charity Hos¬ 
pital in New Orleans; pediatrician at Sako Clinic 
for Children; consultant in pediatrics, St. Annes 
Hospital, Raceland, St. Joseph Hospital, Tbibo- 
daux, Terrebonne Parish General Hospital, Houma, 
and Southern Baptist Hospital in New Orleans; 
died July 5, aged 47, 

Seldon, Frank Gustav ® Manchester, N. H.; Fried- 
rich-Wilhelms-Universitat Medizinische Fakultat, 
Berlin, Prussia, 1925; member of the American 


Sell, Frederick William, Rahway, N. J.; Universit)' 
of Cambridge Faculty of Medicine, England, 1894; 
past-president of the Union County Mosquito Ex¬ 
termination Commission; at one time health officer; 
formerly bacteriologist for the Rahway Water 
Commission; specialist certified by the American 
Board of Radiology; an associate member of the 
American Medical Association; served in France 
during World War I; served on the staffs of New 
Jersey Reformation Hospital and Rahway Hos¬ 
pital; died in the Alexian Brothers Hospital, Eliza¬ 
beth, July 9, aged 88, of cerebrovascular accident 

Shanahan, William Henry ® Portland, Maine; Uni¬ 
versity of Vermont College of Medicine, Burling¬ 
ton, 1912; died in the Veterans Administration 
Hospital, Togus, June 11, aged 72, of bronchogenic 
carcinoma with metastasis. 


Shannon, Charles Edward ® Chicago; Rush Medi¬ 
cal College, Chicago, 1926; specialist certified by 
the American Board of Surgery; fellow of the Inter¬ 
national College of Surgeons and American College 
of Surgeons; member of the Institute of Medicine 
of Chicago; veteran of World War I; director of 
the medical bureau of Marshal Field & Company; 
on the staff of St. Luke’s Hospital; died July 18, 
aged 60, of coronary occlusion. 


Shaul, Elmer Bryant ® Scranton, Pa.; Syracuse 
Univei’sity College of Medicine, 1916; veteran of 
World War I; on the staff of the Hahnemann Hos¬ 
pital; died July 12, aged 71, of a heart attack.. 

Sicotte, Isaiah ® Ishpeming, Mich.; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1907; practiced in Michigamme; served 
in France during World War I and received the 
Croix de Guerre from the French government; 
died in St. Mary's Hospital, Marquette, July 13, 
aged 79. 

Smith, John William Rosser ® Charlottesville, Va.; 
University of Virginia Department of Medicine, 
Charlottesville, 1900; died July 19, aged 82. 

Stansbmy, Frank R., Cincinnati; Pulte Medical 
College, Homeopathic, Cincinnati, 1906; on tn . 
staff of the Bethesda Hospital; died Juiy 


78. 

th, Claire LeRoy ® Detroit; born in Harrow, 
Canada, Aug. 30,1891; Rush Medical College, 
ago, 1917; also a D.D.S.; specialist certified y 
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the American Board of Plastic Surgery'; member 
of the American Association of Plastic Surgeons 
and the American Society of Plastic and Recon¬ 
structive Surgery'; fellow of the International Col¬ 
lege of Surgeons and the American College of 
Surgeons; associated witli Straith Memorial, Har¬ 
per, Childrens, Charles Godwin Jennings, Alex¬ 
ander Blain and Florence Crittenden hospitals in 
Detroit, and the Highland Park (Mich.) General 
Hospital; died in Glasgow, Scotland, July 13, 
aged 66. 

Straub, Hiram Grant, Minersville, Pa.; Hahnemann 
Medical College and Hospital of Pliiladelphia, 
1917; veteran of World War I; died July 4, aged 67. 

Strickland, John Thomas ® Birmingham, Ala.; Uni¬ 
versity of Pennsyb'ania School of Medicine, Phila¬ 
delphia, 1946; member of tlie American Academy 
of General Practice; past-president of the Birming¬ 
ham Chapter of the Alabama Academy of General 
Practice; veteran of World War II; died July 2, 
aged 42, of injuries received in an automobile ac¬ 
cident. 

Swanson, Ernest Bruce, Minneapolis; University of 
Minnesota Medical School, Minneapolis, 1956; 
served an internship and residency' at the Pennsy'I- 
vania Hospital in Philadelphia; captain and flight 
surgeon from 327tli Air Force Dispensary' at Truax 
Field, Madison, Wis.; killed July 14, aged 27, when 
a small private plane he was flying crashed near 
Mauston. 

Swenson, Andrew Clay ® M^aterbury', Conn,; Yale 
University School of Medicine, New Haven, 1902; 
formerly medical e.xaminer of Middlebury'; for 
many' y'ears treasurer of the Waterbury Medical 
Association; on tire honorary staff in urology at the 
Waterbury Hospital, where he died July' 19, 
aged 87. 

Talbot, Clarence Weill ® Spokane, Wash.; Univer¬ 
sity Medical College of Kansas City, Mo., 1906; 
died in the Deaconess Hospital July 1, aged 74, of 
general peritonitis following gastrectomy for 
chronic gastric ulcer. 

Thomison, Samuel James Jr., Jarrettsville, Md.; 
University and Beller'ue Hospital Medical College, 
New York City, 1944; certified by' the National 
Board of Medical E.xaminers; member of tire Medi¬ 
cal and Chirurgical Faculty of Mary'land; veteran 
of World War II; died in Baltimore July 16, aged 
39, of congestive heart failure. 

Trice, Leroy ® Palestine, Texas; University of 
Texas School of Medicine, Galveston, 1931; fellow 
of the American College of Surgeons; sers'ed as 
secretary'-treasurer of the Anderson-Houston-Leon 
Counties Medical Society; died in the Memorial 
Hospital, Houston, July 7, aged 51, of hv'pertensive 
cardiovascular renal disease. 


Vogel, Hymen Allen ® Garden City, Mich.; Uni¬ 
versity of Michigan Medical School, Ann Arbor, 
1926; member of the American Academy of Gen¬ 
eral Practice; serr'ed as president of the school 
board; on the staffs of Pro\'idence and Motmt 
Carmel hospitals in Detroit, Oakwood Hospital in 
Dearborn, and Annapolis Hospital in Wayne; died 
July 2, aged 57, of coronary' thrombosis. 

Wheeler, DaHd Riddell ® Evanston, Ill.; Univer¬ 
sity of Minnesota Medical School, Minneapolis. 
1941; member of the American Psychiatric Asso¬ 
ciation; died July' 7, aged 49, of coronary occlusion. 

MHieelihan, Robert York ® Riviera Beach, Fla.; 
Northwestern University Medical School, Chicago, 
1928; member of the American Academy' of General 
Practice; served as secretary' of the Palm Beach 
County Medical Society; vice-president of St. 
Mary’s Hospital in West Palm Beach; for many 
years practiced in Ehn Grove, Wis.; formerly healtli 
officer for the townships of Brookfield and New 
Berlin in Wisconsin; died June 25, aged 54, of 
cancer. 

Write, Wilh'am Henry, Banner, Ark. (licensed in 
.4rkansas in 1904); died July' 5, aged 77. 

Whitehead, Seba L. ® Asherille, N. C.; Jefferson 
Medical College of Philadelphia, 1921; member of 
the American Academy of Dermatology and 
Syphilology; veteran of World V^ar I; associated 
with Memorial Mission, St. Joseph’s, and Aston 
Park hospitals; died July 12, aged 62, of a heart 
attack. 

Wilkinson, Ernest A., Highmore. S. D.; Keoknik 
(Iowa) Medical College, College of Phy'sicians and 
Surgeons, 1905; an associate member of the Ameri¬ 
can Medical Association; died June 1, aged 81, of 
injuries received in an automobile accident. 

Williams, Napoleon Kassire ® McCurtain. Okla.; 
St. Louis College of Physicians and Surgeons, 1918; 
member of tlie school board: on the staff of the 
LeFlore County Memorial Hospital in Poteau; died 
July 14, aged 67. of a heart attack. 

Woohidge, John Hay'cs ® Clearfield, Pa.; Jefferson 
Medical College of Philadelphia. 1916; member of 
the .American Urological Association; fellow of the 
American College of Surgeons; past-president of 
tlie Clearfield County Medical Society; -veteran of 
World War I; seived on the staff of the Clearfield 
Hospital, where he died July 4. aged 67. of coro¬ 
nary thrombosis. 

Zanger, Carl Emil ® Chicago; Northwestem Uni¬ 
versity Medical School, Chicago, 1920; veteran of 
AVorld War I; died July 17, aged 63, of coronary' 
thrombosis. 
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DENMARK 

Antimalarial Drugs for Arthritis.-In four articles in 
Ugcshnft for hvgcr for June 19, Dr. F. Erlendsson 
reported on the action of various antimalarial drugs 
on rheumatoid artliritis. Tlie first dealt with 14 
patients to whom quinacrine or chloroquine was 
given, tin's treatment having been started more than 
four years earlier. Good results could be claimed in 
eight. Some of the disappointments in the other 
patients were due to such side-effects as indigestion 
and a rash. The second article concerned 20 pa¬ 
tients vith acti\'e rheumatoid arthritis given chloro¬ 
quine dqjhosphate whose dose corresponded to 300 
to 450 mg. of chloroquine base daily. As a rule the 
maintenance dose was 150 to 300 mg. daily. The 
results were satisfactorj' in 16. The third article 
dealt with si.v patients with active rheumatoid 
arthritis treated with a combination of primaquine 
and chloroquine. In five the side-effects necessi¬ 
tated a reduction or complete withdrawal of the 
drugs. The fourth article dealt with tlie evaluation 
of therapeutic measures by controlled statistics. 
Erlendsson preferred the study of the individual 
j^atient because of the multiplicity of unknown ele¬ 
ments in rheumatoid ardiritis. 

Old Age and Work.—Dr. Mogens Felbo published 
a thesis entitled “Old Age and Work,” It deals with 
the relation betsveen the condition of the limbs and 
capacity for work in 65-year-old and 70-year-old 
natives of tlie Danish island of Bornholm. The 974 
persons of both sexes belonging to these two age 
groups submitted to a searching medical examina¬ 
tion which showed that loss of muscle strength was 
more common in laborers engaged in heavy work 
than in others, tliat the former suffered more from 
reduced mobility of the joints, and that while 17.3% 
of the men had some deformity of tlie feet, tliis 
was the case with 44% of the women. Ulcus cruris 
was found in 6%, die incidence in women being 
twice that in men. Arteriosclerosis of the femoral 
artery was found in 23% of the 65-year-old and in 
35% of the 70-year-old men, tlie corresponding 
figures for women being much smaller. 

Orphenadrine for Parkinsonism.—Dr. P. Berggreen 
{Ugeskrift for laeger, June 5, 1958) found orphena¬ 
drine to be so effective in treating Parkinsonism 
that only when it fails is it replaced or given with 

Tlie items in these letters are contributed by regular correspondents 
in the various foreign countries. 


some Other drug. In his series of 25 patients he gave 
o 12 ^blets of 50 mg. daily. The usual dosage 
was 5 to 7 tablets daily, and, though 12 tablets were 
well tolerated, no improvement followed raising 
the dosage over 8 tablets daily. The side-effects 


were never so serious as to necessitate ivithdrawal 
of die drug, and they consisted of dryness of the 
mouth in 19 patients, blurred vision in 3, smarting 
of the eyes in 4, constipation in 7, and slight dys¬ 
pepsia in 6. Altogether 16 patients showed varying 
degrees of improvement, 8 were not improved, and 
1 was made worse. Practically all the patients show¬ 
ing improvement preferred this drug to others they 
bad tried. On this drug the patients general condi¬ 
tion usually improves, he becomes more cheerful 


and more mobile, but there is no improvement in 
die tremor. 


Herniation of the Nucleus Pulposus.—At a meeting 
of the Danish Society for Rheumatism Research 
(Nordisk medicin, June 12, 1958) more than one 
series of statistics concerned with the late effects of 
operations for herniation of the nucleus pulposus 
were presented. One speaker insisted tiiat the fac¬ 
tors determining the final issue were so varied that 
the subject did not lend itself to statistical analysis. 
Tlie material presented by Larsen and Kristoffersen 
concerned 49 patients operated on in 1950 and 
1951 and reexamined five years later. Roughly 50% 
were found to be completely symptom-free, while 
the rest still had some pain. Several of the former 
still presented severe, radiologically demonstrable 
lesions of the lumbar spine. In anodier series, pre¬ 
sented by J. Saugmann-Jensen, 149 patients were 
examined from one and one-half to three and one- 
half years after operation. In 118, complete fitness 
for work had been achieved, 23 were partially fit 
for work, and 8 were unfit for work or had had to 
be operated on again. Broadly speaking, tlie oper¬ 
ation takes the top off tlie pain, but does not neces¬ 
sarily effect a complete cure. 

Health Hazards in Antibiotic Factory.—In 1954 
many employees of a Danish antibiotics factor)', 
engaged in penicillin crystallization or streptomycin 
purification, complained of headache, irritation o 
tlie eyes and respiratory passages, and rashes whic 
might be traceable to tlieir occupation. This led to 
the appointment of Dr. B. Heilesen as medical ott- 
cer of the factory with the task of supervising le 
healtii of its employees. He reported 
Ixger, June 19, 1958) that in die course of three 
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years more than half the cases about which he was 
consulted were dermatological, largely concerned 
wdth streptomycin sensitiviW and wth penicillin 
sensitiwty, 35 and 10 cases respectir'el)'. The re¬ 
actions were usuallj^ eczematous, but in eight of 
tliose until streptomycin allergr' tlie reaction took 
tlie form of asthma and vasomotor rhinitis. A 
woman packer of insulin who suffered from urti¬ 
caria, vasomotor rhinib's, and astlmia was cured of 
these reactions when she ceased work but relapsed 
on returning to it. Streptomycin was being packed 
in tlie same room, and tlie breaking of ampules con¬ 
taining it was presumably responsible for her symp¬ 
toms. Heilesen’s recommendations are largely pro¬ 
phylactic—the questioning of prospective employees 
for the most hazardous areas with regard to an 
earlier history^ of allergy' so that they can be dis¬ 
suaded from e.xposing themselves to drug allergy', 
and mechanizing die packing so diat there is as 
little personal contact as possible u'itli the drugs 
in question. 

FRANCE 

Treatment of Acute Leukemia.—R. Picard and co¬ 
workers {Presse med. 66:1064, 1958) treated 11 pa¬ 
tients who had leukemia (6 acute and 5 chronic) 
TOth prednisone. A follow-up for about two y'ears and 
the addition of 19 furtlier cases have made possible 
more substantial conclusions tlian tliose pre\'iousIy 
reported. The effects on tlie temperature and the 
general condition were spectacular. The osteoartic- 
ular pains were relieved e.vcept in tliose witli local¬ 
ized foci who on tlie other hand responded remark¬ 
ably to local radiotlierapy. The effect on the blood 
picture however could not be easily' assessed o\s'ing 
to tlie fact that blood transfusions were also given. 
It was, however, possible to effect a definite im¬ 
provement in the red and white blood cell counts 
mth prednisone alone and even to get a complete 
normalization of tlie hemogram. Furthermore, tlie 
functional remission was complete, thus affording 
the patients a feeling of full recovery. 

Hypocholesterolergic Drug.—J. L. de Gennes and 
co-workers (Presse med. 66:1108, 1958) stated tliat 
evaluation of tlie hy'pocholesteremic action of any 
drug requires (1) a strict selection of the ty'pes of 
hypocholesteremia susceptible of being beneficially' 
investigated, (2) die assessment of an adequate 
stability' in the basic cholesteremia and to the pre- 
wous determination of its gradients in teclinical and 
biological fluctuations, and (3) the ruling out of 
mere chance as the cause of the fall of die choles¬ 
teremia. These requirements were met in the study' 
of a new hy'pocholesteremic agent (6782). The re¬ 
sults obtained indicated a hy'pocholesteremic effect 
over a short period. 


INDIA 

Mecamylamine in Hypertension.—Shah and Shah 
(Medical Bulletin, vol. 3, June 1, 1958) stated that 
mecamy'lamine hy'drochloride was introduced in 
the therapy' of hy'pertension as a ganglion blocking 
agent and acts by' blocking the transmission of 
nen'e impulses dirougli both sy'mpathetic and para- 
sy'mpathetic ganglia by' raising the threshold of 
ganglion cells to stimulation. The authors gave this 
drug to 10 patients wth hypertension. All were 
hospitalized till die maintenance dose was adjusted, 
and dien diej' were followed as outpatients. The 
initial dose was 2.5 mg. tiwce a day' and was grad¬ 
ually' increased every' second or third day' till die 
blood pressure was adequately lowered. All of the 
patients also received 1 mg. of reseipine daily. 
The average period of hospitalization required for 
these patients was five to seven days, and die aver¬ 
age maintenance dose was found to be 7.5 to 10 mg. 
a day' in three dirided doses. The largest dose 
given was 45 mg. in 24 hours, and even this dose 
did not produce any' toxic effects. 

Results were assessed by die degree of fall in 
blood pressure, and the criterion of success was the 
blood pressure response in die upright position 
irithout undue giddiness; 9 of the 10 patients re¬ 
sponded well to this drug, especially as far as the 
blood pressure in the upriglit position was con¬ 
cerned. Sy'mptomatic relief was produced in most 
patients irith regression of blood pressure. Tlie 
average initial sy'stolic pressure was 210 mm. Hg in 
the flat and 201 mm. Hg in the upright position. Tlie 
respective diastohc readings were 123 and 117 
mm. Hg. After treatment, these values came down 
to 174 and 159 mm. Hg sy'stoh'c and 107 and 99 mm. 
Hg diastolic. Thus the average systolic fall in die 
recumbent position was 36 mm. Hg and in the 
upright position 42 mm. Hg, while the diastolic fall 
in the two positions was 16 and IS mm. Hg respec¬ 
tively'. The response was ma.ximal in die upright 
position. Toxic effects obsen-ed were constipation, 
distention, diarrhea, dryness of the moudi, blurring 
of vision, and giddiness, but in no patient were they 
severe enough to necessitate cessation of treatment. 
Tlie drug is espeeially useful for symptomatic 
treatment of severe and malignant hy'pertension. 

Urinary Excretion of 17-Ketosteroids in Leishman¬ 
iasis.—Chatterjee and Sen Gupta estimated the uri¬ 
nary' 17-ketosteroid level in 16 patients with ■visceral 
leishmaniasis on admission to hospital and again in 
11 after completion of treatment (Journal of the 
Indian Medical Association, vol. 31, July 1. 1958). 
The patients’ ages varied between 10 and .57 years. 
Tlie diagnosis was confirmed in all cases by the 
presence of Leishmania donovani in bone marrow, 
spleen, or liver. Complement fi.xation and aldehy'de 
tests were also positive in aU patients. .411 of diem 
showed anemia and leukopenia. Tliey were judged 
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useful m detecting hyperacidity and achlorhydria 
but It cannot measure the total and the free hydro’ 
chloric acid amounts in the stomach. ^ 


Urinaiy 17-kctosteroid level estimation is a meth¬ 
od of .psessing the adrenocortical function, but, as 
about 309o of tlie total 17-ketosteroids excreted may 
be accounted for by testicular secretion, die lowered 
Jcvcl m Icislimaniasis may be due to adrenocortical 
and/or gonadal hypofunction. Leishmaniasis is as¬ 
sociated with a fair degree of malnutrition which 
\vas seen in almost all the patients in tin's series, 
along wUh anemia, leukopenia, and low blood pres- 
sure. 17-ketosteroids excretion in die urine is 
diminished in undernourished persons with or widi- 
out evidences of malnutrition, and this may be one 
of the factors responsible for its reduced level in 
leishmaniasis. In two patients in whom the general 
condition was fair and die anemia slight, die urinary 
1 1 '-ketosteroid e.vcretion was less depressed than in 
the others. In the 11 jiatients, where it was also 
estimated after recovery', a distinct increase in excre¬ 
tion was noticed, altiiough die values had not re¬ 
turned to normal in all of these. 


Tubeless Gastric Analysis.—Chowdliary and Baner- 
jee {Indian Medical Forum, Vol. 9, May, 1958) 
stated that the passage of a Ryles tube for gastric 
analysis may proN'e difficult in nervous patients and 
is likely to cause some discomfort. As an alternative 
procedure, a tubeless technique for determining the 
amount of free hydrochloric acid in the stomach 
with quinine resin is used. Tliis resin, when given 
orally, reacts with the free hydrochloric acid of the 
stomach as a result of which quinine is excreted in 
die urine. Tliis can be extracted and estimated by 
measuring its fluorescence in ultraviolet light. The 
amount of urinary quinine thus estimated indicates 
the amount of free hydrochloric acid in the 
stomach. 

The audiors used this method in 10 patients who 
were also subjected to a fractional test meal and in 
whom a Ryle s tube was used, and the results were 
compared. Tliese patients included six with radi- 
ologically confirmed peptic ulcer, all of whom had 
high acid curves on fractional test meal analysis. All 
these patients also showed a high excretion of 
urinary quinine, except one. The remaining four 
patients had no peptic ulcer, and in all these, ex¬ 
cept one, a fair correlation was observed between 
the results of the fractional test meal and the 
urinary quinine estimation. Tlius on the whole, in 
8 of the 10 patients, the results obtained with 
tubeless gastric analysis tallied with those of a 
fractional test meal. To obtain reliable results, dm 
patients were not given any quinine preparations 
for a week nor any drugs containing aluminum, 
barium, calcium, magnesium, kaolin, iron, or vita¬ 
mins for two days prior to the test. Tire method is 


NEW ZEALAND 

?sis.—Bielschowsky and Horn- 
:I06, 1958) reported that in 
on the role of hormones in 
carcinogenesis have been greatly modified. New 
hormones have been recognized and isolated and 
transformations of many steroids 
darified. Knowledge of the mechanisms regulating 
the secretion of diese agents has been ividened 
with the result that the pituitary is now considered 
by many to be the servant of the hypothalamus. 
Chemical carcinogenesis in the liver depends on 
pituitary and/or adrenal hormones. Hypophysec- 
tomy prevents induction oi hepatomas by3'-methy}- 
4-dimethylaminoazobenzene and by diacetyJ amino- 
fiuorene which, however, retains its carcinogenic 
activity for other tissues. The liver of the hypophy- 
sectomized rat still binds the azo dye, but signs of 
liver damage are missing. The usual reaction to it is 
restored by giving eidier ACTH or growth hor¬ 
mone. From the point of view of endocrine carci¬ 
nogenesis, two different types of cancer occur in 
animals and men. In hormone-dependent tumors 
the growth of the neoplasm can be temporarily con¬ 
trolled by an alteration of die hormonal environ¬ 
ment in which they develop. Dependent growths 
are often composed of cells that have been stimu¬ 
lated to proliferate because of a hormonal im¬ 
balance, but in some instances they can be induced 
by extrinsic agents such as irradiation, carcinogenic 
hydrocarbons, or hormones in combination with 
irradiation. 

Hormone-independent or autonomous lesions, 
such as those which develop in the skin, stomach, 
and lung, are not under direct endocrine control, 
nor can their growth or behavior be influenced by 
any form of endocrine modification. It is conceiv¬ 
able that some malignant growths might be com¬ 
posed of bodi dependent and autonomous 
components. This might explain why a hormone- 
dependent tumor, whose growth had been pre¬ 
viously held in check by means of endocrine 
therapy, wll suddenly lose its responsiveness to a 
particular hormone or combination of hormones 
and become an uncontrolled autonomous neoplasm. 
There appears to be little doubt that the technique 
so far used for inducing ovarian tumors in rats am 
mice are caused by an endocrine imbalance that 
finally results in tumor formation. 

It is, however, more difficult to relate the lor 
monal theory of ovarian tumor induction to those 
lesions produced by treatment xvith caxcmagenic 
hydrocarbons alone. A possible explanation mig 
be that the carcinogens produce a state of anes 
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which would probably cause an increase of pituitary 
gonadotropins, which in turn would stimulate the 
ovary. E.xperimenters and clinicians agree that sex 
hormones of gonadal and adrenal origin play an 
important part in the development of tumors of the 
breast, but the role of pituitary factors is less well 
understood. Knowledge gained by animal e.xperi- 
ment has been of direct value in the application of 
therapeutic measures for the control of hormonal 
cancer in man. Recurrences of tumor growth after 
periods of remission after both gonadectomy and 
adrenalectomy suggest that the anterior pituitary 
may be capable of stimulating the neoplasms, or it 
may be that the recurrence of some mammary 
carcinomas is due to a pituitary hormone or hor¬ 
mones acting in addition to estrogen. The fact that 
some forms of endocrine cancer can be fully or 
partly controlled by alterations of the hormonal 
environment is, to say the least, encouraging. 


PORTUGAL 

Neurosis and Internal Medicine.—The Portuguese 
Society of Internal Medicine invited a group of 
psychiatrists and psychotherapists to define the 
role played by the psychiatrist, psychotherapist, 
and internist in the treatment of neuroses. The num¬ 
ber of patients \vith obsessive, conversion, and 
anxiety neuroses, with repercussion in internal 
medicine, is so great that it would be impossible 
to provide specialized psychotherapy for all of 
them. For diis reason it was proposed to indoctri¬ 
nate the internists in the relatively simple technique 
of psychotherapy. The suspected neurotic should 
be sent to the specialist who would establish his 
diagnosis and indicate the treatment to be used by 
the internist. In patients svith obsessive neurosis, 
severe hysteria, and anxiety neuroses of long dura¬ 
tion the treatment should be left to a psychothera¬ 
pist. Most neurotics, however, suffer from a super¬ 
ficial reaction which is accessible to a brief 
psychotherapy. This should be conducted by the 
internist, after first being outlined by the psycho¬ 
therapist. 


SWEDEN 

Cancer of the Penis.—Ekstrom and Edsmyx {Nordisk 
medicin [June 26] 1958) made a follow-up study of 
229 patients %vith cancer of the penis. In 156 there 
were no metastases on admission. Patients under 
the age of 40 had a metastasis rate of 6:10; between 
the ages of 40 and 70 it was 3:10; and ^er 70 it 
was 2:10. Tlie penis was amputated in 194, and 
local e.xcision was performed on 20. In 15 x-ray 
treatment alone was given after an e-xploratory 
excision. Inguinal evacuation was performed on 
105. In 124 of diose wth no clinical evidence of 
metastases of the inguinal nodes, fractional treat¬ 


ment was given %vith teleradium. Of the 194 %vith 
an observation period of at least five years, 17 had 
died of some intercuixent disease, and 112 had 
originally been free of metastases. Of these, 101 
were stiU %vithout metastases. Of the 177 survivors, 
122 were still wdthout metastases. MTien a small 
tumor is limited to the prepuce, it would seem that 
a local excision assures as good a prognosis as 
amputation of the penis. 

Treatment of Psychiatric Patients %vitfa Carbuta- 
mide.—Dr. Ewert Ljungberg tells in Svenska lakar- 
iidningen for June 6 bow he discovered the treat¬ 
ment of mental ailments %vith carbutamide when 
he gave it to his nonogenarian father who was in 
need of an oral substitute for insulin to combat his 
glycosuria. MTiile taking a tablet once a day, the 
father ceased to be troubled by a sense of loneli¬ 
ness and anxiety and by disturbed sleep. This reh'ef 
from the depression of old age led Ljungberg to 
give the drug to 19 mildly disturbed geriatric 
patients. In II the beneficial response was prompt 
and continuous. No effect was observed in three, 
and in five it lasted only about a month. This effect 
was regained when the drug was supplemented by 
treatment with reserpine. Carbutamide was also 
given to 20 patients suffering from chronic hebe¬ 
phrenic schizophrenia with remarkable improve¬ 
ment in every case. In some respects, but not all, 
the reaction to the drug corresponded to the re¬ 
action expected from insulin shock. 

Pyodermia in Runners.—In the past year 12 cross¬ 
country runners with pyodermia were treated in a 
skia hospital in Gothenburg. Of these, five had to 
be admitted. This circumstance led to the issue of 
a questionnaire to the participants in the Swedish 
cross-country event in 1956 in Gothenburg. Replies 
came from 52 runners who had suffered from the 
complaint. Widespread though it seems to be, it 
has not been described in medical literature. Bjom- 
berg and Krook {Nordisk medicin [June 12] 1958) 
pointed out that the onset was usually acute, xvith 
multiple cutaneous lesions consisting of folliculitis, 
pustules, and bullae a few days after running. Boils 
sometimes developed later. Cultures ^fielded Staphy¬ 
lococcus pyogenes var. aureus in five patients, the 
same staphylococci with beta-hemolytic streptococci 
in one, and beta-hemolytic streptococci alone in 
two. The superficial lesions healed rapidly \wth 
local applications of an antibacterial ointment. 
This disease is so widespread in Sweden that about 
260 of 950 cross-countr}' runners questioned said 
that they had suffered from it. It is confined to the 
autumn, coinciding in this respect vath the peak of 
morbidity of impetigo contagiosa. Washing the legs 
in a disinfectant solution before and after running 
may help to prevent it. The possibility of infection 
of one runner by another must be kept in mind. 
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UNITED KINGDOM 

19dS) has always contended that tliere 
need not be any direct causal effect between ciga¬ 
rette smobng and cancer of the lung but that both 
characteristics might be largely influenced by a 
common causc-thc individual genotype. His 
t icsis has been that it was within the cajjacity of 
human genetics to examine whether the smoking 
classes to which human beings assign themselves, 
such as nonsmokers, cigarettes smokers, jsipc smok¬ 
ers, and cigar smokers \\'oro genotypically differ¬ 
entiated to a demonstrable extent, or whether, on 
the contrary, they appeared to be genotypicnlly 
homogeneous, for only on the latter view could 
causation, either of the disease b\' the influence of 
the products of combustion or of the smoking habit 
by the subconscious irritation of the postulated pre- 
cunccroiis conditions be confidently inferred from 
the association observed. He recorded tlie findings 
of Professor F. \'on \'erschuer, of the Institute of 
Human Genetics of the Uni\'crsit\’ of Munster, in an 
inquiry into the smoking habits of 51 monozygotic 
and 31 dizygotic male pairs of adult twins. Of the 
former, 33 pairs were wholly alike qualitatively: 9 
pairs both nonsmokers, 22 pairs both cigarette 
smokers, and 2 pairs both cigar smokers. Twelve 
pairs, less than 25% of the whole, showed distinct 
differences, such as a cigarette smoker and a non- 
smoker, or a cigar smoker and a cigarette smoker. 
By conti'ast, of the dizygotic pairs, only 11 could 
be classed as wholly alike. Sir Ronald concluded 
that there could be little doubt that tlie genotj'^pe 
influenced smoking habits. The genotypically differ¬ 
ent groups in this regard would be expected to 
differ in cancer incidence, and their existence helps 
to explain such oddities as that pipe and cigar 
smokers should show much less lung cancer than 
cigarette smokers, u’hile among tire latter the prac¬ 
tice of inhaling is associated with less rather than 
with more cancer of the lung. 


Chemotherapy in Pulmonary Tuberculosis of 
Doubtful Activity.—In view of the many patients 
under observation whose only manifestation of 
tuberculosis is an abnormality discovered on mass 
miniature radiograjjhy, in 1954 the Research Com¬ 
mittee of the Tuberculosis Society of Scotland 
decided to investigate whether it was rvorth while 
treating such patients prophylactically. The com¬ 
mittee reported ITitherclc 39:129, 1958) on their 
findings in a trial which included 189 such patients 
who were di\'ided at random into two groups; a 
control group, consisting of 94 patients, kept under 
observation in the usual way, and a test group, 
consisting of 95 patients, similarly observed but in 
addition given a minimum of six months’ pro¬ 
phylactic chemotherapy. All the patients were in 
the trial for at least a year, 61% for 18 months. 


J.A.M.A., Sept, 13,1955 

and 29% for two years. Those in both groups con 
tinned to lead a normal working life. Those iniht 
test group were also given 5 Gm. of sodium PAS 
plus 100 mg. of isoniazid, both twice daily. These 
were combined in cachet form and were prescribed 
tor a mimmum of six months, and thereafter at the 
clinician s discretion. 

Radiographically the estimated cumulative de¬ 
terioration was 12.6% in the control group compared 
with 8,1% in the ti-eated group, but six of tlie seven 
patients showing deterioration in the treated group 
admitted tliat they had failed to take tlieir drugs as 
diiected. Nine positive cultures occurred in the 
obseivation group, compared with one in the treated 
group. The latter was in a patient who had failed to 
take her chemotherapy as directed. Total deteriora¬ 
tions, radiographic and bacteriological, were 17.8% 
in the observation group and 8.5% in tlie treated 
group. Most improvement or deterioration oc¬ 
curred in the first 18 months of observation. It was 
concluded that it may be worth while to give chem¬ 
otherapy prophylactically to certain patients who 
are at greater risk of relapse, in particular, younger 
patients and those with more extensive disease. 
Every effort must be made to persuade such pa¬ 
tients of the importance of taking his drugs, and it 
is well to check the urine periodically for the 
presence of PAS. Unp-eated patients should be regu¬ 
larly observed, radiographically and bacteriological- 
ly, and should be treated if there is any sign of 
deterioration. Although this sort of trial may assist 
the physician in making sound decisions, the patient 
.remains an individual wath social, medical, and 
personal problems. In deciding whether to advise 
chemotherapy all these must be taken into account. 

Smoking and Cancer.—According to the annual re¬ 
port of the Tobacco Manufacturers’ Standing Com- 
mittee-a committee set up by tlie major firms in 
die British tobacco indusPy to assist researcli into 
questions concerning tlie relaPonship between 
smoking and health—experiments have been carried 
out in the industry’s laboratories to discover sub¬ 
stances which might be used to reduce the minute 
quantities of benzpyi'ene in cigarette smoke. A 
large number of compounds of different types have 
been examined and so far two substances—copper 
nitrate and platinum diamino-nitrite-have been 
found, either of which reduces the benzpjTcne con¬ 
tent of cigarette smoke. The claim that the addition 
of 4% ammonium sulfamate to the paper could have 
a similar reducing effect was not substantiated, al¬ 
though it was shoxvn that tlie addition of relatively 
large quantities of ammonium sulfamate to fbe 
tobacco does reduce the benzyprene content of ftie 
smoke. These findings are based entirely on labora¬ 
tory experiments. If it were shoum that die use o 
such substances were desirable, investigation 
their side-effects would have to be made. 
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Acute Myocardial Infarction in a City Hospital: 
I. Clinical Review of 264 Cases. M. Malach and 
B. A. Rosenberg. Am. }. Cardiol. 1:682-693 (J'^ne) 
1958 [New York]. 

The authors report on 162 men (61%) and 102 
women (39%), between the ages of 32 and 97 years, 
with myocardial infarction who were admitted to 
the Kings County Hospital in Brooklyn, N. Y., be- 
hveen July 1, 1954, and June 30, 1955. One hun¬ 
dred eighty-four patients were between the ages 
of 61 and 85 years, representing a greater number 
of older patients in this group than in previous 
reports. One hundred eight (63%) of the 264 pa¬ 
tients were Jews and only 3 were Negroes. Sivty- 
nine patients had a familid history of heart disease, 
61 had evidence of a previous myocardial infarct, 
and 69 had a history of previous diabetes. Thus, 
previously reported findings of a greater incidence 
of myocardial infarction in men, Jews, and patients 
with a familial history of cardiovascular disease, 
previous evidence of coronary' artery disease, or 
diabetes mellitus were supported. A very low in¬ 
cidence of acute myocardial irdarction in Negroes 
was observed. Painless cardiac infarction was noted 
in 55 patients (21%), Of 115 patients with normal 
blood pressure, 61 died, a mortality rate of 53% as 
compared with 37 (32%) of 114 patients who had 
hypertension (blood pressure above 150/90 mm. 
Hg) on admission or at some time during the hos¬ 
pital course. The latter patients thus showed a 
greater survival rate than those with normal blood 
pressure or hypotension. The grave prognosis of 
shock associated with myocardial infarction was 
confirmed. 

Laboratory studies revealed that 70 patients 
(29.17o) had a hemoglobin level of more than 15 
Cm. per 100 cc. on admission, but this elevation 
was transient. Cardiac rupture occurred in 3 pa¬ 
tients who did not receive anticoagulants but were 
given ascorbic acid. This observation was pafa- 
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doxical, since the greater survival rate among those 
patients who were given vitamin C was statistically 
significant. One hundred twenty-four (47%) of the 
patients died; 56 died within the first 48 hours of 
hospitalization, and 68 died more than 48 hours 
after admission. This high mortalit}' rate was at¬ 
tributed to the age of the patients, the large num¬ 
ber of more critically ill patients, lack of private 
nursing care, a high incidence of congestive failure, 
prolonged fever, and tachycardia. 

Acute Myocardial Infarction in a City Hospital: 
n. Experience wnth Anticoagulants. B. A. Rosen¬ 
berg and M. Malach. Am. J. Cardiol. 2:71-80 (July) 
1958 [New York]. 

There are 3 points of riew with regard to the 
use of anticoagulants in acute myocardial infarc¬ 
tion: (1) they should be used routinely; (2) they 
should be used selectively; and (3) they should not 
be used at all. Experience wnth anticoagulants in 
acute myocardial infarction reported from large 
mimicipd hospitals differs somewhat from that of 
voluntary institutions. This report deals with die 
use of anticoagulants in patients with acute myo¬ 
cardial infarction discharged from the University 
medical service (division 2) of Kings County' Hos¬ 
pital, Brookl)!!, between July 1, 1954, and June 30, 
1955, inclusive. Of a total of 264 such patients, 66 
received anticoagulants, while 198 did not receive 
these drugs. Anticoagulants did not improve the 
survival rate in this series. There was but 1 major 
hemorrhagic complication, i. e., hemopericardium 
without myocardial rupture, related to the use of 
these drugs, and this complication did not con¬ 
tribute to the death of the patient. The authors 
observed cardiac rupture in 3 patients w'ho did not 
receive anticoagulants. The incidence of minor 
hemorrhagic compHcations, such as hematuria, in 
the treated group was of the same order as that 
previously reported by others. 

Serum Glutamic Oxalacetic Aminopherase (Trans¬ 
aminase) Te.xt in Myocardial Infarction: Determi¬ 
nation with the Calorimetric Method. D. Ciocia 
and G. Nodari. Gior. clin. med. 39:621-650 (April) 
1958 (In Italian) [Bologna, Italy]. 

Serum glutamic o.xalacetic aminopherase (tran- 
aminase) test by the calorimetric method of 
Frankel-Reitman w'as performed on 22 patients 
with cardiac disease. Unequivocal evidence of myo¬ 
cardial infarction was present in 6 patients, equiv¬ 
ocal myocardial infarction in 10, and angina 
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peclons tiol related to myocardial infarction in 16 
serum aminoplicrasc level was observed in 
patients who had unequivocal, as well as in those 
patients with equivocal, evidence of myocardial 
inlarction. in u-hom myocardial infarction was sub¬ 
sequently confirmed by other procedures. Serum 
aminophcrasc level did not change in patients with 
angina pectoris wliich was not associated with a 
myocardial infarction. 

The specific usefulness of the determination of 
seium aminopherase level consists in its precocity 
in establishing the presence or the absence of a 
myocardial infarction. Elevation of scrum aminoidi- 
eraso level was already evident at 4 to 6 hours, 
and it reached the maximum values 14 to SG hour.s' 
after the infarction episode look place. Tlic values 
decreased afterward and fell to normal levels in 4 
or 5 da\-s. Change in leukocytosis, speed of er\4h- 
roeyte sedimentation, fall of arterial pressure, on¬ 
set of fever, and electrocardiographic signs of myo¬ 
cardial lesion are factors which complete the diag¬ 
nosis of myocardial infarction, but only after the 
change in scrum aminopherase level liad taken 
place. Serum glutamic oxalacetic aminopherase test 
in myocardial infarction is of a lesser prognostic 
value than other clinical procedures. 


Aortic Thrombosis. F. Starer and D. Sutton. Brit, 
M. J. 1:1255-1263 (May 31) 1958 [London]. 

The authors report on 24 men and S women, 
between the ages of 37 and 7S years, with aortic 
thrombosis (Leriche’s syndrome) who n^ere ad¬ 
mitted to St. Mary’s Hospital in London during a 
4-year period. Intermittent claudication was present 
in nearly all the 32 patients and was the outstand¬ 
ing s>mptom. Loss of power in the legs, frequently 
accompianied by muscle wasting, appeared to be 
the symptom next in frequency and occurred in 
about half of the patients. Four men admitted to 
impotence (failure to maintain an erection caused 
by failure of adequate blood sni^ply to the corpora 
cavernosa through the internal pudendal artery), 
but it may be presumed that the hue incidence of 
impotence was actually higher. Six patients had 
mibal stenosis and auricular fibrillation; the aortic 
thrombosis in these patients was apparently a re¬ 
sult of more distal emboli causing rebograde clot¬ 
ting into the aorta. The aortic thrombosis in S pa¬ 
tients may have been related to hauma. In the 
other 23 patients the aortic thrombosis resulted 
from atheroma affecting the common iliac arteries 
and the lower abdominal aorta. Buergers disease 
and other forms of “aortitis,” which have been cited 
as responsible by other workers, are considered to 
be of little importance. The diastolic pressure was 
below 90 mm. Hg in 18 patients, from 90 to 100 
mm. Hg in 8, from 100 to 110 mm. in 4, and above 
120 mm. in 2; these findings show that hypertension 
is not particularly associated with aortic stenosis. 


medical literature abstracts T a m a c 

J.A.M.A., Sept 13,1935 

but, since an increased blood pressure predisposes 
to atheroma, it may become one causative Ictor 
m aortic thrombosis. Of 5 patients in whom renal 
arterial stenosis was observed, 2 had normal 
blood pressure, 1 had mild hjpertension, 1 had 
a blood pressure of 180/110 mm. Hg, and 1 had a 
blood pressure of 220/120 mm. Hg. In 1 of these 
patients an erroneous diagnosis of pheochromo- 
cytoma was made. 

Plain roentgenograms are of little importance in 
tJie diagnosis of aortic thrombosis. Aortography is 
the most useful procedure in making a positive 
diagnosis, and it was used in all the patients. The 
2 constant features, which between them estab¬ 
lished the diagnosis, were an abruptly ending col¬ 
umn of contrast medium, the block lying anywhere 
between the level of the renal arteries and the 
aortic bifurcation, and the presence of a collateral 
circulation. About half of tlie patients had occlusion 
well below the level of the renal arteries, and the 
others had it directly below this level. In 5 patients 
the aortic thrombus ajrpeared to be extending into 
one or the other renal artery. In most of the pa¬ 
tients the common iliac arteries were occluded, and 
flow could be seen to start about tire iliac bifurca¬ 
tion. In 1 patient thrombosis extended to the com¬ 
mencement of the femoral artery. The diagnosis of 
aortic thrombosis should be readily suspected on 
clinical grounds, but differentiation from bilateral 
iliac thrombosis is not possible without aortogra¬ 
phy. Complications of aortography were not ob¬ 
served in this series of patients, and the hazards of 
aortography recorded by other workers are con¬ 
sidered to have been mainly due to faulty tech¬ 
niques. It is concluded that aortic dirombosis is 
neither as rare nor, in most cases, as dangerous to 
life as was previously thought. 


Signs and Symptoms in Chronic Renal Failure: 
II. Vomiting, Trvitebing, Haemorrhagic Diathesis, 
Convulsions, Itching, and Diarrhoea. P. Effers0e. 
Acta. med. scandinav. 160:417-430 (No. 5) 1958 (In 
English) [Stockholm]. 

In the first of 2 papers an account was given of 
the relationship between tire renal function and 
the degrees of anemia and acidosis nr chronic renal 
disease. The present study, based on the same 41 
patients, is concerned with an analysis of some of 
tlib other signs and s>miptoms that may occur m 
chronic renal disease. Vomiting, twitching, hemor¬ 
rhagic diathesis, convulsions, itching, and diarrhea 
were investigated. It was found that the incidence 
of vomiting, twitching, and hemorrhagic diatiiesis 
with increasing impairment of the renal tiwc- 


rises 


almost 


tion. Convulsions in nearly all cases are 
certainly of either tetanic or hypertensive ongm. 
Occurrence of “uremic convulsions, independent 
of these 2 factors, is questionable. Diarrhea is ot 
caused by laxatives in ordinary doses, patients m 
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impaired renal function being sensitive to laxatives. 
Edema contributes to the development of diarrhea. 

Itching subsided in some of the patients, even 
though the renal function did not improve. The 
reason for this may be discontinuation of treatment 
with an itch-provoking drug prior to admission, and 
partly reduction during the stay in hospital of the 
amount of urea on the sldn. This reduction may be 
due to improved hygiene in hospital or, perhaps, to 
a fall in the serum urea concentration on account 
of a lower protein content in the diet or to rehy¬ 
dration, the concentration of urea in sweat being 
proportional to that in plasma. 

It was observ'ed also that the incidence of vomit¬ 
ing and twitching is independent of the diet, 
whether it is normal or low in protein, unless bicar¬ 
bonate is given. Administration of bicarbonate wll 
probably raise the incidence of vomiting on a low- 
protein diet and the incidence of tv\itching on either 
diet. Hj'pertension has no demonstrable influence 
on the incidence of vomiting, twitching, or hemor¬ 
rhagic diathesis, but it has great influence on the 
occurrence of convulsions. Vomiting, twitching, 
convulsions, and itching may occur when the renal 
function is about 10% of normal, whereas hemor¬ 
rhages and diarrhea (without attendant edema) 
usually do not occur till the renal function has been 
impaired to under about 5%. Acidosis, vomiting, 
hatching, itching, commlsions, hemorrhagic diath¬ 
esis, and diarrhea do not occur in patients with 
chronic uremia, if the hemoglobin level is above 75%. 

Hyperchloremic Acidosis in Chronic Pyelonephritis. 
W. Lathem. New England J. Med. 258:1031-1036 
(May 22) 1958 [Boston]. 

H)'perchloremic acidosis is a characteristic fea¬ 
ture of a variety of kidney diseases that have in 
common impairment of urinary acidification with 
the excretion of an alkaline urine. These disorders, 
rvhich include renal tubular acidosis and the Fan- 
coni syndrome, are characterized principally by 
minimal alterations in glomerular filtration rate, at 
least in early stages, and by disturbances in renal 
tubular function that affect not only urinary acidifi¬ 
cation but also the tubular transport of glucose, 
phosphate, urate, amino acids, and potassium. The 
loss of alkali in the urine or, alternatively, the im¬ 
pairment of hydrogen ion secretion by the renal 
tubules clearly accounts for the metabolic acidosis 
common to these disorders, but the origin of the 
associated hj'perchloremia has been confusing. It 
has been suggested that hj'perchloremia may de¬ 
velop as serum bicarbonate diminishes in the inter¬ 
ests of maintaining isotonicitj' and electroneutrality 
of e.xtracellular fluid when the concentration of 
other (“undetermined”) anions does not change. 
According to this concept, the ultimate concentra¬ 
tion of chloride in extracellular fluid in renal aci¬ 
dosis will be conditioned by the concentration of 


other anions. Thus, in uremia, in w’hich acidosis is 
attributable to impairment of tubular secretion of 
hydrogen ions, the serum chloride concentration 
may remain constant as serum bicarbonate dimin¬ 
ishes, owTng to impairment of filtration and reten¬ 
tion of undetermined anions. Under circumstances 
in which glomerular function and tubular function 
are more or less equally impaired, the concentra¬ 
tions of bicarbonate and undetermined anions 
in extracellular fluid may change in a reciprocal 
manner, the chloride concentrations remaining 
unchanged. 

Hj'percbloremic acidosis is therefore not unique 
to the “renal tubular” sjmdromes but might appear 
in any renal disease under circumstances in which 
impairment of tubular function and hydrogen 
ion secretion are disproportionately greater than 
changes in glomerular function. The author pre¬ 
sents the histories of 4 patients with hj'perchloremic 
acidosis, in w’hom chronic pyelonephritis w'as asso¬ 
ciated with the excretion of an acid urine; hyper¬ 
kalemia W'as a prominent feature. These changes 
appeared before or coincident with the develop¬ 
ment of azotemia and were attributed to disturb¬ 
ances in renal tubular function. Acidosis and 
hj'perkalemia persisted as uremia dex’eloped, but 
as the concentration of undetermined anions in¬ 
creased in extracellular fluid, h>'perchloremia 
tended to dimmish. The acid urine and hj’perka- 
lemia and the absence of nephrocalcinosis, h\'po- 
phosphatemia, and osteomalacia were characteristic 
features that served to distinguish between the 
hj'perchloremic acidosis of chronic pyelonephritis 
and that of “renal tubular acidosis.” 

Multiple Myeloma: Qinical Investigation of Pro¬ 
teinic, Hematological and Renal Changes: 1. Pro¬ 
teinic Changes. V. Prato and P. Chiesura. Miner\’a 
med. 49:1562-1572 (April 25) 1958 (In Italian) 
[Turin, Italy]. 

Serum and urine specimens of 14 patients with 
multiple myeloma w'ere tested for the presence of 
protein by electrophoresis. Paper electrophoresis 
revealed abnormal serum protein pattern in 12 pa¬ 
tients (85.7%) and normal serum protein pattern in 
2. Abnormal beta serum component was obseiA'ed 
in 3 patients, abnormal gamma component in 8, 
and abnormal “M” component in 1. Electrophoretic 
analysis of the urine show'ed an abnormal protein 
pattern in 9 patients (65%). Tlie Bence Jones pro¬ 
tein test ordinarily shows an abnormal urine protein 
pattern in less than one-half of the patients with 
multiple myeloma. Electrophoretic analysis has 
thus proved to be a more accurate method than the 
Bence Jones protein test for determining an ab¬ 
normal urine protein pattern in patients w'ith multi¬ 
ple myeloma. In the opinion of the authors there is 
no direct correlation behveen the serum and the 
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mine protein components in these patients. The 
combination of the preceding 2 electi-ophoretic 
tests, one for sernm and tlie otlicr for tlie urine pro¬ 
tein components, is a very accurate procedure for 
the diagnosis of multiple myeloma and may be de¬ 
pended on in almost 100% of instances. 

Multiple Myeloma: Clinical Investigation of Pro¬ 
teinic, Hematological and Renal Changes: 2. 
Hcmato-Mcdullar)' Changes. V. Prato and P. Chie- 
sura. Minerva med. 49:1572-1580 (April 25) 1958 
(In Italian) [Turin, Italy], 

Diagnostic values of the peripheral blood and of 
in\-cloma cells in the bone marrow were studied in 
15 patients with multiple myeloma. Observation 
of the peripheral blood revealed only a nonspecific 
decrease of the bone marrow function. Study of 
the bone marrow in these patients has proved to be 
a conclusive diagnostic procedure. Myeloma cells 
of bone marrow, obtained mostly by sternal punc¬ 
ture, were larger in size than normal plasma cells. 
The largest observed diameter in cells with 1 nu¬ 
cleus was 2S II. Cells with nuclei of recent forma¬ 
tion, with nucleoli and with slightly basophil 
protoplasm, were found in all patients. Paraploid 
was a significant diagnostic feature of the disease; 
cells with 3 or 4 nuclei were found in all but 1 
patient. All the patients had anemia, which was 
normochromic or slightly hyperchromic, and nor- 
mocyde or slightly macrocytic. A moderate leuko- 
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thyrahents responded to the combined treatment 
With bioflavonoids, diet, and medication. BleediJ 

from 6 to 8 days except in 2 cases where traces of 
blood m die stool were present for 10 and 13 davs 
respectively. The return of the mucous membrane 
and die duodenal contour to normal took 10 to “^0 
days according to roentgenograpbic examinations, 
iiie authors clinical findings suggest that for most 
cases of peptic ulcer a medical approach, with em¬ 
phasis on diet and restoration of integrity of the 
capillary vessels of the mucosa, should be at¬ 
tempted first. In most cases of duodenal ulcer sur¬ 
gery might be avoided in favor of rational medical 
approach to this disease. 

Neuropsychiahde Symptoms in Liver Insufficiency. 
B. Harvald and M. Bjdrneboe. Acta med. scandinav. 
160:373-384 (No. 5) 1938 (In English) [Stockholm]. 

Liver insufficiency is the final stage of a number 
of different diseases of the liver. It may also be 
observed as a transient or recurring episode. The 
cause of liver insufficiency is most frequendy viral 
hepatitis or cirrhosis of the liver, but toxic liver 
diseases, eclampsia, and various forms of occlusion 
of the biliary tract may also lead to liver insuffi¬ 
ciency. The clinical picture is characterized by in¬ 
tense icterus in die great majority of cases, pyrexia, 
ascites and edema, fetor hepaticus, and various 
neuropsychiatric symptoms. The authors present 


cytosis, which was present in die first stage of die 
disease, developed into leukopenia. Immature cells, 
mostly of the granulopoietic group, were found in 
the circulation of 6 patients (40%). Hemorrhage 
was observed in 5 patients (33%); it was mostly 
related to the reduction in the number of platelets 
and to marked capillary fragility. The latter dis¬ 
order was observed in 7 other patients. 


observations on the neuropsychiatric sjnnptoms of 
liver insufficiency in 19 patients who were ad¬ 
mitted to the medical department of Blegdamslios- 
pitalet during the period from January, 1956, to 
March, 1957. The patients in this series were care¬ 
fully followed up widi regard to die development 
of neurological and psychic phenomena; electro¬ 
encephalograms were recorded in all patients on 1 
or more occasions. Tlie material comprises 4 pa- 


Blceding Duodenal Ulcer; Treatment with Bio- 
Flavonoids and Diet; Report on 36 Cases. S. Weiss, 
J. Weiss and B‘ Weiss. Am. J- Gastroenterol. 29: 
629-642 0une) 1958 [New York]. 

The authors report on 36 patients with hemor¬ 
rhagic duodenal ulcer who were treated during tlie 
years 1952-1956 with the permeability factors 
known as water-soluble citrus bioflavonoids, which 
control capillary functioning and arrest capillary 
hemorrhage. In all cases of bleeding duodenal ulcer 
the bioflavonoid compound was administered .oral¬ 
ly, 3 to 9 capsules a day in conjunction with an 
orange-juice-milk-gelatin mixture and Weiss's modi¬ 
fied Meulengraclit diet. Twenty-two patients had 
uncomplicated duodenal ulcer, 4 patients had duo¬ 
denal ulcer with massive bleeding, 3 patients had 
perforated duodenal ulcer with severe hemorrhage, 
and 7 patients had duodenal ulcer with gastric 
erosions accompanied by massive hemorrhage. All 


tients with alcoholic cirrhosis, 9 with probable 
chronic hepatitis, 4 with subacute hepatitis in whom 
acute hepatitis had developed directly into liver 
insufficiency, and, finally, 2 with chronic hepatitis 
in whom portacaval anastomosis had been per¬ 
formed on account of increased pressure in the 
portal area and subsequent formation of varices 
and ascites. The majority of the patients were over 
60 years old; only the patients in the group with 
subacute hepatitis and 1 of the patients vvith porta¬ 
caval anastomosis were younger. 

The neurological symptoms may be divided info 
2 groups, mental changes and abnormal motor ac¬ 
tivity. The mental changes begin insidiousty. Tiie ^ 
patients become lethargic or excited; they become 
confused and disorientated in time, place, ana 
personal data; tire memory is poor, and simp e 
arithmetical calculations cannot be accomphs • 
The patients urinate and defecate at unsuia 
times and places. This stage is followed by so 
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nolence, gradually merging into unconsciousness. 
The development of these mental changes is more 
acute in hepatitis and slower in cirrhosis. The 
mental symptoms may be so pronounced that the 
patient is hospitalized as for psychiatric treatment. 
The triad consisting of psychic changes, the sing¬ 
ular spasmodic movements laio\vn as "flapping,” 
and an abnormal electroencephalogram occurs 
with great frequency. SLx of the 19 patients died 
during the period of observation. Hepatic coma is 
not a hopeless condition but is, particularly in 
chronic liver diseases, to a certain extent amenable 
to therapy and prophylaxis. 

SURGERY 

Mesenteric Vascular Tlirombosis. R. W. Robertson 
and W. B. Haley. J. Kentuclq’’ M. A. 56:568-571 
(June) 1958 [Louis\’ille]. 

Seven patients ^^’ith mesenteric vascular throm¬ 
bosis, ranging in age from 30 to 78 years, were 
operated on; 6 sundved surgeix', the 1 fatality be¬ 
ing a 78-year-old cardiovascular patient in whom 
resection was impossible. Five of the 6 suixdvors 
contacted recently report that they are in good 
health and are leading normal productive lives. 
Although the prognosis is a function of the amount 
of intestine involved, the age of the patient, the 
associated conditions, the time lag betsveen onset 
and surgery, and the preoperative and postopera¬ 
tive care, the decrease in mortality in recent years 
is due to the strict regulation of electrolyte bal¬ 
ance, freer use of blood, and the much improved 
postoperative care. Supportive therapy in the dis¬ 
ease entit>% described as recently as 1942 as uni¬ 
versally fatal, is particularly important, requiring 
constant and diligent attention to the patient who 
has endured resection of sufiicient magnitude to be 
comparable to a severe internal hemorrhage. 

Anemia After Subtotal Gastrectomy. J. Van Geer- 
truyden. Acta din. belg. 12:171-201 (March-April) 
1958 (In French) [Brussels]. 

In a series of 659 patients followed up from 1 to 
10 years after a subtotal gastrectomy for ulcer, 
cancer, tumor of connective tissue, or polyp, anemia 
appeared in 17% of the patients. The mean hemo¬ 
globin values were 14.1 Gm. per 100 cc. for men 
and 12.5 Gm. per 100 cc. for women, or about 2 
Gm. lower than the values observ^ed in a normal 
population. Anemia was h\’pochromic in 15% of the 
patients and megaloblastic in 2%. H>’pochromic 
anemia is due to several factors: 1. The role of 
gastric achlorhydria is of little importance. One 
hundred thirt>'-five achlorhydric patients had a 
mean hemoglobin value of 13.1 Gm. per 100 cc.; 
23% were anemic. Seventj'-four chlorhydric patients 
had a mean hemoglobin value of 13.7 Gm. per 100 


cc.; 14% were anemic. 2. A postoperative protein 
deficiency reduces simultaneously the hemoglobin 
and serum albumin levels. In 122 patients studied, 
a positive correlation was observed between hemo¬ 
globin and serum protein and albumin values. 3. 
With regard to the preoperative hemoglobin level, 
it was found that patients predisposed to anemia 
before gastric resection show the same tendency 
after the operation. 4. Study of the postoperative 
hemoglobin level showed that anemia is much 
more frequent in patients in whom this level is low. 
After subtotal gastrectomy the first 3 factors inter¬ 
fere noth the normal hemoglobin srathesis. It is 
therefore important that all blood deficiencies oc¬ 
curring before and during surgen,' be perfectly 
corrected. 

The few cases (14) of megaloblastic anemia en¬ 
countered in patients in the series who had under¬ 
gone partial gastrectomy were not a consequence 
of the gastric resection. Most of them were seen in 
patients operated on for cancer (6 patients or 4.1%) 
or poKq) (7 patients or 35.0%); in these patients the 
disease was already present before the gastrectomy. 
One very' rare case of megaloblastic anemia (1 pa¬ 
tient or 0.2%) appeared after resection for peptic 
ulcer. Since this (0.2S) frequency is identical 
with tire percentage observ'ed in a normal popula¬ 
tion, it must be concluded that its appearance is a 
pure coincidence. 

Retrograde Smrgical Drainage of Pancreas for 
Chronic Relapsing Pancreatitis. C. B. Puestow and 
W. J. Gillesby. A. M. A. Arch. Surg. 76:898-907 
(June) 1958 [Chicago]. 

In primary pancreatitis, as found in the chronic 
alcoholic patient, the disease is in the pancreas 
proper, and operations on the bihar}' tract or on 
the head of the pancreas are unlikely to afford 
relief. There are 5 basic principles which must be 
understood in arri^ong at the proper management 
of this disease entity: 1. The pain of chronic re¬ 
lapsing pancreatitis is due to increased intraductal 
pressure resulting from partial duct obstruction. 
2. Calcification in the pancreas is due to calcium- 
soap formation in the pancreatic substance, not 
calcium formation in the duct. 3. The obstruction 
in the pancreatic duct may be in several places; 
there is an alternate dilation and stenosis, “chain- 
of-lakes” appearance, of the duct. 4. Catarrhal in¬ 
flammation of the duct system occurs wherever 
strictures are present and prevents free communi¬ 
cation of fluid from one dilated area to another. 
5. With adequate drainage of the pancreas there is 
pancreatic regeneration of some degree, and even a 
severely “bumed-out" pancreas may partially re¬ 
cover. 

The pain of chronic relapsing pancreatitis vtU 
be relieved if and when the ductal system is ade¬ 
quately decompressed, and not, as preriously 
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perineural inflamma¬ 
tion. Gaicification occurs in the substance of the 
pancreas and is not limited to the pancreaHc duct. 
it the necrosis of the pancreas is adjacent to the 
ciuct the calcification will occur at this site and may 
nn'olvc the duct; howev'cr, pancreatic calcifications 
arc not calculi in the .sense in which gallbladder 
and renal calculi arc .so considered. The contention 
tiiat the pancreas has the powers of regeneration 
i.s wah'd. and tlic pancreas is further credited with 
the ability to recover even wlien fibrosed or 
burned out.” 

In 1911 Link reported the establishment of an 
external panereabo fistula by mobilizing the tail of 
the pancreas and bringing it to the anterior ab¬ 
dominal wall. Hunt is reported as using retiograde 
pancroaticojejunostomy in his resections for pan¬ 
creatic carcinoma. An analysis of the results of the 
21 cases in which the modified caudal pancreatico- 
jejunostomy lias been earned out by various meth¬ 
ods reveals no operative mortality, Tv'o patients 
died later, and 2 others had recurrence of pain. To 
the last 4 cases in which the procedure was con¬ 
sidered adequate-complete opening and exposure 
of the pancreatic duct and pancreaticojejunostomy, 
either by the sheath metliod or by the side-to-side 
method—the results have been excellent. The re¬ 
covery time of tin's procedure, so far as pain is 
concerned, is almost immediate. In either method 
of pancreaticojejunostomy, a Eoux-Y reconstruc¬ 
tion of the gashointestinal bact is performed. Pan- 
creaticogastrostoiny has been performed on 2 pa¬ 
tients, A decision as to whether this procedure is 
worthwhile is being withheld at this time pending 
evaluation of clinical material. 

Primary Adenocarcinoma of the Ampulla of Vater. 
W. cle Gvaffenried Haj^den and N. C. Hightower 
Jr. South. M. J. 51:730-738 (June) 1958 [Birming¬ 
ham, Ala.j. 

Eighteen cases of adenocarcinoma of the am¬ 
pulla of Vater were observed at the Scott and White 
Clinic, Temple, Texas, during the period from 1924 
to 1956. Two cases were excluded from this study 
because of insufficient pathological material for 
microscopic proof of diagnosis. Of the remaining 
number, 12 were proved by biopsy at the time of 
operation, and 4 were proved by postmortem ex¬ 
amination. The ratio of males to females was 13 to 
3. The 16 cases bring the total of reported cases of 
23 rjmary adenocarcinoma of the amjiulla of Vater 
to more than 400. The authors conclude that (1) 
primary carcinoma of the ampulla of Vater is not a 
rare condih'on; (2) it is characteristically a small, 
slow-growing, late-metastasizing growth, amenable 
to surgical treatment; and (3) it should merit some 
consideration in the differential diagnosis of per- 
of a vague nature in the upper ab- 
or a combination, of the signs 
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and symptoms coincident with an obstructive hme 
ot }aund3ce may represent the earliest evidence of 
ampullary carcinoma. In the prejaundice stage 
laboratory data are of little diagnostic aid o\hr 
tiian tor the suggestive nature of finding occult 
blood in the stool. ^ 

If there is evidence at tlie time of operation that 
tile biliary tree is distended behind an obstruction, 
caretul palpation of the duodenum and thorough 
expwration of the common bile duct may be done 
ivithout any proof of diagnosis. The passage of in¬ 
struments through the ampulla of Vater is impor¬ 
tant. In 4 patients (in 5, counting the 1 noted at 
postmortem examination), tlie ampullary' region 
could be palpated, and the common duct was ex¬ 
plored well, but there was no suggestion of a ma¬ 
lignant lesion at the ampulla of Vater; die duo¬ 
denum had to be opened to establish the diagnosis. 
In 1 patient, even opening the duodenum did not 
establish the diagnosis until biopsy was performed 
and the tumor was proved by microscopic exami¬ 
nation. Thus, in 9 of the 15 patients tested, probes 
would pass the growth at the ampulla; in 4, there 
was some evidence of increased resistance which 
suggested obstruction. When a malignant lesion of 
the pancreas can be excluded, it becomes manda¬ 
tory to open tlie duodenum, carefully inspect the 
ampulla of Vater for a growth, and perform a 
biopsy on the ampulla if no gross evidence of a 
tumor is found. The coincidence of cboledocbolith- 
iasis and carcinoma of the ampulla is a most treach¬ 
erous situation as the calculi represent one source 
of obsti'uction. Such a situation may be further 
complicated by tlie fact that “long-armed” T-tubes 
may be passed through the ampulla and further 
mask the presence of a malignant lesion for several 
weeks. Against such a possibility, transduodenal 
exploration of tlie common bile duct is recom¬ 
mended in patients wnth choledocholithiasis. There 
seems to be little disagreement that radical surgical 
procedures are indicated when the patient is able 
to withstand a wide resection. This study indicates 
that, if radical surgical procedures are not per¬ 
formed, some type of “brass’’ operation would be 
preferable to local excision of the cancer. 

Perforating Peptic Ulcer in Infants. C. M. Grasveld. 
Arch. chir. need. 10:81-87 (No. 1) 1958 (In Engbsb) 
[Arnhem, Netherlands]. 

A 10-month-old boy was hospitalized because of 
a violent convulsion, with increase in temperature. 
His mother and sister had had abdominal influenza 
in the course of tire same week. Questioning re 
vealed that there had often been black stools m the 
past. Two days after tire admission, hematemesis 
becan.-The child was pale and moaned. The ao- 
domen was distended and tender and sbowe 
muscular defense. An intiavenous , 

given to counteract ’the shock, and a laparatoffl) 
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was performed as soon as the condition had slightly 
improved. The laparotomy liberated free air and 
large quantities of black fluid. A large perforating 
ulcer was found in the superoposterior part of the 
duodenum. The pancreas was sutured partly over 
the defect. Eighteen months after the operation 
the child was normal for his age. Appetite and 
growth were satisfactory', and there was no vomit¬ 
ing. No black stools had been passed. The author 
cites 2 colleagues who had performed operations 
for perforating ulcer in infants. The histories of these 
infants are presented. One was admitted 24 hours 
after birth, and when the peritoneum was opened, 
gas escaped. The abdominal ca\'ity' contained a 
considerable quantity of bilious fluid and foam. 
Exploration revealed free perforation of a fingertip¬ 
sized ulcer on the anterior side of the duodenum; 
this was sutured. This girl was in excellent condi¬ 
tion xvhen seen about 5% years after the operation. 
The other patient was a 14-month-old boy, in whom 
a perforating duodenal ulcer was found. A Polya- 
Reichel modification of a BiUroth 2 gastrectomy 
was performed. Convalescence was uneventful. 

NEUROLOGY & PSYCHIATRY 

Psychometabolic Changes in Phenylketonuria 
Treated ^vith Low-Phenylalanine Diet. H. Meyer, 
E. T. Mertz, H. E. Stadler and others. A. M. A. 
Arch. Int. Med. 101:1094-1105 (June) 1958 [Chi¬ 
cago]. 

The dietary' approach to the fully developed 
state of phenylketonuria is a mandatory' step, xvhich 
while not routinely' leading to definite general im¬ 
provement does lend the patient a sense of well¬ 
being and increased motor actiA'ity' heretofore not 
accomplished. The 6 children chosen for the ex¬ 
periment (most of whom were blond-haired and 
blue-ey'ed wth blue sclera) were all severely men¬ 
tally retarded. Four of the 6 patients had obvious 
cranial and developmental anomalies; 1 was an 
active epileptic before the research period began 
and, Arith 2 otlier patients, experienced seizures 
during the experiment. None of the children were 
toilet-trained; none could feed or dress himseK, 
though 1 of the children had made some progress 
in tliis direction; speech was absent, as was any 
communication xvithin this group; and all of the 
patients exhibited many of the chracteristics com¬ 
monly' associated with childhood scliizophrenia. 

Two problems presented tliemselves. The first 
was recognition of the pure phenylketonuric. The 
second was the problem of irreversibility' and at 
what age the therapeutic effect would be question¬ 
able. A general analysis of the data reveals an un¬ 
even pattern of development, w'ith some slight im¬ 
provement in the group receiving the diet and 
some additional improvement in the control group 


when they' were given the diet. There were no 
changes in mental development, although there 
were some very definite changes in the area of 
functional efficiency'. Many of the autistic symp¬ 
toms either disappeared or w'ere abated in the 
group given the diet, while there was no noticeable 
change in this area in the control group. Inasmuch 
as the phenylketonuric patient is burdened with a 
number of congenital anomalies which are essen¬ 
tially' irreversible, any' major change in mentation 
is unhkely. However, the pattern of social matura¬ 
tion is accelerated, and the patient can be trained 
to complete developmental tasks. 

Epidemiology of Poliomyelitis in Ssritzerland: 
I. Statistics on Morbidity' and Mortality and on the 
Immunity' Status. M. Schar. Schweiz, med. 
Wchnschr. 88:515-520 (May 24) 1958 (In German) 
[Basel, SOTtzerland]. 

The author lists in a table statistics on polio- 
my'ehtis in Sxritzerland from 1925 to 1957. Figures 
on tire morbidity' (number of cases per 100,000 in¬ 
habitants) and on the lethality' (number of deaths 
per 100 cases of sickness) show that the morbidity 
has been greatly increasing since 1936. whereas 
the lethahty' is decreasing. Furthermore, in years 
when the prevalence of poliomyelitis assumes epi¬ 
demic proportions the lethality' rate is much lower 
than when the poHomyehtis morbidity' is low. A 
lower lethality' rate could be caused by a less 
\'irulent organism, by improved therapy of severe 
forms of the disease, or by' the diagnosis and re¬ 
porting of more aty'pical and nonparaly'tic cases of 
the disease. The author regards the first 2 factors 
as improbable and believes that in epidemics 
aty'pical cases are more often reported than when 
there is no epidemic. Under such conditions it is 
impossible to recognize minor epidemic trends of 
poliomy'ehtis or to evaluate the effectiveness of an 
immunization campaign. About 70'ic of tire patients 
with poliomyelitis w'ere children below’ 15 years 
of age. The morbidity’ was greater in males than 
in females, w’ith the exception of the age group 
20-29. 

Commenting on periodic fluctuations in polio¬ 
myelitis morbidity, the author says that in densely 
populated areas epidemics seem to develop every’ 
3 or 4 y'ears, w'hereas in the less populated ones 
epidemics seem to occur every 5 to 7 years. Sero¬ 
logic tests performed in several Sw'iss cantons re¬ 
vealed that a relationship between the incidence 
of poliomyelitis and the immunity’ status of the 
child population e.xists only w'ithin geographically 
limited areas. Morbidity’ rates alone do not permit 
one to draw' conclusions about the immunity’ status 
of the population. The immunity’ status of a person 
depends on his age, on his socioeconomic level, 
and on tlie frequency of appearance of poliomyelitis 
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at the place of residence. Boys sliow Jjigber mor- 
ojclity than girls but also more frequent inap- 
parenl unmunization. 

Epidemiologjr of Poliomj'cHlis in Switzerland; 
11. Ihc Bcsiiks of ^Vaccination During 1956 and 
1957. »\f. Schiiv. Schweiz, med. Wchnschr. 88;521- 
524 (May 24) Z95S (In German) [Basel, Switzerland]. 

It i.s e.slimalcd that 90% of the cases of polio¬ 
myelitis M-ere reported during tlie years 1956-1957 
to either ihc Swiss Federal Office of Public Health 
or \ho Sickness Insurance Organization. Virological 
and serologic studies on patients, in whom non- 
paralytic poliomyelitis had been diagnosed, dis¬ 
closed that main' of these cases were caused by 
agenf.s' other llian poliomyelitis viruses. Bchveen 
October, lOoQ, and May, 1957, aliout 42% of the 
pnpulation under 20 years of age received at least 
2 vaccinations against poliomyelitis, but only about 
5% received a third infection. In the year 1957 the 
number of cases of parab'tic poliomyelitis was re¬ 
duced iry 500 in comparison with 1956. The de¬ 
crease in incidence of the disease was most marked 
in children between 5 and 15 years of age but was 
very little in adults between 20 and 29 years of age. 
Among the young patients with nonpnralytic polio¬ 
myelitis, 26% were immunized twice or 3 times; 
among those witli paralytic cases, however, only 
11.2%. It may be concluded that about 70 to 75% 
of the vaccinated persons were protected against 
the paralytic form of the disease. In 1957,30 to 357o 
of the poliomyelitis cases were caused by the type 
2 and 50 to 60% by the type 1 virus. In the preced¬ 
ing years about 90% of the poliomyelitis cases were 
due to the type 1 virus. The author points out that 
most batches of Salk vaccine are much more effec¬ 
tive against the type 2 tlian against the type 1 
poliomyelitis virus. Therefore, vaccination may 
prove less effective in an epidemic caused chiefly 
Iry the type 1 virus. 
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It was deHnitely deniomtrated, however, thatlk 
v.aoomahon increased the virus neatralMng * 
bodres m the Wood Either such anHbodies at 
peared in the Wood after the vaccinations or, if tW 
Iwd been present before, they were augmented 
However, the antibody response was not uniform' 
III a few persons the antibody content was no higher 
after than before the series of 3 vaccinations. The 
degree of inapparent immunization, that is, the 
basic immunity against poliomyelitis, was investi¬ 
gated before vaccination, and it was found that 157o 
of the population in-Basel had antibodies against 
the poliomyelitis virus as measured b)' the com¬ 
plement-fixation reaction. Vaccination with the Salk 
vaccine fed to a definite increase in the basic immii- 
nity against the disease. The period of effectiveness 
of the vaccination can be measured by the deter¬ 
mination of the neuti'alizing antibodies present in 
the circulating blood. The need for additional vac¬ 
cinations with Salk vaccine can then be estimated 


Determination of Neutralizing Antibodies Against 
Poliomyelitis Before and After Vaccination with 
Salk Vaccine in Infants and Young Children. F. 
Buser, R. M. Du Pan and A. Megevand. Schweiz, 
med. Wchnschr. 88.-531-532 (May 24) 1958 (In Get- 
man) [Basel, Switzerland]. 

The serums of 28 infants and children were 
examined for the presence of neutralizing antibodies 
before and after vaccination with the Salk vaccine. 
After 2 vaccinations the result was poor. Only in a 
very few instances could a rise in the level of the 
neutralizing antibodies be demonstrated. The re¬ 
sult after the thii-d vaccination was somewhat 
better, especially for the antibodies directed against 
the type 2 poliomyelitis virus. Contrary to the 
findings of American investigators, optimal levels 
of the antibodies directed against the type 1 and 
the type 3 virus could be achieved only in a few 
instances. This difference is attributed to the new 
and stricter regulations in the preparation of the 


First Results of Vaccination Against Poliomyelitis 
in Basel in 1956-1957. E. Berger and A. Hottinger. 
Schweiz, med. Wchnschr. 88:524-530 (May 24) 195S 
(In German) [Basel, Switzerland], 

During the vaccination periods 1956-1957, about 
30,000 persons in the city of Basel were vaccinated 
against poliomyelitis with Salk vaccine. Side-re¬ 
actions to the vaccine were rare. More than 70% of 
the children between 2 and 14 years were vacci¬ 
nated, and among those in the first 6 grades of 
school between 80 and 99% were vaccinated. The 
efficacy of vaccination was demonstrated by a 
general reduction in the incidence of poliomyelitis 
and particularly by a decrease in the paralytic form 
in children. The autliors feel that the number of 
cases observed is too small for epidemiologic statis¬ 
tics on tbe prophylactic values of the Salk vaccine. 


vaccine. 


Hydrocortisone and Vitamin Bo in Treatment of 
Multiple Sclerosis; Preliminary Clinical Note. 
F Reyes Oliveros, A. Sixto and M. Gavrido Garricio. 
Med. clin. 30:118-119 (Feb.) 1958 (In Spanish) 
[Barcelona, Spain]. 


:iood results with hydrocortisone in the treiil- 
int of multiiffe sclerosis liave been I'WOded m 
i litevciture ( Rcd* iieuro/. 94:352 [April] 19^ /- 
e authors administered hydrocortisone and rtta- 
n Bfi to 8 patients witli multiple sclerosis, m 
»om the disease was not of the rapidly 
le. Hydrocortisone was given intraspmaliy J 
ses of 25 mg. twice a week up to a totalj) ' 
ections in 5 consecutive weeks. The mj 
xe given very slowly,' the patients remaining 
d for 24 hours after their administration. Vita 
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Bg was given intramuscularly in daily doses of 300 
mg. for 40 consecutive days. At the end of the 
treatment all tlie patients reported a feeling of 
well-being. Two patients who were in the stage of 
aggravation of the disease, with paraplegia of 
1-month duration, walked 2 months after discon¬ 
tinuation of the treatment. The Babinski sign was 
absent, there was only moderate spasticit)', and the 
cutaneous-abdominal reflexes remained abolished. 
In 5 patients dizziness disappeared, spasticiW di¬ 
minished, and the function of the vesical sphincter 
became normal. No benefit from the treatment was 
reported by the patient in whom the disease was 
of long duration and with important stabilized 
neurological s}'mptoms. The results appeared 
permanent in the otlier patients during a follow-up 
period of 1 year and 8 months. The occurrence of 
frequent spontaneous regressions in multiple 
sclerosis makes it difficult to evaluate tlie effects of 
the aforementioned treatment. The authors believe 
that in this disease hydrocortisone and vitamin Be 
favor die occurrence of spontaneous regressions of 
long standing through the antiallergic and anti- 
infectious effects of hydrocortisone on the ner^'ous 
system and through the regulation of the metabo¬ 
lism of the nervous system by vitamin Bq. 

PEDIATRICS 

Transplacental Passage of the L. E. Factor. F. Mijer 
and R. N. Olsen. J. Pediat. 52:690-693 (June) 1958 
[St. Louis]. 

The authors report a case of probable placental 
transmission of the L. E. factor from mother to 
infant. The mother had established disseminated 
lupus erjThematosus, and L. E. cells were repeat¬ 
edly demonstrated in the peripheral blood of the 
baby up to the age of 7 weeks. Follow-up examina¬ 
tion in the outpatient department after the 7th week 
showed negative results. Conclusions from a single 
case would be prematrue; however, there is no 
evidence to suggest a hN^persensitivity phenomenon 
immediately after birth. Serum complement and 
gamma-globulin levels in the offspring were wuthin 
normal range. 

Glycogen Storage Disease of the Heart: Clinical 
Observations in Five Infants. S. Friedman and 
R. Ash. J. Pediat. 52:635-647 (June) 1958 [St. Louis]. 

The authors report on findings in 3 male and 2 
female infants, behveen the ages of 2 and 7 months, 
admitted to the Children’s Hospital of Phfladelphia 
widi glycogen storage disease of the heart and 
skeletal muscles. The birth weight of each was 
above 3,000 Cm. (7 lb.) except for 1 premature 
infant who was a twin. Tire age at the time of 
death ranged from iVs. to 8% months. SrTnptoms 
were first recognized at least 1 montli prior to ad¬ 
mission in 4 of the 5 patients and in 2 instances 


dated from the neonatal period. The family histor\' 
in each of the 5 infants presented erudence of a 
genetic determination of glycogen storage disease 
of the heart. Because clinical and pathological find¬ 
ings in the 5 cases are similar, only 1 is illustrated. 
At the time of admission the diagnostic impression 
was upper respirator).^ tract infection, possibly asso¬ 
ciated rvith pneumonitis. A roentgenogram of the 
chest showed cardiac enlargement but no evidence 
of pneumonia or of increased pulmonarv^ vascular 
markings. Antibiotic therapy was imsuccessful. A 
specimen of the left gastrocnemius muscle showed 
focal areas with marked vacuolation of the cyto¬ 
plasm of the muscle fibers. Muscle weakness and 
flaccidity developed and progressed. Because there 
was some enlargement of the liver and respiratorv’ 
distress, digitahzation was attempted, which re¬ 
sulted in gross arrhytirmia. The difficulties arising 
from large amounts of tenacious mucoid material 
in the nasopharvmx became progressively greater. 
Frequent aspirations of tire nasopharvmx failed to 
afford relief, and tracheotomy had to be performed. 
The patient died at the age of 4% months, 1 month 
after admission. Postmortem examination of the 
heart, liver, and psoas muscle tissues revealed gly¬ 
cogen of normal structure as well as a normal 
amount of amylo 1-6-glucosidase, the enz^une which 
splits the 1-6-glucosidase linkages which produce 
the branched structure of the glycogen molecule. 

Death in all cases resulted from aspiration, pul- 
monarv' infection, and other pulmonary' complica¬ 
tions. In no instance was frank congestive heart 
failure observ'ed. The most striking physical find¬ 
ings noted in these 5 patients were those of tlic 
neiuomuscular system. Paucity’ of spontaneous 
movements, generalized muscle weakness, and 
diminished deep tendon reflexes were consistently 
present and progressive in all patients. Palpation of 
the involved skeletal muscles in several instances 
revealed them to be of average, or slightly greater 
than average, size, with a firm, rubbery consistency 
suggestive of muscles observed in pseudohyTrer- 
trophic muscular dy’strophy. Electrocardiographic 
tracings showed abnormalities simulating those' 
found in other primary' myocardial diseases of 
infancy. On the basis of T-wave changes alone, 
glycogen storage disease cannot be differentiated 
with certainty’ from other lesions. However, study 
of the QRS complexes offers some information 
which is useful in differentiating the various entities 
in this group. The presence of generalized muscle 
weakness in glycogen storage disease should permit 
its differentiation from interstitial myocarditis. Two 
roentgenograms were available for each of the 5 
infants, the earliest film being taken at the age of 
2 months and the latest at 7 months. Tlie cardiac 
silhouette was strikingly similar among the 5 pa¬ 
tients. In all instances, the cardiac shadow was 
moderately’ enlarged with a rounded or globular 
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c lUoui in a]] vwws, pnrticukily the anteroposte« 
nor unci (he Icfl anterior oblique. The cardiac cn* 
iargcnicnt in each case was of a diffuse nature with 
11? ''P^ific chamber enlargement demonstrable. 
The diagnosis was best made by carrying out a 
.skeletal muscle biopsy. In each of the 4 cases exam- 
mod m tins wa\', the muscle fiber.v showed vacuoks 
containing material evith the staining characteristic.v 
o giycogen. Generalized muscle weakness was 
c nncally evident at this time in all 4 cases. The 
absence of abnormal liver function tests, a normal 
respon.se to epinephrine, and no response to nco- 
•sligmine (Pro.stigmin) bromide were also u.sefnl 
indirect or negative contributions to the diagnosis. 

Expcriencc.s with Cortisone Treatment in Staphylo¬ 
coccic Pneumonia of Infants and Young Children. 
I. Hiibler, H. Feiler and Freislederer. Arch. 
fCindcrh. 157:136-147 (No. 2) 1958 (In German) 
[Stuttgart, Germany]. 

Of 47 cin’Idron with staphylococcic pneumonia, 
who were treated at the children's clinic of the 
University of Munich during the 2 years from May, 
1955. to May. 1957, 35 received, in addition to the 
customary antibiotic and general therapy, deriva- 
five.s of corti.sone. Seven of these 35 children re¬ 
ceived In’drocorti.sonc, 3 corti.sone, and the others 
prednisone. The dosage was adjusted to the age of 
the patient and the severity of the disease. The 
authors found that in the case of prednisone the 
daily dose should not be reduced by more than 2.5 
mg. per day. The administration of the cortisone 
derivative was continued for from 5 to 17 days and 
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romatograpby on the corticoid cleavage products 
m .some of the children suggested that the acibn 
mechanism of the cortisone derivatives, at least in 
some of the patients, can be explained as a com¬ 
pensatory effect for adrenocortical dysfunction. 

TJierapy of Pneumonia rvitli Abscess Formalionin 
Infants (with Parricular Consideration of Pseudo- 
cysts) G. Bucha. Arch. Kinderh. 157:147-155 (No. n 
1958 (In German) [Stuttgart, Germany]. 

Altliough antibiotics have not proved as effective 
in suppurative pneumonia of infants as had been 
expected, about two-thirds of tire infants with 
pneumonia that causes abscesses are now curable. 
In infants less than 3 months old, with miliary 
distribution of pulmonary abscesses, the course may 
he rapidly fatal, as local therapy' cannot be em¬ 
ployed and systemic treatment with antibiotics may 
fail, even if tire causal organism is sensitive to the 
antibiotic administered. The most frequent form of 
abscess resulting from suppurative pneumonia is 
that whicli peiiorates urto the pleural cleft and 
forms a pyothorax or even a py'opneumothorax. 
Extensive surgery, such as rib resection with open 
drainage, is now generally dispensed with, and the 
author also prefers conservative treatment. He 
recommends daily puncture with cautious removal 
of the pus and with subsequent instillation of a 
suspension of an antibiotic (50 to 100 mg. of chlor- 
tetracycline [Aureomycin] or tetracycline). This 
local treatment is so effective that continuous 
drainage can usually be dispensed with; but, if it 
should prove necessary, closed drainage is advis- 


in the case of recurrence for from 5 to 20 days. 
Twenty-four of the children received at the con¬ 
clusion of treatment, for from 2 to 5 days, long- 
acting corticotropin. The authors did not gain the 
impression that the omission of the long-acting 
corticotropin at the end of the treatment would 
cause a flare-up of some of the symptoms. 

The cortisone derivatives were given only to 
patients with the severest forms of staphylococcic 
pneumonia, not to the 12 children wlio Iiad a milder 
form. Because of this selective factor and because 
the cortisone derivatives were not the only medica¬ 
tion used, the evaluation of their efficacy is difficult. 
Tlie death rate was only 9%, which compares favor¬ 
ably' with the results published in the world litera¬ 
ture. An analysis of the clinical courses indicates 
that t])is success may be clue to the additional use 
of the cortisone derivatives. The adrenal cortex 
hormone seems to exert its favorable effect by 
counteracting the symptoms of shock and by in¬ 
hibiting exudation. In the 16 infants, less than 4 
months old, who were treated with cortisone deriv¬ 
atives, the results were excellent in 9, good in 4, 
bnt largely negative in 3. Of 14 older infants and 
children, 12 obtained excellent or good results. 
Corticotropin tolerance tests and analysis by paper 


able. The author found that, if tension pneumo¬ 
thorax develops, it is usually sufficient to insert a 
nonsuctioning valve (a rubber tube fitted with a 
rubber finger-stall or a bicycle valve). Because of 
the favorable gluing tendency of the internal valve, 
this valve system can usually be removed within 
a few days. 

The author is particularly concerned with the 
so-called pseudocysts, which he believes are healed, 
small abscess cavities that become inflated by their 
connection with the bronchial tree. As a rule, they 
require no treatment, because they have a tendency 
to regress spontaneously. Even when tliey appear 
to be stationary for weeks or even months, they' n'ill 
generally regress spontaneously in the course of a 
year. Only if such pseudocysts develop into a 
spontaneous pneumothorax as the result of maximal 
inflation, it becomes necessary to deflate them by 
die nonsuctioning valve system. This is usuaJl) 
accomplished within a few days. The continuous 
suction drainage, which has been described by 
odiers in the treatment of pseudocysts, is regardeo 
by the author as unnecessary, particularly m m- 
fants. He feels that the continuous suction carne 
on over a period of weeks will exert an un avora 
effect on the internal valve. The prognosis as r 
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gards the reinflafion of the lung and the regression 
of the adhesions is very favorable in infants. Of the 
67 infants \vith abscess-forming pneumonia, 27 bad 
pseudocysts and, in addition to this, more or less 
extensive pleural adhesions. But the general condi¬ 
tion of these children was relatively good, and the 
majority could be discharged for ambulatory treat¬ 
ment. This is a great advantage in xdew of the 
present-day tendency of the development of resist¬ 
ant organisms in the hospital enwonment. 

Dried Skimmed Milks and Kwashiorkor. P. J. Pre- 
torius, F. J. P. Retief and S. G. Wiechers. South 
African M. J. 32:563-565 (May 31) 1958 [Cape 
Town]. 

Sixri’ Bantu infants, admitted to hospital with 
kwashiorkor, were divided in a random manner 
into 3 equal groups. During a period of 3 weeks one 
group was given a roller-dried skimmed milk, an- 
otlier group a spray-dried skimmed milk, and the 
third group a spray-dried acidified skimmed milk. 
Initially there was a more rapid rise in the serum 
albumin content among the patients who received 
the spray-dried milk than among the remaining 
patients, but after 3 weeks no significant difference 
could be detected among the values obtained for 
the 3 groups. The results, therefore, indicate that 
roller-dried skimmed milk of high qualit)’ which 
has been properly packed and stored can be as 
effective in initiating cure as spray-dried skimmed 
milk either with or without added lactic acid. Tliis 
finding is of economic importance because drum¬ 
drying is cheaper than spray-dr>ang. 


PATHOLOGY 

A Correlated Histological, Cytological and Cyto- 
chemical Study of the Tracheobronchial Tree and 
Lungs of Mice Exposed to Cigarette Smoke: I. 
Bronchitis wdth Atypical Epithelial Changes in 
Mice Exposed to Cigarette Smoke. C. Leuchten- 
berger, R. Leuchtenberger and P. F. Doolin. Cancer 
11:490-506 (May-June) 1958 [Philadelpliia]. 

The interdependence of cigarette smoking and 
lung cancer was studied in mice whose tracheo¬ 
bronchial trees were exposed to cigarette smoke 
with the aid of a specially devised smoking appa¬ 
ratus. The results of correlated histological, cs'to- 
logical, and cytochemical studies of the alterations 
in the bronchi of these animals made it possible to 
divide them into 3 groups. The first group consisted 
of bronchi which did not show significant histo¬ 
logical changes. The deo.xyribonucleic acid content 
was normal; and nuclear volumes, tyTosine content, 
and dry mass were not, or were only slightly, in¬ 
creased. In the second group there was bronchitis 
with mild proliferative epitlrelial changes. The de- 
oxNTibonucleic acid content was not, or was only 


slightly, increased; and the nuclear volumes, t\TO- 
sine content, and dry' mass were frequently in¬ 
creased. In the third group there was broncliitis 
with marked, often atj'pical, proliferative changes. 
Atypiical basal-cell hyperplasia, squamous-cell 
metaplasia, or epithelial dysplasia, in many respects 
similar to what would be called “carcinoma in 
situ” in man, were seen. The deoxynribonucleic acid 
content was increased; and the nuclear volumes, 
tyrosine content, and dry" mass were frequently' 
increased. One or more of these features were 
occasionally' present in different areas of the same 
bronchus. 

The similarity' betw'een the epithelial lesions of 
human cigarette smokers and those of mice e.xposed 
to cigarette smoke justifies a cautious optimism as 
to the validity' of the authors’ e.xperimental ap¬ 
proach. It appears that the exposure of animals to 
cigarette smoke is a useful tool for the study of the 
interrelationship of cigarette smoking and cancer, 
despite the realization that this ty'pe of cigarette 
smoke exposure is different from that in the actual 
process of cigarette smoking. 

Tumors of the Anterior Mediastinum. R. W. O’Cara, 
R. C. Horn Jr. and H. T. Enterline. Cancer 11:562- 
590 (May-June) 1958 [Philadelphia], 

Of 51 patients, between the ages of 4 months and 
80 years, wth tumors arising in the anterior medi¬ 
astinum, who w'ere operated on and whose surgical 
specimens were studied at tlie laboratory' of surgical 
pathology of the Hospital of the University of 
Pennsylvania between 1939 and 1955, 16 had thy¬ 
momas, 3 had carcinomas of the thy'mus gland, 4 
had non-neoplastic lesions of the tliymus gland, 10 
had malignant ly'mphomas, 10 had teratomas and 
related tumors, and 8 had miscellaneous or un¬ 
classified lesions. The tliy'moma was found to be a 
distinctive tumor of the anterior mediastinum, 
composed of variable proportions of h'mphocy’tes 
and epithelial cells. The patients with encapsulated 
thy’momas had a relatively more benign clinical 
course tlran did tliose with nonencapsulated thy¬ 
momas. No histopathological characteristics were 
obsers'ed that would distinguish benign from ma¬ 
lignant thymomas. Several miscroscopic features 
proved useful in differentiating thy'momas from 
malignant lymphomas of tire anterior mediastinum. 
These included a characteristic cellular pattern, the 
spindling of epitlrelial cells, the presence of clrar- 
acteristic cy'stic spaces, tire relative absence of 
pleomorphism and fibrosis, and the presence of 
mature and immature concentric (Hassall’s) cor¬ 
puscles. A distinctive adenomatoid pattern was 
found in 2 encapsulated and 2 nonencapsulated 
thymomas. 

Clinically, patients rrith thymomas differed from 
tlrose witlr mahgnant lymphomas. Thymomas oc¬ 
curred in an older age group (average age, 51 years) 
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"’)«‘l>'=nia gravis in 3 
(197o) of (1)0 16 patients with thymomas, who fre- 
yicnt]\r were otherwise asymptomatie. Patients witli 
tlnmiomas I)acl a longer clinical course than did 
tliose with malignant lymphomas. Although less 
responsive to irradiation therapy than the malig- 
nant lymphomas, the thymomas did not metastasize 
Ut the 10 patients with teratomas, 5 had benign 
cystic teratomas and 5 had malignant teratomas or 
I elated tumors. Tliree of the tumors in the latter 
group wore growing predominantly as scminoma.s, 
and the patients showed long-term* survival. 
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nized in the adult patient whose spleen has atin. 
phied and in the child after splenectomy. Splenec¬ 
tomy was performed on children in whom £ 

erythrocyte survival time was shortened {T!4 less 
than 6 days). ' ^ 

PUBLIC HEALTH 

A Mass Chest Survey at a Naval StaHon in the 
Tropics witi) Notes on Histoplasmosis. S. P Scalia 
Maryland M. J. 7:241-251 (May) 1958 [Baltimore]! 


PHl'SIOLOGY 

B^olc of the Spleen and Effect of Splenectomy in 
Sicldc Cell Disease. C. C. Sprague and f. C. S. 
Paterson. Blood 13:569-580 (June) 1958 [New York]. 

The autliors determined the ori'throcyte survival 
time by the radioactive chromium (Cr®') method 
in the circulation of 21 patients with sickle-cell 
anemia and of 7 patients with sickle-cell hemo¬ 
globin (type C) disease and in the circulation of 
compatible normal rcci]iients to whom sickle cells 
w’cre transfused. In patients with sickle-cell anemia 
and enlargement of the .spleen, the average half-life 
time (Tli:) for erythroc)'tes was found to be 3.7 
daj's. After splenectomy T'/j increased to an av¬ 
erage of 11.4 days, In patients with sickle-cell 
anemia who did not have enlargement of the spleen, 
the average Tlh was found to be 10 days. In 5 pa¬ 
tients an average of 9.2 daj'S was found, whereas 
the average for the same cells in the cireulation 
of normal reeipients was 4.4 days. In patients AA'ith 
sickle-cell hemoglobin (type C) disease, the average 
TVz was 15.7 days. After splenectomy in 2 patients, 
T% was unchanged in one and increased in the 
other. The D /2 value was shortened in 2 or 3 cases 
when these cells were transfused into normal re¬ 
cipients, but the data were insufficient to permit 
conclusions to be drawn. These data show that the 
survival time of sickle cells is shortened in the pres¬ 
ence of a spleen and lengthened (although still 
much below normal survival time) after splenec¬ 
tomy. It is not unreasonable to postulate that the 
rigidity of sickle cells interferes with their passage 
from the splenic pulp, rendering them even more 
subject to stagnation and eventually to destruction. 
In the case of the spleen, which is so constructed 
that stagnation of blood within its pulp spaces is a 
normal occurrence, it may be concluded that this 
organ plays a relatively passive role in sickle-cell 
anemia, the effect of its presence being to accelerate 
the hemolytic process. Splenectomy would be ex¬ 
pected to effect tire removal of a principal organ 
in which sickle cells tend to stagnate and thereby 
to effect only a mitigation of the hemolytic process. 
This concept is compatible with the diminution in 
the severity of sickle-cell anemia frequently recog- 


At the U. S. Naval Station Rodman in the Canal 
Zone, 2,185 cliest x-rays were taken on 70-min. film. 
Those x-rayed included Naval and Marine officers, 
enlisted personnel and their dependents, and ci¬ 
vilian employees of the Navy, most of whom avere 
Panamanians. Among the 900 mih'taiy personnel 
x-rayed, only 10 cases (0.09%) with pathological 
findings were found. Only 4 cases (1.7%) witl 
pathological findings were found among the 23L 
dependents filmed. Among the 1,052 civilians 
filmed, 57 cases (5.4%) of disease were discovered. 
This latter figure represents 1.8% (19) incidence 
among U. S. civilians and 3.6% (38) incidence among 
the Panamanian civilians. 

The pathological diagnoses totaled 84, although 
not 1 active case of tuberculosis was found. Several 
cases of an inactive nature were discovered, all of 
which had been studied and treated in the past, 
Since the chest x-ray program was instituted at this 
facility, there have been 2 cases of active pul¬ 
monary tuberculosis discovered per year per 2,000 
films. A recent review of 348,875 photofluorograms 
at the Bureau of Medicine and Surgery disclosed 
only 63 (0.018%) cases of active pulmonary tuber¬ 
culosis. This represents the first time tiiat a chest 
survey at tliis activity failed to disclose active 
tuberculosis, a finding that is perhaps more in ac¬ 
cord with the tendency toward a world-wide de¬ 
crease in the incidence of pulmonary acid-fast dis¬ 
ease. The finding of histoplasmosis in Americans 
only (not a single case being found in an adult 
Panamanian) is, although surprising, in agreement 
with the recent findings regarding histoplasmosis at 
the Gorgas Hospital. This disease entity has as¬ 
sumed an important role in the differential diagnosis 
of chest lesions, since it can so closely mimic pul¬ 
monary tuberculosis and malignancy. It has been 
shown that histoplasmosis is probably the principal 
cause of pulmonary calcification, and probably the 
most important cause, as such calcification is so 
prevalent. Infection with tliese organisms is pos¬ 
tulated as being mild in that these subclinica 
asymptomatic infections are responsible tor 
changes seen on x-ray. The differential diagnosis 
of a lung tumor, a tuberculoma, and a histopia • 
moma must often await surgery 
resolved, and such was the case m 2 of the 
described here. 



\\x 


Vol.l68,No.2 


BOOK REVIEWS 

7 


Electrocardiographic Analysis. Vol. 1: Biophysical Princi¬ 
ples of Electrocardiography, By Robert H. Bayley, M.D., 
Professor of Internal Medicine, Director of Heart Station, 
University of Oklahoma Scliool of Medicine and University 
Hospitals, Oklahoma City. Cloth. $8. Pp. 237, "dth illustra¬ 
tions. Paul B. Hoeber, Inc. (medical book department of 
Harper & Brothers), 49 E. 33rd St., New York 16, 1958. 

This volume attempts to build the background 
on which tlie contour of the clinical electrocardio¬ 
gram depends. It deliberately neglects the recent 
work on transmembrane potentials—though men¬ 
tioning it—and concentrates on tlie factors that give 
rise to tlie surface records. It is based on the ex¬ 
cellent work, especial!)’ of tlie Wilson school, on 
electrical properties in a volume conductor, to 
which the author has made important contribu¬ 
tions. While recognizing the modifications which 
the work of Frank and Burger, among otliers, have 
introduced on the simplified concept of tlie large 
homogenous electric volume conductor wth a small 
central source of current generation, the autlior 
nevertlieless minimizes their influence. His concept 
of a zero potential electrode has been seriously 
questioned by some. One wonders, furthermore, 
how important all tlie matliematical development 
may be and whetlier a verbal or graphic presenta¬ 
tion would not have sers'ed as well. This would 
have avoided tlie tendency to dogmatism which 
mathematical handling tends to impart to the un¬ 
initiated. Perhaps this is inherent in the clinician 
who turns mathematician. In reading some of the 
clinical concepts in this volume, the same trend 
to authoritarianism occurs. These flaws are men¬ 
tioned because tliey detract from an othenrise ex¬ 
cellent development of the biophysical background 
of clinical electrocardiography. The book deals 
with the volume conductor theor)' applicable to 
electrocardiographic leads, depolarization of the 
cardiac fiber and heart mass, properties of vectors, 
heart hj’pertrophy and block, infarct of the ven¬ 
tricle and tlie influence of a broad QRS complex 
on it, the ventricular gradient and repolarization, 
primari’ and secondar)' T-wave changes, currents 
of injur)’, and a summarization of mathematical 
considerations not otheryHse dealt with in the text. 
There is a profusion of multilead clinical electro¬ 
cardiograms and illuminating graphs. Careful study 
of the book builds up a sound concept of the basis 
of clinical electrocardiography that is missing in 
many other textbooks. The aim is to make clinical 
electrocardiograms meaningful, and in tliis the 
audior succeeds. If there is any complaint, it is in 

These hoolv Te%ae\vs have been prepared by competent authorities 
blit do not represent the opinions of any medical or other organization 
unless specihcally so stated. 


tlie e.xpanded handling of the subject of tlie ven¬ 
tricular gradient. This volume cannot be read hast¬ 
ily but requires careful and painstaking study—a 
study well wortlr the effort of the reader, whetlier 
he be a student or novice in the field, a long estab¬ 
lished clinical electrocardiographer, or a sophisti¬ 
cate of the electrophysiological background of tlie 
subject. A critical study of this volume is a must 
for anyone desiring to Imow electrocardiograph)'. 

So You Want to Be Psychoanalyzed! By Lucy Freeman. 
Cloth. $3.50. Pp. 145. Henry' Holt & Company, 383 Madison 
Ave., New York 17; George J. McLeod, Ltd., 73 Bathurst 
St., Toronto 2B, Canada, 1958. 

Almost evei:)’ physician, regardless of his ty'pe of 
practice, has been asked by a patient, “What is it 
h'ke to be psychoanalyzed?” Now, at last, tlie physi-. 
cian can answer his patient’s, as well as his own, 
curiosity with a book that proi'ides unusual insight 
coupled OTth readable humor and wt. To offer 
such a book to one’s patients proi’ides as complete 
and close an excursion through analysis as is pos¬ 
sible. The book is divided into three sections, each 
corresponding to a particular stage of psx’choanaly- 
sis. The first part, called “I love you, I love you, I 
love you,” describes positive transference where the 
patient develops a love relationship toward the 
analyst, a feeling that eventually makes it possible 
to really love someone else in an enduring, intimate 
fashion. The second part is called “I hate you, I hate 
you, I hate you.” At this stage negative transference 
takes over because of the patient’s reluctance to 
face tlie truth about himself. In tlie last part, after 
a summary’ of life’s battles with someone who is 
not interested solely in “making” or “breaking” the 
patient, anah’sis is seen as "the temporar)’ crutch 
that strengthens you to walk alone.” When the 
patient breaks his childish dependence on his physi¬ 
cian-analyst, he has achieved a serenih’ that could 
stem from the soul, “out of wisdom bom of pain 
and patience and the belief that the noblest strug¬ 
gle of all is to Toiow thyself.’ ” 

Just about any conceivable question concerning 
the “total” experience of analysis will be found in 
tliis book: the use of the couch (which is not a 
requirement), tlie number of I’isits, how long analy¬ 
sis v’ill take, what will be talked about, and the 
recognition of inward success. Tlie book concludes 
with a chapter e.xploding the many myths about 
analysis along witli a flat warning: “Analysis does 
not guarantee that people turn lovable overnight.” 
The autlior herself says that psx’choanalysis can 
never be adequately described by words. “Your 
actions, which sometimes speak far louder than the 
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wmds, amvcy i„l„„sil,)c ridings ii,„l c!„dc M-orcls 
bnl lire noncllidcss rail, jnsi is in ilm ftsi vrars 
()} \'otir life you talked with j'onr eyes, the tone of 
your \'oice. and tlic movetnents of your body with¬ 
out speaking a word.” IDc.spite .such a warning, this 
book doc.s ^,vc the physicinn an opportunity to 
help his patient, where indicated, to make up his 
mincl to help himself. 


M iw"/ in Oto-lflryngoloRy. ]5y F. Bnj'o.s- Korkis, 

M.U., Cli n D.L.O., .Siirgron ;iml Dean, Mclropoliian Ear, 
iNose aiut Throat HospjTnl, London. WilJi foreword bv K 
bsU.C.S. Thin! edition. Cloth. $]2.‘ 
hx 43h. wall J-ifi ilhistrations. liittle, Blown \ Companv, 
o t Beacon St.. lioslon 0, 195S. 


This neu’ edition appears nine j'cars after tlie 
.second. In (iiat time there have been many ad¬ 
vances in all fields of medicine, and the author has 
attempted to summarize the most significant ones 
in otolaryngology. The book is well waitten, with 
clear, concise summarization of important contri- 
hntions to the hTerafurc. It makes no protease to he 
a textbook or to cover all of the availalilc literature. 
Adcqviulc refcrcncc.s arc given at tlic end of each 
chapter. Chapters deal with ancsthasia in otolaryn¬ 
gology, audiology, acoustic trauma, the deaf infant, 
aural x’crtigo, the surgical treatment of otosclerosis, 
sinus infections, carcinoma of the JaiyiLv, surgical 
adwinces in tlic treatment of middle ear suppura¬ 
tion, Iab}Tinthinc tests, facial palsy, the functions of 
the nose, benign nasal polyps, the nasophar)’nx, 
poliomyelitis and otolarjmgology, pharyngeal diver¬ 
ticulum, the salivary glands, and the management 
of some esophageal diseases. The author has under¬ 
taken a difficult task and has done a concise and 
thorough job. This book is not merely a reviexv of 
the literature; it possesses a wholesome degree of 
authorit)'. It is printed on good paper, the print is 
clear, and it is attractively bound. 


/ Standard Methods of Clinical Cliemistrj'. Volume II. By 
American Association of Clinical Chemi.st.s, Editor in chief: 
David Selig.son. Cloth. $5.50. Pp. 217, with illustration-s. 
Academic Press, Inc., Ill Fifth Ave., New York 3, 1958. 

As is volume 1 of this series, this book is a collec¬ 
tion of clinical laboratory test methods developed 
by various workers in the field. Each monograph is 
listed as having been submitted by. a specific author, 
and the names of the referees who have "verified' 
die method in their own laboratories are given. Tlie 
styles of the individual monographs vary somewhat, 
but in general each contains (1) an introduction 
which gives the historical development and use of 
llie metliod; (2) the principles underlying the 
chemical reaction used; (3) the reagents used and 
specific directions for their preparation; (4} a pro¬ 
cedure wliicb gives detailed directions for conduct¬ 
ing the test; (5) calculation of the results; and (6) 
results and discussion. The discussion of each metli- 
od is followed by a list of references on tlie method 
and other methods for determining the constituent 
under consideration. Some of the methods given are 
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simple procedures tliat are applicable for routine 
; c. 0, l.or, are compfev aid are itafi 
use a.s reference methods to check the moresim- 
pic Jonline procedures for accuracy. The tests for 
monographs are included in volume 2 are 
nose lor calcium (complcximetric), ceplialin-clio- 
cstcrol floccaktion, chloride, cholesterol in serum, 
total fatty acids in stool, gamma globulin in serum 
liemoglobhn, free and conjugated 17-liydroxycorti- 
co.stcmids in plasma, iron in serum, IT-lcetosteroids 
m urine, pancreatitis-lipase, nitrogen by the Kjel- 
dalil method, nonprotein nitrogen, determination of 
blood. pH, alkaline and acid phosphatase, iffiospha- 
(ides in plasma, porphyidns in urine, protein-bomd 
iodine in serum, sodium and f^otassium by flame 
jfliotometr}', sulfobromophthalein (BSP) in serum, 
and urobilinogen in urine and feces. In some of the 
monographs, alternate methods are given. Hie 
style of these monographs should make the book- 
useful at .several lev'els of interest. For the clinical 
technician it provides a manual of methods contain¬ 
ing specific and detailed procedures. Tiie informal 
notes spaced throughout the text give words of 
caution and the simple modifications possible. The 
information given in the sections on principles and 
discussion, as well as the references, should make 
the hook a valuable addition to the library of the 
clinical chemist and pathologist. 


Milestones in Modem Surgery. By Alfred Hnrwitz, M.D., 
Profe.ssor of Surgery, State University of New York College 
of Medicine at New York City, and George A.' Degensheln, 
M.D., Assi.stant Attending Surgeon, Maimnnides Hospit.nl, 
Brooklyn, tVith foreword by J. Englebert Dunpliy, M.D., 
Professor of Surgery, Harvard Medical School, Boston. Cloth. 
$15. Pp. 520, with illnstrations. Paul B. Hoeber, Inc. (medi¬ 
cal book department of Harper & Brothers), 49 E, 33rd St., 
New York 16, 1958. 

Tlie authors, in choosing the original contribu¬ 
tions that in dreir judgment constitute the "mile- 
.stones,” adopted the following criteria; the article 
must represent a significant adt'ance in surgerj'; it 
must demonstrate the scientific method; and the 
principle or method described should still be of 
current value. Twenty-eight were chosen. Eacli is 
preceded by a short biographical sketch and a por¬ 
trait of the author. The original purpose of this 
volume was to fill a gap in the resident training 
program. The authors hax'e accomplished much 
more, for the volume should also be of interest to 
the mature surgeon, the general practitioner, the 
specialists in the various branches of medicine, and, 
in particular, those interested in the history of med¬ 
icine, The choice of contributions, keeping in mine 
that the leading idea was emphasis on the princi¬ 
ples of surgery, was a happy one. The volume is 
I'onnded out by Milestones on the Horizon, in v we 
the storv of the development of the exti'acorpor&i 
pump and renal homotransplantation is tow. i" 
volume is a xvorthwhile addition to the histoiy 
surgery and medicine. 
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QUESTIONS AND ANSWERS 


SIMPLE CHRONIC ANEMIA 
To THE Editor:— suggest treatment for a 
patient whose laboratory test shows red blood 
cells, 4,050,000 per cubic millimeter; hemoglobin 
level, 12 Gm. per 100 cc. (normal, 13-16 Gm.); 
white blood cells, 8,800 per cubic millimeter, with 
polymorphonuclear cells, 42%, lymphocytes, 48%, 
and monocytes, 4%. Examination shows no other 
objective symptoms; the only subjective symp¬ 
tom is slight fatigue on exertion. 

James T. Maxwell, M.D., Omaha, Neb. 

Axs%ver.— The data suggest tliat the patient has 
a mild normochromic, normocv'tic anemia of the 
tj'pe designated as simple chronic anemia. This is 
one of the most frequent of all anemias, resulting 
from depressed red blood cell formation and often 
from a somewhat greater than normal rate of 
red blood cell destruction. The causes are many; 
chronic infection, renal disease, certain endocrine 
hypofunctional states, tumors, rheumatoid artliritis, 
liver disease, and others. Correction of the anemia 
depends on recognition and successful treatment 
of the disease to which the anemia is secondary. 
The anemia will not respond to tlie administration 
of iron, vitamin Bis, folic acid, or any of the “shot 
gun” antianemic preparations which, unfortunately, 
flood the pharmaceutical market. Two otlier possi- 
bih'ties must be mentioned: 1. The anemia could 
be primarily hemolytic wth fairly good compen¬ 
sation by the marrow. Additional information would 
be required to eliminate or establish diat possi¬ 
bility, i. e., reticulocyte count and plasma bilirubin 
level. 2. If tlie patient is a woman, the values 
quoted may possibly be noimal; a small percentage 
of apparently normal women have red blood cell 
levels of 4 million per cubic millimeter and hemo¬ 
globin values of 12 Gm. per 100 cc. In any event, 
additional diagnostic studies are necessa^y^ It oc¬ 
casionally is true that the most critical diagnostic 
evaluation fails to reveal the cause of the com¬ 
plaints or of tlie mild anemia. Under tliese circum¬ 
stances, tlie patient’s confidence should be won 
enough to permit furtlier obsen'ation by tlie physi¬ 
cian. IVith time, usually the anemia will disappear 
or its cause will become evident. 


The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent die opinions of any medical 
or other organization unless siiecifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these mil be omitted on request. 


EAR ECZEiMA AND PREGNANCY 
To THE Editor:—A 35-year-old woman has had 
severe eczema of the ear canal for about five 
years. The interesting thing is that this came on 
during her first pregnancy, which resulted in a 
girl. It has continued with recurrent severe at¬ 
tacks since then, except for remissions during 
two pregnancies which resulted in hoys. She has 
recently given birth to another girl, and during 
this last pregnancy her ear condition became 
much worse. Does this indicate that she has 
some hormonal imbalance that may account for 
the external otitis? Many types of treatment have 
been used, all with little success. She is a nerv¬ 
ous individual, but can this condition be on a 
neurogenic basis? 

Wells C. Carey, M.D., Eureka, Calif. 

Aksu'er.— Hormonal influences in various forms 
of eczema are well knoum; these include aggrava¬ 
tion during menstruation, improvement or aggra¬ 
vation during pregnancy, and the frequent origin 
of contact dermatitis during tlie climacterium. Al¬ 
though this consultant has seen different effects of 
pregnancies in the same woman, such as aggrava¬ 
tion during one and improvement during another, 
a report has never been seen in which the differ¬ 
ence depended on whetlier the pregnancy resulted 
in a boy or girl. It is not knovTi what, if any, hor¬ 
monal imbalance may account for such an occur¬ 
rence. 

EXCLUSION GASTRECTOMY 
To THE Editor:— fr has long been known that re¬ 
moval of a large portion of the fundus of the 
stomach, ivith its acid-bearing glands, is apt to 
be follotved by peptic ulceration, whereas re¬ 
moval of the pylorus protects against ulceration. 
(There is, however, some recent tvork which 
shows that the pyloric region can have some in¬ 
hibitory effect on gastric secretion.) At times, the 
surgeon is compelled to leave the pylorus in situ 
as a blind pouch, the so-called exclusion opera¬ 
tion. Because this operation is apt to be followed 
by peptic ulceration, some surgeons remove the 
mucous membrane of the pylorus before closing 
it. Is there any evidence that this procedure is ef¬ 
fective in preventing ulcer disease or recurrence? 

M.D., West Virginia. 

Answ'er.— Following the e.xclusion gastrectomy, 
regurgitation of food substances and alkaline secre¬ 
tions tlirough the afferent jejunal loop, duodenum. 
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nnd evont(m]3y througlr the pylorus into tlie ex- 
cluclcc antrum has been demonsUated both experi- 
menlally and in man. The neutral food substances 
excite the antrum both clicmically and mechani- 
ciilly to release gastrin, wliich in turn stimulates 
the secretion of acid gastric juice by the gastric 
remnant. Since the acid does not floiv over the 
antrum mucosa, the normal inhibitory elFect on 
gastrin rclca.so is negated. As a result, a hyperse¬ 
cretion of acid gastric juice of humoral origin oc¬ 
curs and is frequently followed by recurrent peptic 
ulceration. Evidence from the laboratory indicates 
that both chemical and mechanical stimuli arc cap¬ 
able of causing the release of gastrin. \Ah‘th removal 
of the pyloric antral mucosa, chemical stimulation 
is ithah'shccl The effect of mechanical stimulation 
of the antrum is aboli.shcd by the application of 
local anesthetics to the mucosa, which suggests 
that the intramural nerve tissue of the antrum is 
important in gash'in release. It has been demon¬ 
strated histologically that, when one removes the 
mucous membrane of the antrum, the submucous 
plexus (Mci.ssnor’s plexus) is disrupted nnd prob¬ 
ably destroyed, thus prc\'enting mechanical stimuli 
from exciting the gastrin mechanism. It is theorized 
from exjjcrirnental data that gastrin may arise from 
the submucous intrammal nerve plexus, although 
eoncIusi\-c evidence is lacking at present The inci¬ 
dence of marginal ulcer has been reduced since 
the adoption of Bancroft’s procedure of e.vcising the 
antrum mucosa when it is necessary to transect the 
stomach proximal to the pj'lorus in doing gasti'ec- 
tomy for duodenal ulcer. 

THE UNFORGIVABLE SIN 


J.A.M.A.,Sept.l3,i95s 


/Wym cm be commuted todmj, it doss ml m, 
hlehj that a person m deep concern of soil m, 
If could have been guilty of it. 

Herbert T. Lkfeld, M.D 
90-30148 St. 

Jamaica 35, N. Y. 

The above comment was referred to the cob- 
suJtant who answered die original quer)', and his 
reply folIows.-En. 

To THE Editor:— 7f is true that the remarks ahoiii 
the ttnforgivable sin are found in connection with 
the criticism that Jesus had cast out demons 
through Beelzebub. But it is not credible that the 
people who said this really believed that Jestis 
was doing if by the finger of God and yet "de¬ 
liberately and knowingly” attributed it to the 
devil. They sincerely believed that he tvas doing 
if by the devil, and Jesus saw that they could 
only make such an assertion by stifling their own 
perception of God. This is the sin against the 
Holy Ghost. To know that a thing is from God 
hut to say it is from the devil is fust to tell a lie 
and an inconceivable lie at that. No one would 
dare say such a thing if he really believed that 
what he saw was Gods action. It is fust by ig¬ 
noring the promptings of God in ones heart that 
one confuses God and the devil and thus be¬ 
comes “amoral, beyond reach, and lost.” As loe 
all agree, no one with a troubled conscience has 
committed the unforgivable sin. And anyone with 
a troubled conscience should consult his min¬ 
ister, priest, or rabbi and dwell on the many 
offers of forgiveness in the Bible. Or, if the guilt 
feelings ore pathological, he must see a doctor. 


To THE Editou:— The question regarding the un¬ 
forgivable or unpardonable sin, answered in The 
JouRiVAL for March 8, J958, page 1262, is one 
frequently encountered. The consultant correctly 
differentiated between original sin and the un¬ 
forgivable sin, but his definition of the latter tvas 
not correct according to the Bible. The passages 
referrUvr to the unpardonable sin are found in 
Matthew 12:22-37, Mark 3:22-30, ami Luke 11:14- 
23. A study of these will reveal what was stated, 
that it is a sin against the Holy Spirit Himself. 
But it is not a case of “stifiing” or “ignoring Him 
until one becomes “amoral, beyond reach, and 
lost.” It is not directly connected with ones con¬ 
science. The unpardonable sin is committed when 
one deliberaiely and knowingly attributes to the 
deoil that which could onhi have been the work 
of the Holy Spirit. It is “the blasphemy against 
the Holy Spirit” of which the Pharisees were 
guilty when they said, “This fellow (Jesus) doth 
noi cast out demons, but bu Beelzebub the prince 
of the demons” (Matthew 12:24). They were 
ascribing to Sotan that which was the work of 
God. A careful reading of the Bible passages 
rriven above will make this quite clear. Although 


HIATUS HERNIA 

To THE Editor:—I n The Journal, May 3, 1958, 
page 144, a question was concerned with the 
mechanism of symptoms similar to those of an¬ 
gina pectoris in patients having a hiatus hernia. 
The answer should have mentioned the frequent 
occurrence of hypochromic anemia in this con¬ 
dition, ivith the reduced oxygen carrying capac¬ 
ity of the blood accounting in some cases for 
the clinical picture of angina pectoris. 

Raymond Schatts, M.D. 

56, grand-rue 
Luxembourg, Europe. 


The above comment was referred to the con- 
Itant who answered the original query, and ins 
ply follows.— Ed. 

> THE Editor:-!! is true that retrosternal distress 
due to the reduced oxygen carrying capacity of 
the blood in hypochromic anemia may be con¬ 
fused with the pain of angina Hoiowr 

die chief cause of the difficulty ^n diagnosis s 
the pain caused by peptic esophagHis or dtsW - 
don of the intrathoracic poition of the stomac ■ 
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WASHINGTON NEWS 


FROM THE WASHII^GTON OFFICE OF 


Defense Department Retains Medical 
Assist tint Secretary . . 

President Criticizes Union Welfare Fund 
Act But Signs It . . _ 

Preventable Infectious Diseases Big 
Problem in Near East . . 

UMW Claims Saving Through Restricting 
Freedom of Choice . . 

MEDICAL ASSISTANT SECRETARY POST 

RETAINED IN DEFENSE DEPARTMENT 

The administration and the Pentagon now have 
agreed to retain the post of Assistant Secretarj' for 
Healtli and Medical Affairs in tlie impending re¬ 
organization of the Defense Department. Until an¬ 
nouncement of this decision by Defense Secretar}’ 
McEIroy it was understood the post would be 
down-graded to that of special assistant to the 
Secretary. 

Under a reorganization plan passed by Congress, 
the Secretary was autliorized to eliminate one As¬ 
sistant Secretary post. The American Medical Asso¬ 
ciation had opposed the elimination in appeals to 
both Senate and House committees earlier in the 
year, and, after passage of the bill, to the adminis¬ 
tration and the department. 

In a letter addressed to the House Armed Serv¬ 
ices Committee, A. M. A. Executive Vice President 
Blasingame noted that the position was created in 
1953, after four years e.xperience wth a special 
assistant in charge of the work. He e.\'plained tliat 
under the Assistant Secretary system, “an enviable 
record of increased efficiency and economy has been 
established” in military' medicine. 

Dr. Richard L. Meiling testified before the Senate 
Armed Services Committee, declaring in part: “It 
is the considered opinion of the American Medical 
Association that to abolish or dowmgrade the posi¬ 
tion of the Assistant Secretary of Defense (healtli 
and medical) would have a most deleterious effect 
at all echelons witliin the Defense organization 
upon the medical and health services of our armed 
forces and upon the morale of military' personnel.” 

PRESIDENT SIGNS UNION WELFARE FUND 
ACT BUT CRITICIZES IT 

Although signing into law a bill to require a 
certain amount of publicity' for union and union- 
management health and welfare funds, President 
Eisenhower described it as inadequate to correct 
knoum abuses and said it should be strengtliened 
by the next Congress. 


THE AMERICAN MEDICAL ASSOCIATION 


Under the law, the only' labor legislation to pass 
the last Congress, funds that are an outgroutli of 
collective bargaining are required to register with 
the Secretary of Labor, make annual reports and 
file one copy \rith the Secretary', and open their 
financial books to any beneficiaries. 

In criticizing the measure as too weak, Mr. Eisen¬ 
hower said in part: 

1. The act requires only summary statements of 
many important aspects, “making it possible to 
conceal many abuses.” 

2. No agency of go\’emment is autliorized to pro- 
v'ide uniform interpretation of the bilFs technical 
terms, and “the chaos that will result is obrious.” 
Failure to designate an agency' which plan adminis¬ 
trators can consult for reh'able and authentic opin¬ 
ions, and for report forms, “enables corrupt admin¬ 
istrators to hide abuses, blocks beneficiaries from 
recei\'ing adequate information, and subjects ad¬ 
ministrators to uncertainties in compliance.” 

3. The bill’s reliance solely upon indiwdual em¬ 
ployees to compel comph'ance through court pro¬ 
ceeding is most unrealistic. “Employ'ee suits alone 
are inadequate as enforcements remedies. Unaided 
by governmental authority' to conduct invesdga- 
tions and institute litigation, individual employ'ees, 
without financial resources or legal experience, can 
be easily intimidated, made subject to reprisals and 
discouraged from taking effective action.’^ 

4. The bill fails to give the Secretary of Labor 
eidier investigatory' or enforcement powers with 
respect to reports filed witli him. 

5. There is no provision for dealing directly wth 
“the most flagrant abuses,” such as embezzlement 
and kickbacks, once they are uncox'ered. 

In conclusion the President said: “Not only did 
the Congress fail to appropriate any money to ad¬ 
minister the custodial and otlier functions of the 
Secretary' under the bill, but the annual financial 
reports mil not have to be furnished until as late as 
May, if the plans are on a calendar year basis or for 
a period of 120 day's after tlie compleh'on of the 
fiscal y'ear if they operate on a fiscal year basis.” 


PREVENTABLE INFECTIOUS DISEASE IS BIG 
PROBLEM IN NEAR EAST 

In connection with President Eisenhower’s ap¬ 
peal for an all-out effort by' all nations to control 
disease in the Near East, the U. S. Public Health 
Serx’ice says that “preventable infectious dis¬ 
ease continues to be the predominant health prob¬ 
lem of the area. General death rates remain 
distressingly high—in Egy'pt, for instance, being 
(Continued on page SO) 
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double that of the United States, The reported 
infant death rate in that country is 148 in the first 
year of life per 1,000 live births, as compared to 25 
in the United States.” 

The President made Jiis appeal during his address 
to the United Nations General Assembly at the 
special meeting called to stabilize the Near East. 

He declared: 

"Another great challenge that faces us is disease. 
There is substantial effort among the people and 
governments of the Near East to conquer disease 
and disability. But much more remains to be done. 

The United States is prepared to join with otlier 
governments and tlie l^rld Health Organization 
in an all-out joint attack on preventable disease in 

the Near East,” . , m 

The World Health Organizations regional office 
for the eastern Mediterranean attempts to assist 13 
countries extending from Tunisia to Pakistan ana 
from the Mediterranean to Ethiopia and Sudan. 
Last year WHO carried out 88 projects in this area, 
including technical assistance for control of com¬ 
municable diseases such as malaria and schistoso¬ 
miasis, development of 

nersonnel, and improvement of samtafaon services. 

^ In 1957 \ATIO provided 155 international fellow¬ 
ships to.professional personnel in the area for study 

internation Cooperation Sm- • 
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fund pajnnent of hospital and medical benefits in 
conformity' wtli quality and cost requirements of 
trust fund regulations," the report declared. 

The fund said its files are “replete with evidence 
sho%ving tliat the primary quality and cost require¬ 
ments of trust fund regulations were not being met 
■under the previous free-choice-of-physician arrange¬ 
ments whereby the-fund had permitted the bene¬ 
ficiary free choice of physician and had paid every 
physician so chosen for any serv'ice he billed the 
fund and had allowed him to hospitalize any bene¬ 
ficiary' at fund e.spense whenever and for as long as 
he desired." 

This data, tlie report added, “demonstrated that 
beneficiaries were not receiving the best available 
medical care, that surgical diagnoses and operative 
surgery for many fund beneficiaries were inferior in 
quality, and the amount of smgery performed on 
beneficiaries was far in excess of that performed on 
others, that many beneficiaries were sent to the hos¬ 
pital who did not need hospitalization and were 
kept in the hospital longer than necessary.” 


Am POLLUTION CONFERENCE SET 
FOR NOV. 18-20 

A group of e.\-perts on the subject of air pollution 
will meet Nov. 18 to 20 in Washington to discuss 
effects of air pollution on health, control methods, 
economic factors, and other aspects of the problem. 

Plans for the meeting were discussed at a Wash¬ 
ington session attended by Public Health SeiVice 
officials and chairmen and co-chairman of the six 
discussion panels. 

Plenary sessions of the November meeting will 
be addressed by scientists, industrialists, and gov¬ 
ernment officials. At group meeting recommenda¬ 
tions will be made for mture action. 

Discussing the problem, acting Surgeon Gen. 
John D. Porterfield declared: 

“The modem air pollution problem ... caimot be 
dealt with by traditional smoke abatement pro¬ 
grams alone. It is our hope that the conference will 
assess the problem realistically and chart a program 
for the future, with specific goals both in research 
and in control activities. 

Chairmen of discussion groups and subjects are 
Dr. Arie J. Haagen-Smith, Califomia Institute of 
Technology, Extent of Air Pollution; S. L. Hanauer, 
New York City department of air pollution control. 
Sources of Air Pollution; Dr. John T. Middleton, 
University of Califomia citrus experiment station. 
Economic Effects of Air Polution; Dr. Malcolm H. 
.Merrill, Califomia. department of public health, 
Health Effects of Air Pollution; and Dr. Leslie 
Silverman, Han'ard School of Public Health, Con¬ 
trol Metliods and Procedures for Air Pollution. 


AHSCELLANY 

The country's total school and college enrollment, 
including medical schools, will reach an all-time 
peak of about 45 million in the current academic 
year, according to tlie Office of Education. Enroll¬ 
ment will increase for the 14th straight year. Col¬ 
leges and universities are expected to enroll about 
173,000 more students than they did last year, a 
new total of 3,623,000. 
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medical association.. Dr, F. J, L. Blaringamc, 535 
North Denrhom S(., Clifcngo 10, Executive Vice President. 
loss aini’ciil McclinR, Minnenpolis, Dee. 2-5. 

1950 Anniinl McctltiR, Atinntic City, June 8-12. 

1959 aitilcnl Mccliiifi:, DnIIns, Tcxns, Dee. 2-4, 

AMEHICAN 

Srptrmlicr 

Slicrnton-niltmorc Hotel, 
1 roiKknec. li. I. Sept, _o.2/. Dr, Ilnpiiond }|. Bcmlmlt, Univereity 
Hospilnh, Inwn City, In,, Sreretnry. 

AMr.niCAN Cm.i.rni; oi- rnvs.ciAss. Miil-Wesl WcKionnl McellnR. Mil- 

'"t E. llnsteltcr, Milwmikcc Gcneml 

Ilosp,. .Milwmtkec 13, Gcneml Chnimini), 

A,An;,ucAN Fn,vcTcw, Associ.vt.os-, Skirvin Hotel, Oklnl.om,-. City. Ofcln.. 
Sopt, *-0-Oct. 4. Pr. JI. N^cllmerlinj;^ GIO Griexheim Bloom* 

inKton. 111.. SoerHno*. 

Asn:njt:,vN Mi-.dicaj, WniTrn.v- Associatios, Hotel .Morrison, Ch/enco, 
Sept. Dr. Hnrotd Svvnnhcrtr, 510 Mnine St., Oiiincy.lll., Secretary. 

AsnmicAN IIokstcks Hay Soc.r.TY, Shorclinm Hotel, Washington, D. C., 
Sept, a<.Oct. 3. Dr. C. Allen Good, 200. Ist St., S, W., Boelicsicr, Minn., 
Secrc!nr>\ 

Coi.ouAOO St.vtk MnnicAt. Sociktv, Ilro.adnroor Hotel, Colorntio Springs, 
Sept. 2‘l-2i. Mr. Ilnrvey T, Sethmnn, 1C12 Tremont Place, Denver 2, 
Eteciili»-c Secrctniy. 

Kas-.sas Cirv SoPTjnvrsT Cltsicau Socicty, .Municipal Auditoriura. Kan¬ 
sas City, Mo., Sept. 22-25. .Mr. A. L. Binglmin, 303G GiHIinm Rd., 
Knrrsas City 8, Mo., Executive Seerelaiy. 

Kcntvckv St.vtt; MpnicAi. AssoctATio.v, Rrown Hotel, Louisville, Sept, 

23- 2.5. Mr. }, P, Sanford, 1169 Eastern Parkway, Louisville 17, Execu¬ 
tive Sccrcinrx'- 

MtcniCAV Stati: .Medicap Society, Shernton-Cadillae Hotel. Detroit, 
Sept. 3Q-Oct. 3. Dr. L. Fcniald Foster, GOG Townsend St., P. O. Box 
539, L.ansing, Mich., Sccrclar)-. 

Misvisstrt’t VALt-nv .MmiCAt. Socipty, .Morrison Hofei, Chicago, Sept. 

24- 20. Dr. Harold Swnnbcrg, 510 Main St., Quincj-, III., Sccretar}’. 
Ti;.v.vi:ssKt: VAi.i.r.v .Mkdicai. Assc.vtni.y, Hc.ad House, Clinttanoogo, Tenn., 

Sept. 29-30. Dr. Ilany A. Stone, 109 Medical Arts Bldg., Chattanooga 2, 
Tenn., Secrcfaiy. 

Texas Acavesiy or Gcn-coal Practice, San Antonio, Tex., Sept. 22-24. 

Mr. Donald C. Jackson, 1905N. Lamar, Austin, Tex., Executive Secretary. 

October 

AcAor.MY or P.syc»osomatic Medicixe, Park Sheraton Hotel, New York, 
Oct. 9-11. For information write: Dr. Bertram B. Moss, Suite 1035, 55 
E. Washington St., Chicago 2. 

A.vfnntCAN Academy or Op/rriMf.jtOLOGY and Otoearyngologv, Palmer 
House, Chicago, Oct. 12-17. Dr. W. L. Benedict, 100 First Avenue Bldg., 
Rochester, Minn., Secretary. 

AMnnK:AN Academy or Pediatmcs, Palmer House, Chicago, Oct. 20-23. 

Dr. E, H. Cliristopherson, 1801 Hinman Ave., Evanston, Ill., Executive 
Secretary. 

Ameiucan Association or Medicae Clinics, Palace Hotel, San Fnmcisco, 
Oct. 2-4. Dr. John R. Hand, 1216 Southwest Yamhill St., Portland, 
Ore., Sccretar)’. 

Ameiucan Association or Medical Record Liuraiuans, Statler Hotel, 
Boston, Oct. 13-16. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. , 

Amepican Association or Puhlic Health Physicians, St. Louis, Oct. 
27-31. Dr. Joscpli M. BistowisU, P. O. Box 1117, Tallaliassee, Fla., 

Secrctaiy. i m • 

A.mchicaN Association ron the SuncEnv or Trauma, Drake Hotel, Glii- 
engo, Oct. 2-4. Dr. William T. Fitts, Jr., 3400 Spruce St., Philadelphia 4, 

Secretary. u » r 

American Clinical and Climatological Association, Otesaga Hotel, 
'Cooperstown, N. Y„ Oct. 9-11. Dr. Marshall N. Fulton, 124 Waterman 
St., Providence G, R. 1., Sccrclaiy. 

AsiEnicAN College op Gastroenterology, Jung Hotel, New Orleans, 
Oct. 19-25. Mr. Daniel Weiss, 33 W. 60fli St., New York 23, Executive 
Secretary. _ m 

American College or Sorceons, Conrad Hilton, Chicago, Oct. G-10. 

Dr. Michael L. Mason. 40 E. Eric St., Chicago, Secretary. 

American Dietetic Association, Bellevuc-Strntford Hotel, Philadelphia, 
Oct. 21-24. Miss Ruth M. Yakcl, 620 N. Michigan Avc., Chicago ll. 
Executive Secretary. oo 

American Heart Association, Fairmont Hotel, San Francisco, Oct. 

Mr. John D. Brundage, 44 E. 23d St., New York 10, Secretary. 

American Otorhinologic Society for Plastic Surgery, Conrad Hilton 
Hotel, Chicago, Oct. 12. Dr. Joseph G. Gilbert, 75 Barberry Lane, Roslyn 

Heigllts, N. y., Secretary. . . o r • rv v 

Ami’iucan Public Health Association, Kiel Auditorium, St. Louis, Oct. 

27-31: Dr. Berwyn F. Mattison, 1790 Broadway, New York 19, Secret®^. 
American School Health Association, St. Louis, Oct. 26-31. Dr. A. O. 
DeWcese, 515 E. Main St., Kent, Ohio, Secretary. 


SWBK'; ^ 

Chicago Air.,Ct. 


J.A.M.A., Sept. 20^^^- 

Insurance Medical Directors of Amewc* t,-. 

I^^s^ators, Adolphus Hotel, Dallas, 1^ 
Tclaiy '^' * Dewey Ave., Offlahao,: 

w T Terrworial Health Officers, Hotel IIP 

22-24. Dr. Mack I. SlaahDlb,.V 
Office Budding, Richmond, Va., Secretary. 

Central Association of Obstetricians and Gynecologists, R- 
Leamington, Minneapolis, Oct. 2-4. Dr. Edwin T. DeCosta. 104 S/' " 
Ran Ave., Cliidago 3# Secreiary. 

Central N^unoPsyciiiATnic Association, Deshler Hilton Hotel, Cob 
,1'. , ’ Ilf’ R=''Ph M. Patterson, Ohio State Univ., Col- 

ot Mca., CoJumbus 10» O., SecrelatyA 
Central Society ron Clinical Research, Drake Hofei, Chicago, Cc 
Sl-Nov. 1. Dr. Austin S. Weisberger, 2065 Adelbert Rd.. Cleveland: 
Secretary. 

Clinical Orthopaedic Society, Brown Palace Hotel, Denver, Oct. 2 
Dr, Charles H. Fr.-mz, 1801 Wealthy St. S. E,, Grand Rapids, ’ 
Secretary. ' 

Congress of Neurological Surgeons, St. Francis Hotel, San P. 

Oct. 29-Nov. 1. Dr. Richard L. DeSaussute, 899 Madison Ave., Mi' 
phis, Tenn., Secretary. ■ 

Eastern Psychiatric Research Association, Inc., Brooklyn State : - 
Brooklyn, N. Y., Oct. 23-24. For informaU'on write: Dr. Darid j 
Impastato, 40 Fifth Ave., New York. 

Gulp Coast Clinical Society, Pensacola, Fla., Oct. 23-24. Dr. J.; 

Bnehr, Jr., 117 N. Palafox St., Pensacola, Fla., Seeretaiy. 

Indiana State Medical Association, Murat Temple, Indianapolis, C.. 
13-15. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Estra 
tive Secretary. 

Pennsylvania, Medical Society op the State, op, Bellevue-SiMtiori 
Philadelphia, Oct. 12-17. Mr. Lester H. Perry, 230 State St., Haiiisbwj 
Executive Director. 

Medical Society of Viroinia, Hotel Jefferson, RiehmoDd, Oct. 32-15 
Mr. Robert I. Howard, 1105 W, Franklin St., Richmond 20, Ewculi, 
Secretar)'- 

Mississippi Valley Conference on TunERCULosts, Biltmoie Hotel, Day 
ton, Ohio. Oct. 15-18. Mrs. Augustus K. Maxwell, 1412 W. Washingto 
Blvd., Chicago 7, Secretary. 

National Proctolooic Association, Hamilton Hotel, Chicago, OtI. 

Dr. George E. Mueller, 59 E. Madison St., Chicago 2, Secreiaiy. 
North Central Medical Conference, Hotel Leamington, Mintieapdis, 
Oct. 11-12. Mr. B. R. Rosell, 496 Lowry Medical Arts Buildra* 
St, Paul 2, Minn., Secretory, 

Oklaho.ma City Clinical Somety, Biltmore Hotel, Oklahoma Cify, Olh. 
Oct. 27-29. Mrs. Alma O’Donnell, 503 Medical Arts Bldg., OHalo®* 
City, Okia, Executive Secretary. 

Southwestern Medical Association, Pioneer Hotel, Tucson, Arh., Ctt 
23-25. Dr, Russell L. Deter, 1501 Arizona St, El Paso, Tex., SeneW 
Western Industrial Medical Association, San Fianeisco, OtU Dt 
A. C. Remington, 9851 Sepulveda Blvd., Los Angeles 45, Secretatj'. 
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PRACTICAL MANAGEMENT OF AORTIC STENOSIS 

Robert P. Glover, M.D. 
and 

Howard L. Gadboys, M.D., Philadelphia 


VERY phj'sician during the course of his 
practice has been presented vvitlr the prob¬ 
lem of the failing myocardium resulting 
from the mechanical obstruction posed by 
rheumatic (or otlierwise acquired) aortic stenosis. 
It has long been recognized that, of the stenotic 
valvular deformities, this lesion, despite years 
of experimental and clinical study, has remained 
singularly more resistant to therapeutic control 
tlian any other, whedier the measures employed 
were medical or surgical. In the liglit of ex¬ 
perience gained during tire first decade of intra¬ 
cardiac vahnilar surgery’, the multipliciW of reasons 
for this state of affairs has become increasingly 
clear and should basically be recognized by the 
physician and surgeon alike. What is tlris experi¬ 
ence? 

Pathologically, tirere is an early fusion of the 
three valve cusps, the margins of which become 
thickened, rolled, ebumated, and infiltrated with 
calcium very' early in the course of tire disease. This 
is due in part to the rheumatic origin of the disease 
itself but also and perhaps more particularly to the 
location of tliis valve in tire course of the blood 
stream. The valve lies in a confined space of small 
diameter and is the recipient of the fuU head of 
vascular pressure from the strongest of tire con¬ 
tracting cardiac chambers, tlie left ventricle. 

Tire factor of vascular trauma is, therefore, of 
great importance, for, after initial fibrotic agglutina¬ 
tion of the cusp margins, there is a constant and 


Aortic stenosis is a more difficult problem 
than mitral stenosis, and it should be treated 
before it progresses to the stage of impend¬ 
ing left ventricular failure. Five stages in its 
evolution can fae recognized and are here 
described. Ideally, surgical treatment should 
be undertaken at stage 2, when the patient 
becomes subjectively aware of his forceful 
heart action, has palpitations, and is easily 
fatigued. He should not be allowed to go 
beyond stage 3, marked by spells of dizzi¬ 
ness, syncope, substernal discomfort, effort- 
angina, and dyspnea. Tbese opinions are 
based on a study of 78 patients. The first 37 
were operated on with a three-bladed ex¬ 
pandable split-dilator inserted through the 
apex of the left ventricle. The other 41 were 
operated on by a greatly refined iransven- 
tricular technique, and the improvement in 
results is strikingly shown by the lower mor¬ 
tality figures, the degree of symptomatic 
relief, and the better occupational adjust¬ 
ment of the patients. Present methods of 
selecting patients and performing the opera¬ 
tion result in o mortality of only 5% and 
give functional amelioration in approximate¬ 
ly 70% of the patients. Further improvements 
are anticipated. 
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Steady deposition of traumatic elements, such as 
iibnn and calcium, from which there can be no 
relief. Thus, calcification develops early, and as the 
Ieaflc(.s arc relatively small in surface area almost 
complete immobility and fixation may rapidly 
e\’e/i{ua{c. Some flexibility of the cusps at their at¬ 
tachment to the aortic ring may remain for a time, 
but (his is Ic.ss prominent than that seen in tlie 
•stenotic mitral valve. This factor of trauma no 
doubt partially explains the faet that the antero¬ 
medial leaflet of the mitral valve, also called the 
aortic or septal leaflet, is the scat of the greatest 
calcification in mitral stenosis, for it lies nearest the 
aortic ring in (ho high-flow pressure left ventricular 
ojitflow tract, and it also receives the bnmt of vas¬ 
cular ejection at the time of left ventricular con¬ 
traction (fig. 1). 


J.A,M,A., Sept. 20,1958 



Fig. 1.-Interior of left ventricle indicating major areas of 
trauma from high flow pressure generated within left ven¬ 
tricular outflow tract. 

Therefore, from the standpoint of pathology, 
surgical intervention in aortic stenosis, to effectively 
restore a measure of normal valve leaflet motion, 
must be carried out before extremes of the above- 
described process ai'e reached. To wait longer 
merely compounds the likelihood of surgical failure, 
for, in consequence of the valvular change, the left 
ventricular myocardium hypertrophies in time to 
ultimately dilate and become incapable of effec¬ 
tive action. As the left ventricle is the keystone of 


the heart and circulation, its failure predicates 
irremejable disaster. This, again, is in contrast to 
the findings m mitral stenosis, where, despite pro¬ 
found pathological and clinical changes, even to 
tlie point of prolonged congestive failure and in¬ 
validism, tlie left ventricle retains its indispensable 
timction-achial, compensatory, and recuperative- 
almost to the end. 

Physiologically, because of the jet-like ejection 
of relatively small amounts of blood with each left 
ventricular contraction, the systolic blood pressure 
may not reach high levels although it is perhaps 
sustained and maintained longer than usual. Dias¬ 
tolic pressures, however, remain high so that the 
pulse pressure is small and coronary artery filling, 
now under greater stress because of the demands 
of an increased myocardial mass, may be inade¬ 
quate. As such, these patients are often precarious 
anesthetic risks, to say notliing of the superimposed 
danger of surgery. 

Anatomically, the valve is die least accessible to 
safe and easy exploration, for it lies centrally placed 
witliin the confines of tlie heart. The left ventricular 
myocardium is invariably hypertrophied to a con¬ 
siderable degree. This finding together with the 
tremendous vascular pressure generated within its 
outflow tract prevents the use of an immediately 
subaortic transmyocardial incision for the insertion 
of tlie finger or instrument, similar to that used 
in pulmonary valvotomy, because uncontrollable 
hemorrhage will surely follow. This necessitates a 
transmyocardial approach at some distance to the 
valve’ near the apex of die ventricle. The valve 
cannot be effectively reached dirough an auricular 
appendage. The position of the ostia of the coro¬ 
nary vessels lying directly behind the valve leaflets 
makes direct reconstructive surgery hazardous. An 
approach from above direedy through the aortic 
wall presents the same difficulties encountered in 
the immediate subaortic transmyocardial approach 
and is time consuming. Thus, definitive technical 
access to the valve is awkward and far from ideal, 
regardless of the approach used. 

To recapitulate, therefore, as a result of these 
concomitant changes, die ultimate prognosis in a 
given case of aortic stenosis, almost invariably cal¬ 
cified and immobile, lies purely in the integrity of 
the left ventricular myocardium. This ebamber at¬ 
tempts valiantly to maintain adequate systemic cir- 
' culation. Myocardial work is required to impart 
velocity to a necessary volume of blood. As the 
valve area diminishes, increased propulsive pres¬ 
sures accompanying left venWcular hypertrophy 
are clinically manifested by forceful heart aefaon 
and heart consciousness. Added demands for m 
creased cardiac output are thwarted by the unp^a- 
ing valve, and fatigue and palpitation develop, m 
left ventricular pressure rises in an attempt to ov 
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come tlie obstruction; a systolic pressure of 400 
mm. Hg represents the extreme in the e.xperience 
of one of us (R. P.' G.). 

Once a critical valve area is reached (appro.xi- 
mately 0.7 sq. cm., according to Gorlin '), the heart 
is imable to maintain an adequate output. Dizziness, 
S)Ticope, dyspnea, and angina—with or \vithout the 
specific changes of coronar>' arterial disease—be¬ 
come evident. The left ventricle under these cir¬ 
cumstances must ultimately fail, and when this 
occurs disaster follows in its wake. Pulmonary con¬ 
gestion and edema, right heart failure, and the 
ever-present threat of sudden death are the conse¬ 
quences of this uncompensated phase of aortic 
stenosis. Once this stage of diminished cardiac out¬ 
put with failure of the left ventricular myocardium 
is reached, the prognosis becomes grave, and as a 
rule patients in this predicament have but a matter 
of months to live. 

Clinical Classification of Aortic Stenosis 

The necessity for translating tliis inexorable chain 
of events into a reasonable, practical, clinical classi¬ 
fication as a basis for intelligent medical manage¬ 
ment and surgical intervention is obvious. The 
course through which the average patient %vith 
aortic stenosis will pass is readily recognizable, 
although perhaps not clearly defined in the mind 
of the physician in the hght of surgical advances. 
For a number of years one of us (R. P. G.) has used 
a system of clinical staging so that when the afflicted 
patient presents himself for evaluation some estima¬ 
tion of the patient’s status in relation to the timing 
of surgical intervention can be made.® In this way 
it is almost immediately possible, within reason, to 
recognize where the patient may be, chronological¬ 
ly, in the over-all course of his disease sjmdrome. 
To be sure, this and all other classifications are 
deficient or oversimplified in the strict academic 
sense but by and large will be found most practical 
if carefully applied. 

Stage 1 is that period during which the t^'pical 
systolic murmur of aortic stenosis is present but 
before subjective symptoms of any land have re¬ 
sulted. Stage 2 marks the onset of an ill-defined 
period in which the patient becomes subjectively 
aware of his forceful heart action, palpitations de¬ 
velop, and easy fatigue becomes noticeable. Ad¬ 
mittedly, this stage is not specifically characteristic 
of aortic stenosis per se, but when seen in the pa¬ 
tient whose cardiac patliology is tliat of aortic 
stenosis, the combination of the valvular pathology 
and symptoms takes on added significance. It is an 
indication that the myocardium is beginning to 
feel the effects of an un}’ielding obstruction at the 
aortic valve level. Stage 3 ushers in the obvious 
period of progressive disability due to a diminish- 
ingly effective cardiac output, exidenced cerebrally 


by speUs of dizziness and syncope or myocardially 
by substemal discomfort, tightness, and effort- 
angina indicative of an inadequate coronarx’ flow. 
Dyspnea without decompensation may be promi¬ 
nent. 

With beginning left ventricular failure, stage 4 
is characterized by episodes of pulmonarj' conges¬ 
tion and edema, at first rather easily controlled by 
medical measures but shortly to become refractory 
to even the most vigorous therapy. Stage 5 connotes 
impending disaster and an early death, for, in addi¬ 
tion to left -ventricular failure, superimposed right 
heart failure with hepatomegaly, ascites, and pe¬ 
ripheral edema now labels the heart picture as one 
of irretrievable failure not to be reversed for long 
by any regimen, medical or sirngical. 

With such a progression of easily recognizable 
clinical findings, it becomes obvious that if surgery' 
is to be of any real benefit it must be performed 
at a time when the myocardial integriW of the left 
ventricle is still intact. Ideally, therefore, the pa¬ 
tient in stage 2 w'ould represent the best such 
candidate, for the mortaht}' w’ill be low’ and the 
functional result in terms of myocardial efficiency 
high. Certain it is that the patient should not be 
allowed to go beyond stage 3, for as a rule even 
at this relatively late hour the myocardium has not 
failed. Not infrequently, the patient presents him¬ 
self to his physician for the first time w'ith symp¬ 
toms of dizziness, dyspnea, or substemal distress, 
any previous symptoms hawng been eitlier mild or 
ignored. Such a patient is already far advanced 
pathophysiologicaUy in the course of his disease 
and preparations^ for surgical intervention should 
be made w'ithout further prolonged observation 
and delay. 

More often than has heretofore been appreciated, 
sudden death may occur at this stage even before 
signs of cardiac decompensation have developed. 
This has been observed time and again not only in 
acquired aortic stenosis but in children under 15 
years of age suffering from the congenital form of 
aortic stenosis. Once compensation of tlie left ven¬ 
tricle has been broken, the mortality' resulting from 
smrgery, whatever the technique, cannot fail to 
rise and the ultimate clinical result is reduced. Im¬ 
proved surgical techniques in very' recent y'ears 
have resulted in considerable salvage of patients in 
stage 4 and even occasionally' in 5, but resort to 
surgery’ at this late date is like closing the bam 
door after tire horse has been stolen. These facts 
will become more obvious with careful study' of 
the clinical data from our ow’n personal e.xperience 
to be presented below'. 

Surgical Approach 

Since 1913® surgeons have sought the ideal ap¬ 
proach to the stenotic aortic valve. These attempts 
have included invagination of the aortic w'all, retro- 
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giacle split-dilalulion throvigh the right corotid 
artery, transvcnti’iciiJar .split-cWatation, direct ma- 
nipnlation through mi aortic incision immediately 
above the valve, total bypass of the valve, and cli- 
lect vision recoustruclion with use of hypothermia 
OJ an extracorporeal circulation. For practical pur¬ 
poses, however, only three metliod.s have been 
widely cxploitcd—transaorlic, direct vision by open 
heart method.s, and transventricular. Tlie first two 
permit actual palpation or v'miaijznlion of the valve. 
On the nicclianica! drawing board or in the mind’s 
eye, at least, the second of these methods would 
.s-eem to he (he only logiea! approach, for without 
question direct observation of the valve to be re- 
constiucled should be belter than any indirect, 
relatively blind approach. 

Were the nature of the valve tissues in acquired 
aortic stenosis more benign in tbeir distortion, free 
from calcium, or at least retaining some semblance 
of tbeir normal, pliable, anatomic structure tliere 


J.A.M.A., Sept. 20 ,1955 

missural separation under direct vision, but they 
are so few and far between in the aggregate as to 
make tliis approacli as a routine impractical except 
possibly for the early congenital forms of the dis¬ 
ease. To date, therefore, to avoid the prohibitive 
mortality presently resulting from open techniques 
which, even if the patient survives, result in no 
better a functional state dmn can be obtained by 
far safer means, we liave steadfastly and con¬ 
tinuously urilized the transventricular approach 
which, with present refinements, yields results (ad¬ 
mittedly palliative but the best obtainable under 
conditions of pathology encountered) very accept¬ 
able in mortality, morbidity, and ultimate clinical 
function. 

A small, two-bladed dilator, no larger in caliber 
than a lead pencil, is advanced through a 1-cw. 
incision made in an avascular area of the left ven¬ 
tricle near its apex up into and tirrough the aortic 
orifice. The position of the dilator witlhn tire valve 



Fig. 2 .—(Jalciuc aortic stenosis vicwcu nwi . 

pliable valve tissues by indurated fibrin deposition and calcium. 


would be no question that dhect and open methods 
should be routinely employed. UnforUrnately tbe 
pathology is such that direct vision is of diminished 
value, since the changes in aortic stenosis-destruc¬ 
tion of landmarks, obliteration of commissures, re¬ 
placement of valve elements by calcium, almost 
complete loss of pliability by involvement of the 
aortic ring, and even adjacent myocardium rentier 
the valve incapable of functiorral restoration and 
reconstruction in the usual sense. Such a cong om 
• eration of indurated gristle aird calcium needs total 
excision, and when the valve can be snccessruliy 
replaced in toto by a suitable prosthesis, then and 
only then will a satisfactory solution be approached 


fo be sure, an occasional valve partially stenosed 
acquired disease may be encountered winch 
\ respond to mobilization and definitive com- 


inanually checked from the outside of the aorta, 
le dilator is opened in two or three planes and 
one or two levels. One or hvo commissures 
rely three) despite the intensity of their deform- 
■ are routinely split open. Surprisingly enough, 
rdiac arrhythmias and hemorrhage are rarely 
countered. The procedure is done quickly, under 
mplete hemodynamic control with pressures 
ken in the left ventricle and aorta before and 
ter manipulation to assure maximum reduction 
the valvular block. Since the instrument is we 
lerated, tlie dilatation can be 
.liberation and repeated two or '" 
wssary. It is obviously tapossMe to > 

,„lisb the valvular obstruction routmely becw= 
the physical presence of rigidity and cakmm, 
hatevei the technique, but by this metho ini . 
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gradients across the valve can be reduced to one- 
third their preoperative level, and many result in 
a gradient of less than 10 mm. Hg (fig. 3). 

Transventricular Approach to Aortic Stenosis 

A consecutive series of 78 cases is presented, 
representing the two phases of transventricular 
commissurotomy techniques through which we 
have passed. This series was begun in March, 1931, 
and for purposes of this presentation includes every 
patient operated on through June, 1957. Ages 
ranged from 4 to 57 years.. In 24 patients, combined 
mitral and aortic commissurotomies were per¬ 
formed. In one instance an associated complete 
coarctation of the aorta was resected with end-to- 
end anastomosis after which aortic commissurotomy 
was accomplished. The majority of these operations 
were carried out in patients in the far-advanced 
. stages (4 and 5) of their disease. Sevenrt' of the 78 
patients had moderate to marked calcification of 
the aortic valve. Thirteen were in permanent atrial 
fibrillation. (Ten of these presented both mitral and 
aortic stenosis.) 

The first 37 patients in this series were operated 
on by the old original technique reported in 1952,'* 
with use of a large three-bladed e.\pandable split- 
dilator (Larzelere-Donaldson design) inserted 
through a widely purse-stringed area near the ape,K 
of the left ventricle. Tliis method has long since 
been abandoned because of the unwieldiness of the 
instrument, the unnecessarj' myocardial trauma, 
and arrhythmias, and tlie e,\'cessive blood loss which 
it incurred. These early experiences rightly indicted 
the ventricular approach by this technique, but the 
error was in the technique, not the approach, as 
will be shown. During this period of time an addi¬ 
tional 100 patients with either pure stenosis or com¬ 
bined .valvular disease were turned down for aortic 
commissurotomy because of the obvious dissatis¬ 
faction with the technique being used as well as 
the advanced nature of the disease encountered. A 
recent check reveals that all of these patients who 
were refused surgerjf have long since died from the 
disease. 

The remaining 41 patients, operated on since 
June, 1955, were operated on by a greatly refined 
transventricular technique using the method and 
dilator (Brock) briefly described above. The two 
series are as different in performance and results 
as night is from day. 

Mortality 

It is our firm conviction that until the aortic valve 
can be replaced the transventricular approach, 
properly used, is safer and is as effectiv'e a metlrod 
for the relief of aortic stenosis as is available today. 

As yet no appreciable series of extracorporeal 
methods for the relief of acquired aortic stenosis 
have appeared in the literature, but in a few small 


series reported the mortalitj’’ rate has ranged from 
50 to 100%. This ob'viously represents a develop¬ 
mental phase which should be short-lived once ade¬ 
quate vahoilar replacement becomes possible. In 
the recent past, Bailey has reported an operative 
mortality of 15.1% using the aortic approach to the 
valve. On the other hand, Brock s success with the 
transventricular route has been ven,' impressive. 
His over-all operative mortalirt' has been 16%, but 
in his most recent 63 reported cases, there were 
but four deaths, an e.xtremely acceptable 6% mor- 
talirt'.® 



needed during operative procedure. 

The deaths in this series of 78 patients are di- 
xaded into hvo categories—operative deaths and 
late deaths. Operative deaths are tliose in patients 
who died in the hospital during or after .surgery up 
to one month. Of the 37 patients operated on by the 
older obsolete technique, there were 17 deaths, a 
mortalitj' of 46%, obviously intolerable. In tlie more 
recent group of 41 patients operated on by the pres- 
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grade splil-dilaUUion through the right carotid 
arler\’, transvcntricular split-dilatation, direct ma¬ 
nipulation through an aortic incision immediately 
aho\'c the valve, total bypass of the valve, and di¬ 
rect vision reconstruction with use of hypothermia 
or an extracorporeal circulation. For practical pur¬ 
poses. however, only three methods have been 
widely exploited—transaortic, direct vision by open 
heart methods, and transvcntricular. The first two 
permit actual palpation or visualization of the valve. 
On the mechanical drawing board or in the mind’s 
eye, at least, the second of these methods would 
seem to be the onl>’ logical approach, for without 
question direct observation of the valve to be re¬ 
constructed .should be better than any indirect, 
relatively blind approach. 

Were the nature of the valve tissues in acquired 
aortic stenosis more benign in their distortion, free 
from calcium, or at least retaining some semblance 
of their normal, pliable, anatomic structure there 


missural separation under direct vision, but tky 
are so few and far between in the aggregate as to 
make this apiiroach as a routine impractical except 
possibly for the early congenital forms of the dis¬ 
ease, To date, therefore, to avoid the prohibitive 
mortality presently resulting from open techniques 
which, even if the patient survives, result in no 
better a funetional state than can be obtained by 
far safer means, we have steadfastly and con¬ 
tinuously utilized the transventiicular approach 
which, with present refinements, yields results (ad¬ 
mittedly palliative but the best obtainable under 
conditions of pathology encountered) very accept¬ 
able in mortality, morbidity, and ultimate clinical 
function. 

A small, two-bladed dilator, no larger in caliber 
than a lead pencil, is advanced through a 1-cm. 
incision made in an avascular area of the left ven- 
hicle near its apex up into and tlirough the aortic 
orifice. The position of the dilator within the valve 








curre'd in ' f 

been used. -oe nitients have died since 

In entire senes 15 ,„rgery). 

leaving the , occurred in patients who 

Eight of these . operative technique; 

• bad been subjected the ol dope a 

.seven deaths were m the nresented 




-df'.V.'; 
,yf 
u ^ I' 




H \ 


A.S. 


tients who died et » com- 

die from his because Urn pe- 

mitted suicide. Tins r ° ^onal result but 

tient had Obiataed “ ^ "potential. 

lived in fear to 16 inLnees (early 

Autopsies were obtained 

and late), and in eacl (.alcium. Coronary 

?r^nintalS’~idence of atherosclero- 

sis was observed as a lu e. 




{left) an 
surotoniy. 


(The patient having only^^^ although her studies 
operated on mistakeiily, f aortic stenosis, 

and symptoms were cbmac idio- 

at operation she Y,fnentricle without 

pathic y°Lj„ediate postcommissurot- 

valvular component.) | 

omy aortic va^e grad'ents range^^^ ,,,, 

Hg, averaging t“S- > 



Vol. 168, No. 3 


AORTIC STENOSIS-GLO\^E AND GADBOYS 


235 


with the passage of a little time for myocardial 
readjustment, these gradients might now be con¬ 
siderably less. 

A slightly greater hemodxTiamic change occurred 
in the patients who as yet had not gone into failure 
prior to surgerj'. Of 19 patients in stage 2 or 3 hav¬ 
ing operative pressure studies, the left ventricle- 
aortic systohc gradients averaged 83 mm. Hg 
before and 29 after commissurotomy, a reduction 
of 54 mm. Hg, obviously of marked significance. 
The average systolic gradient in 24 patients in 
stages 4 and 5 (after left ventricular failure) dropped 
from 70 to 28 mm. Hg after commissurotomy (a 
42-inm. reduction). 

It is obvious that complete abolition of the val¬ 
vular gradient rarely ensues for reasons considered 
above—namely, the nature of the pathologj' (fig. 5). 
These hemodj'namic results are a decided improve¬ 
ment over those which have been pubhshed (very 
few reported) by all other aortic valvular ap¬ 
proaches. 

Clinical Results 

The present status of those patients Imng has 
been ascertained either by personal e.xamination 
or from specific reports from their referring phy¬ 
sicians. Twelve of the 37 patients operated on by 
the older technique are living to this day (three to 
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Fig. 5.—Pressure tracings illustrating gradient across 
aortic valve before and after aortic commissurotomy. In this 
instance left ventricular pressure is lower and aortic pressTire 
higher, indicating highly satisfactory result. 


Data on 33 of the 41 patients operated on by 
the new technique Qune 1, 1955 to June 1, 1957) 
have been analyzed, there being a reasonable 
lengtli of obsert'ation of a year or more for analysis. 
Twenty-five of these are alive, and 22 are very 
definitely improved. They have shoum definite 
s\Tnptomatic improvement, and in them surger>’ 
has been of benefit. To be sime, these patients 
reahze that they do not have new hearts or new 


Table 2,.—Long-Term Results After Aortic Commisstirotomtj 


Survival 

Stage No Ca«e«,No Period. No. Present Statu* 

Old Technique 

2 . 2 32 JL 57 Impro\ed 

3 . 4 3S to fi3 Improved. 2 

Excellent, 2 

4 . 4 STtoTd Impro\e<l 

5 . 2 47 & 65 Improved 

New Technique 

2. . 1 1C* Excellent 

3 ... 13 Sto31 Excellent. 5 

Improved. 7 
Unimproved. 1 

4 . 9 9 to 22 Excellent. 3 

Improved. "► 
Unimpro\ed, 1 

5 . 2 10 to 27 Improved 


valves, but they are now liwng with their diseased 
condition in an improved state. None of this group 
has shown signs or sxinptoms of aortic insufficiency. 
Nineteen of them have retiumed to various degrees 
of xvork, ranging from housework to welding. Tlie 
incidence of sjmcope, dizziness, shortness of breath, 
chest pain, orthopnea, and recurrent congestive 
failure has been uniformly diminished, in most in¬ 
cidents abolished. Thus, 22 (67%) of tlie 33 pa¬ 
tients operated on in this newer group have been 
materially helped by surgery. The remaining 8 pa¬ 
tients of the new group of 41 are all li\'ing and 
improved within the first year; but not enough time 
has elapsed to include them in the larger group of 
later results. 

Three of the patients in die newer grouxi have 
not been benefited, although they are still alive. 
One is the patient operated on under an erroneous 
diagnosis wliich proved at operation to be that of 
idiopathic hj’pertrophy of tiie left ventricle widiout 
vabmlar involvement. Anodier patient, although 
able to xvork intermittently, is orthopneic, has 
angina and dizziness, and is unable to climb stairs. 
The third patient, while improved from the cardiac 
standpoint, is still recuperating from an operative 
cerebral embolus (table 2). 


seven years), and all are distinctly improved. Their 
abiht}' to w’ork, walk, and indulge in mild exercise 
is better than it had been at any time during die 
years immediately preceding surgery, so that for 
them the operation xvas wordiwhile. One patient 
has occasional dyspnea on exertion, and anodier 
takes nitroglycerin tablets infrequently for chest 
pain but otherwise remains improved. 


Comment 

It is felt that the technique w’ith use of the trans- 
ventricular route is the best possible form of sur¬ 
gical palliation for aortic stenosis at die present 
time and until, by open-heart methods, the valve 
can be replaced, ^^^len one realizes the pathology 
wnth which the surgeon must cope and tiiat the 
hemodjaiamic changes resulting from this pathologj’ 
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arc int>\ora!)li' and follow a rather set pattern, it 
ninsl lie nlii'ions tliat llie only way to improve these 
results is l,y earlier seleetion'of patients for surgery 
Because in recent years most physicians have had 
cousiderahly more experience syitli the problems 
of mftral stenosis than they have had with those 
of aortic stenosis, it would appear that much con¬ 
fusion exists as to what constitutes tlic proper in¬ 
dication for surgery in aortic stenosis. Patients are 
being leferred for aortic stenosis surgery on the 
basis of indications of mitral stenosis. This practice 
tnust terminate, for the two disease conditions 
present major differences. The difference lies in the 
status of the left vcnhicniar myocardium and the 
effects which these two vah'ular conditioirs’ exert 
on tire integrih- of thi.s .structure. The left ventricle 
is the ker-slone of the heart. Do.spitc mimcroiis and 
repeated bouts of pulmona?}’ edema and right ven- 
Uiculav failure, the left ventricle in mitral stenosis 
has been spared and remains as a strong and effec¬ 
tive clianrbcr. Actually, valvular obstruction at the 
mitral level has provided a measure of protection. 

It follows then that rlcconrpensation in mitral steno¬ 
sis is e.sscntially right heart failure and not left. 

With the establishment of more normal mitral 
valvvrlar mechanics by surgery, the left ventricle 
can resume its fundamental role of maintaining 
total circulation effectively. Thus, if one must wait 
in mitral stenosis for numerous bouts of congestive 
failure to occur {not recommended), these patients 
may still he salvaged to a high degree, mainly be¬ 
cause of the highly effective action of the left ven- 
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once surgery has been performed, these patients 
must not be sent out into the world to fend for 
tltemse ves medically speaking. They need carefd 
medical advice and management indefinitely for 
the future. Even in those patients who liave ob¬ 
tained the best hemodynamic response at the time 
of surgery, one must appreciate the fact that the 
left ventricle for years has been taxed to its utter¬ 
most and now needs intelligent careful support for 
its remaining lifetime. 

To recapitulate then: When the nature of the 
pathology in aortic stenosis is fully appreciated, 
when the physiological and myocardial effects of 
this patlmlogy are recognized, when the patient is 
referred for surgery prior to left -v'entricular failure, 
and when surgery is performed by a swift and 
simple technique, then, and only then, will pa¬ 
tients suffering from this most difficult of all stenotic 
valvular lesions be given tlieir best chance for sur¬ 
vival and maximal functional improvement. 

Conclusions 

Acquii'ed aortic stenosis is more resistant to med¬ 
ical or surgical treatment than any of the other 
stenotic valvular lesions, by virtue of its inherent 
pathological and physiological derangement. There 
is a practical and workable classification for the 
recognition of this disease complex. For the lowest 
mortality and tire best functional results, surgery 
must be performed before cardiac decompensation 
(in this instance left ventricular failure) has oc¬ 
curred. 


tricular m\'ocnrdium. This pattern has pervaded the 
physician’s thinking and has acted as a model for 
the reference of all I'ah'ular patients for surgery. 
The delay and u'ait for the signs and symptoms of 
decompensation is the greatest single factor ac¬ 
counting for the poorer results obtained in the sur¬ 
gery of aortic stenosis. 

It must be realized and repeatedly emphasized 
that from the very beginnings of aortic stenosis the 
brunt of the obstructive effect is absorbed by the 


Transventricular aortic commissurotomy by pres¬ 
ent-day improved techniques carries a minimal 
mortality (5%) and provides functional improve¬ 
ment in approximately 70% of patients properly 
selected and referred for surgery before die myo¬ 
cardium of the left ventricle has failed. The ulti¬ 
mate surgical objective is to replace die diseased 
aortic valve by a suitable prosthesis, widi use of 
open, direct vision techniques. That day has not 
arrived, and until it does the patient AVilJ best be 


left ventricle itself. It follows, therefore, that when 
the patient with aortic stenosis shows signs of de¬ 
compensation his cardiac failure means left ven¬ 
tricular failure. One cannot wait in aortic stenosis 
until pulmonary congestion or frank congestive 
failure has developed, for myocardial reserve will 
tlien be all but gone. This distinct difference be¬ 
tween the effect of mitral stenosis and aortic steno¬ 
sis must be appreciated to tbe fullest before patients 
suffering from the latter condition will receive 
their best possible chance for survival and improve¬ 
ment. One has only to appreciate the fact that 17 
of the 19 operative deaths in this series were in 
patients who had already experienced left ven¬ 
tricular failure to comprehend that new and real¬ 
istic criteria must be established if these people 
are to be given a fighting chance. Furthermore, 


served by conservative, instrumental, split-dilata¬ 
tion methods. 

269 S. 19th St. (Dr. Glover). 
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FACTORS IN THE DECLINE OF MATERNAL MORTALITY 

Milton D. Klein, M.D, 

and 

Jacob Clahr, M.D^ New York 


Obstetrics has shared fully in tire advances made 
in medicine and surger\’ during the last 12 years. 
The marked reduction in maternal mortality' during 
this period is sufficient eridence to substantiate this 
statement. Maternal death rates in the United States, 
in the cih' of New York, and in the count}' of the 
Bron.x have shown a steady decline from 11.6 per 
10,000 live births in the United States, 12 in the cit}' 
of New York, and 16.3 in Bron.x Count}' in the 
year 1946 to 5 per 10,000 live births in the United 
States, 6 in the cit}’ of New York, and 7 in Bronx 
County for the year 1956 (table 1). 

The figures for Bronx Count}' are approximately 
2580 higher than those for tlie United States and for 
New York City. This is due to the fact that the 
Maternal IVelfare Committee of the Bronx County 
Medical Society in computing the maternal mortal¬ 
ity includes deaths from all causes u'hether they be 
direct, indirect, or nonrelated. The National Office 
of Ifital Statistics of the United States and tlie 
Bureau of Records and Statistics, New York City 
Department of Health, are more selective.' They 
e.xclude such causes of deatlis as anesthesia, cardiac 
disease, transfusion reactions, homologous serum 
jaundice, lou'er nephron nephrosis, and nonrelated 
diseases. The importaiit fact, however, is the dou'n- 
ward trend in maternal mortalih' in all these areas. 

We feel that there are many specific factors re¬ 
sponsible for this improvement. IVe were therefore 
interested to learn what they were and how they in¬ 
fluenced the leading causes of maternal deatlis. 
For this information the record of even,' woman 
dying in Bronx County between 1946 and 1957 was 
reriewed, pron'ding she was pregnant or died irith- 
in 90 days of the teimination of such pregnancy, 
regardless of cause or method of tennination. These 
deaths were dmded into six-year study periods for 
the purpose of comparison. During this inten'al 
there were 2.54,249 live births and 303 maternal 
deaths. 

Infection 

Although infection accounted for only 10.2% of 
all maternal deatlis, it showed the greatest reduction 
in maternal mortalit}' during the past six years. The 
discover}' of penicillin by Fleming about 15 years 
ago ushered in the era of antibiotics. Toda}’, in ad¬ 
dition to penicillin, there are xride-range antibiotics 
which enjoy immense popularity tliroughout the 
United States. Witli the availability of tliese drugs, 
tliere has occurred a marked decline in maternal 


From the Bronx County Medical Society, Committee for Maternal 
Welfare. 


Numerical data from fhe United States as 
a whole show a decline in the maternal death 
rate (per 1 0,000 live births) from 11.6 in 
1946 to 4.0 in 1956. The figures for New 
York City and Bronx County show a com- 
parable decline. A detailed study of the 
Bronx data has been made in order to 
identify the areas in which obstetrics has 
made its greatest odvonces and those on 
which attention should be concentrated in 
the future. Infection has shown the greatest 
reduction in maternal mortality rates, but it 
is still a leading cause of death because of 
the persistence of criminal abortion. There 
has been significant reduction in mortality 
from hemorrhage, heart disease, and anes¬ 
thesia. The reduction of mortality from toxe¬ 
mia has been gradual over a period of many 
yeors, but further improvement must await 
the discovery of the cause of toxemia. Oxy¬ 
tocin therapy has facilitated the solution of 
some difficult obstetric problems, and cesar¬ 
ean section has displaced a number of 
dangerous manipulations. Improvements in 
the teaching of obstetrics, the control of 
labor, and the facilities in hospitals should 
lead to still further reduction of maternal 
mortality. 


mortality. Thus, in Bronx County, deatlis from in¬ 
fection have decreased 80% during tlie second study 
period 1952-1957 (table 2). Were it not for the 
large number of deaths due to infection from crimi¬ 
nal abortion (table 3), which often do not respond 
to tlie antibiotics, infection would be eliminated as 
a leading cause of maternal death. 

The antibiotics have been used with success as a 
prophylaxis in patients iritli prolonged labor and in 
patients iritli premature rupture of the membranes. 
As an adjunct to the antibiotics, blood transfusions 
have also helped to reduce the number of deaths 
from infection. We must never forget tliat hemor¬ 
rhage and infection go hand in hand; infection often 
ensues where hemorrhage has not been adequately 
treated or controlled. 

Recent progress in obstetric physiolog}' has led 
to new concepts in treatment of uterine inertia. The 
judicious use of a diluted intravenous drip of ox}'- 
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•iftcr careful elimination of fctopclwcdhprVort^^ 65% per 10 000 live births (table 

!.aa decreased the incidence of long laSTS; ' f LI f T” ® i» 

mstrnnrcnt deliveries, and the nun® ,or of ce“ sS aneSfesriS* nT " 

sections. Thus an important source of predisposing "Siock" after 1952 f fo'lTTlo° * 1 ”? 

camses of infection lias been eliminated. madepotSe®® ftfcitoel "trof 

orT.ter”’''™*'^ ‘T section of the low- stetrici.in and anestbetist The former has dese! 

cr utonne segment and the introduction of tlie e.v- oped ;i greater interest in this subfect because oF 

traperitoncal operation have lessened tlic risk of the demands made on him by his patients. He lias 

.. ,n become familiar with the indications as well as tk 

’ i/L t v?" S r for dangers of the various agents used. Together ivilli 

fated SMC,, ^ cat t orf: aud Bronx Countu the anesthetist, he kequently discusses and derides 

l-flUfiiSinipa .NVu-York City iimnx County wliiol) type of anesthetic is best for his patient. 

Ill Each patient is therefore given individualized treat- 

. i].o j, jf.g ment. Pudendal and saddle block are common 

. practice today whenever a patient requiring anes- 

w-.t'’.’.'.'.'.''.'.'.'."'.'’.'.’.' S I JI'* ^hesia has been admitted with a full stomach. Thus 

vxe . r,!p fi j, o _ the dangers of general anesthesia have been les- 
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innim!!!!!’!!!! i-ln n io The number of qualified individuals who admin- 

. 4.0 r. 7.2 ister anesthesia has increased in Bronx County 

.■.. ••■* since 1946. These trained personnel not only are 
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abdominal delivery. The reinforcement of the lower 
segment operation with antibiotics has created 
some doubt in many minds as to the importance of 
the latter type of operation. Because of the rela¬ 
tive safets' of cesarean section, the incidence has 
increased markedly. From 1943 to 1955 the propor¬ 
tion of deliveries bjf cesarean section rose by 70% 
in New York City." D’Esopo has shown that the 
increased incidence of cesarean section has resulted 
in less trauma to mother and baby without sacrifice 
of maternal lives. 

Anesthesia 

In the past six years, anesthesia has become one 
of the most discussed problems in obstetrics. Spinal, 
epidural, and caudal, as well as local and general, 
anesthesia hav'e become available to the obstetrician. 



Shc>clc CoTIk^is^ Arrest 


Fig. 1.-Causes of deaths due to anesthetics and compari¬ 
son of mortality {period 1 with period 2). 


Table ^..-Decrease rn Maternal Mortality Among the 
Leading Causes of Maternal Deaths 


Mntcrniil Mortality per 


C<iu.‘-c of Deaths Wto-iorn 


Infection . l-’* 

.\ncsthe«lii . I-ll 

Toxoniln . la 

Honiorrluij;e. 

Heart dl.sca.“c. la 


1,000 Lire Births 

■A --—---- 

laSl-WST Decrease, % 
0.3 

O.fl '*•’ 

0.03 4.’; 

1.9 24 

1.1 2 ’ 


Each lias definite indications and advantages, thus 
permitting a choice of various anesthetic agents. 
The progress in obstetric analgesia is linked with 
advances in pharmacology and new techniques m 
^DGStllCSi^' 

Deaths from anesthesia in Bronx County were 
responsible for 8.2% of all maternal deaths. In the 
past six years, the maternal mortality from this 


qualified in die mechanical phase of giving an an¬ 
esthetic agent but also are capable of recognizing 
and coping with any of the complications arising 
therefrom. Many deaths from cardiac- arrest have 
been averted by an alert anesthetist and a quick¬ 
acting surgeon. Unfortunately, there is still a short¬ 
age of trained anesthetists for “all-around-the-ciocK 
anesthesia. The utilization of modern equipment 
and the availability of recovery rooms staffed with 
trained personnel have also played a prominent role 
in the reduction of maternal deaths from anesthesia. 


Toxemia 

Sastman ^ has shown that the maternal mortality 
in toxemia in the United States from 1935^ 
12 has decreased from 12.7 deaths 
? births to 2.3. Toxemia, which has accounted tor 
% of all deaths in Bronx County, has shown 
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43% decrease in mortaliU' per 10,000 live births in 
die past six years (table 2). The greatest improve¬ 
ment was seen in eclampsia (table 3). 

We believe this decline was due to several fac¬ 
tors. Advances in renal physiolog)% biochemistry', 
and pharmacolog}' have enabled us to change our 
concept of the toxemias and thus improve our ther¬ 
apy. We have gone a long way' since the day's when 
die Stroganoff method was the treatment of choice. 
We have come to look on the fundamental altera¬ 
tions in the physiology of eclamptogenic toxemia as 
arteriolar spasm and on the metabolic disturbances 
as progressive retention of sodium wth resulting 
accumulation of tissue fluid. 

As recendy as 10 y'ears ago, no reliable agent was 
available to combat vasoconstriction directly' and 
effectively. Within the past few y'ears, several effect¬ 
ive hypotensive agents have become available and 
have been classified according to dieir site of ac¬ 
tion. Thus, we have the centrally acting agents, 
those which are autonomic blocking agents at the 
ganghonic level, those which affect the nen'e end¬ 
ings at the nemromuscular junction, and finally' die 
adrenoly'tic drugs which counteract the action of 
adrenal-like substances in the circulation.” Ex'idence 
points to the fact that no hy'potensive drug whose 
site is at or below the ganglion will be effective in 
lowering the pressure elevation of pregnancy tox¬ 
emias, Clinical reports diroughout the United States 
seem to favor the use of a combination of diese 
antiliy'pertensive drugs, since diey seem to counter¬ 
act each other’s side-effects while still shov'ing their 


Table 3.—Causes of Infection, of Toxemia, and of 
Deaths due to Heart Disease 


Cause 

Infection 

Abortion . 

Puerperal . 

Puerperal, septic pulmonary emboli. 

Extrauterine. 

Total . 

Toxemia 

Preeclatnpsia . 

Eclampsia . 

Vascular disease with «uperimpo«ed toxemia 

Total . 

I>eath5 due to heart disease 

Rheumatic. 

Hypertensive cardiovascular. 

Arteriosclerotic . 

Kyphoccoliotic .. 

Total . 


Period 

————-—\ 

1946-1951 1952-1957 

19 4 

3 3 

1 0 

0 1 

23 8 


14 S 

1 1 

17 11 

15 12 

3 0 

0 1 

0 1 

18 14 


complementary' action. These drugs have their 
greatest value in the prevention of hy’pertensive 
crisis and cerebrovascular accidents. 

Recently', chlorothiazide (Diuril) has been added 
to our armamentarium of therapeutic agents' and 
promises to be effective in die treatment of toxemia. 
Tliis drug has a direct effect on the kidney tubules, 
blocking the reabsorption of water and of electro¬ 


lytes. It thus has a potent diuretic action. Wilkins * 
^o believes that it has a unique hypotensive ac¬ 
tion. Control measmes for correction of metabolic 
disturbances have included restriction of sodium 
intake, ammonium chloride, cation exchange resins 
of the hy'drogen cy'cle ty'pe, and carbonic anhydrase 
inhibitors. Finally', more intelligent prenatal care, 
better nutrition, correction of anemia, and die hb- 
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Fig. 2.—Causes of deatlis from hemorrhage and compari¬ 
son of mortality (period 1 with period 2). 

eral use of magnesium sulfate for impending con- 
x'ulsive states have been effective in reducing tox¬ 
emic mortality'. 

Hemorrhage 

The most frequent cause of maternal death was 
hemorrhage, which comprised about 19% of all 
deaths. During the period between 1952 and 1957, 
deaths from this cause decreased 24% per 10,000 
live births in Bronx County' (table 2). This de¬ 
cline was primarily' due to the more liberal use of 
available blood. 

The basic treatment of hemorrhage regardless of 
cause is die admim'stration of blood. \^uth die estab- 
lisliment of blood banks throughout the United 
States, blood transfusions have become the most 
common form of hemotherapy. The routine deter¬ 
mination of the blood group, Rh factor, blood cell 
count, and hemoglobin level during die prenatal 
period has eliminated undue delay' in the adminis¬ 
tration of blood when urgendy needed. 

Uterine atony, always a common cause of hemor¬ 
rhagic death, declined more than 50%i (fig. 2). 
Besides adequate blood replacement, die use of 
oxy'tocin given intravenously' by drip mediod has 
often counteracted die uterine atony and thus 
helped to control blood loss. 

Deaths from ahruptio placentae have also de¬ 
creased appro.ximately 50%. This improvement was 
partly' due to better understanding of the underly¬ 
ing pathology' and the decrease in incidence of 
toxemia with which diis is frequendy' associated. 
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Once again, the availability of an ample supply of 
blood lias enabled the obsleU-ician to treat this con- 
ditjon comcrvalivdy. This type of treatment has 
}'ieldcd good results. However, where hemorrhage 
and shoc^' arc severe and the cend.v is still canalized 
and unaircclcd, cesarean section after blood trans- 
lusion seems to he the more conservative and safe 
pi’occdnre, 

Sitice placenta previa failed to show a decrease 
in maternal mortality, ivc must consider this a major 
obstetric problem. In our opinion, our death rate 
did not decline for three main reasons: (1) failure 
to perfonn cesarean section for tlie more dangerous 
type of placenta previa, (2) failure to use blood as 
a prophylactic against the effects of possible dan- 
gei oils blood loss and also as a vcjilacement for anv 
great loss, and (3) failure to e.vamine the patient in 
the operating room in preparing for immediate sur- 
gerw 

Traumatic rupture of the uterus, the leading 
cause of death from hemorrhage during 1946-1951, 
was not encountered during the second study pe¬ 
riod (fig. 2). This achievement was made possible 
by the realization that high forceps and version and 
extraction were not without danger. They have 
yielded wisely to cesarean section. 

Analysis of our deaths from ectopic liemorrhage 
shows an increase rather than a decrease in the 
past six years. Since 80% of tliese deaths occurred 
cither at home or on the way to the hospital, or 
shortlj' after arrii'al, the fault must be either with 
the patient for not seeb’ng earlier care or wth the 
physician who failed to recognize this condition. 

We have reason to believe that the increase in mor¬ 
tality in our series was largely due to tlie occurrence 
of ectopic pregnancy in the indigent and patients 
in the low-income grouj) who failed to seek early 
medical care. 

Blood coagulation defects which were unrecog¬ 
nized before 1950 became evident during 1954-1955 
(fig, 2). Acute afibrinogenemia has been reported 
ost frequently in instances of amniotic fluid em- 
olus, long-standing intrauterine death, and abrup- 
io placentae. The condition is now believed to be 
attributed to two possible causes: (1) the entrance 
of placental, pulmonar>’, or otlier diromboplastic 
substances in the circulation, thereby producing a 
diffuse precipitation of most of the plasma fibrino¬ 
gen, leaving the blood thereafter incoagulable and 
(2) the presence of fibrinolytic agents in the blood 
stream wliich prevent the formation of an adequate 
clot.® Unfortunately, under these circumstances, 
blood replacement alone may not be sufficient to 
combat hemorrhage effectively. The use of fibrino¬ 
gen therefore becomes essential. In our study, one 
of the deaths was due to a delay in obtaining tliis 
substance. At present, fibrinogen is stored in the 
blood banks of most hospitals and such deaths are 
considered preventable. In line with obstetric pi og¬ 
ress, the “clot observation test” has become a rou- 
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tine procedure in all pregnant patients admitted to 
le hospital m whom the above-mentioned condi- 
tions are suspected. Also, determination of fibrino- 
gen blood levels by the Schneider ® method or other 
methods IS important, not only to confirm fibrinogen 
deficiency but as a guide to therapy. As a result 
we bai'e had no deaths from this cause since 1955, 
In conclusion, blood banks, transfusions, fibrino¬ 
gen, intravenously given oxytocin, and intelligent 
use of cesarean section are some of the specific 
factors causing a decline in maternal mortality from 
hemorrhage. 

Heart Disease 

Jensen states that in the United States about 
1,000 maternal deaths from heart disease occur each 
year. It comprised about 10.6% of all our deaths, 
During the period 1952-1957 the mortality rate from 
tin's cause decreased about 21% per 10,000 Jive 
births over the previous six years (table 2). The 
causes of death from heart disease and their fre¬ 
quency of occurrence are shown in table 3. 

Until recently, maternal salvage depended on the 
following tlierapy; early recognition of the compli¬ 
cation; proper evaluation of the cardiac status; 
limitation of cardiac output by resti'iction of ex¬ 
cessive physical activity, adequate bed rest (pre¬ 
natal as well as postnatal), and restriction of sodium 
intake and excessive weight gain; administration of 
antibiotics and chemotlierapy for interem-rent in¬ 
fection; correction of antepartum anemia; and early 
recognition and prompt treatment of cardiac failure 
with digitalis and diuretics. Of utmost importance is 
hospitalization as soon as failure is discovered. 
These patients must not be permitted to leave the 
hospital until after a somewhat longer postpartum 
period. During labor, sedation is indicated and de¬ 
livery performed as soon as full dilatation is com¬ 
pleted in order to eliminate the second stage. A 
local anesthetic is the anesthetic of choice. Thera¬ 
peutic abortion is rapidly disappearing from tlie 
list of our therapeutic procedures. 

The most dramatic results, in the treatment of 
heart disease ii\ recent years have been achieved by 
surgery." Cardiac surgery has become practical 
due to newer diagnostic methods such as angio¬ 
cardiography and cardiac cadieteiization. Advances 
in anestliesia together with the development of the 
cardioscope have increased the safety of such 
surgery. 

Miti-al stenosis complicating pregnane}' Jjas 
always had a grave prognosis. Through surgicaJ 
means a select group of pregnant women with this 
malady can now be spared tlierapeuric abortion or 
complete bed rest diroughout pregnancy It is he- 
lieved that the ideal time for surgery is before the 
patient becomes pregnant. Howwer, Logan a 
Turner^® as well as Cooley and Chapman have 
reported successful results in patients who bad sw 
gery performed during die fourth month of g 
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tion as an alternative to termination of pregnancy. 
Only wntli the passing of time and the accumulation 
of a large series of patients having had a thorough 
follow-up utII we know the answer to the many 
questions now being asked about mitral 
missurotomy in pregnancy. 


com- 


General Considerations 

The declining factors in maternal mortalitj'^ men¬ 
tioned thus far have been of a rather specific nature. 
There are, in addition, certain general factors that 
have played an important role in lowering our 
mortalit)': education, modem hospital facilities, and 
better obstetric control. 

Education has ser\'ed both tlie physician and the 
patient to great advantage. The better “brand” of 
obstetrics practiced today is an outgrowth of our 
modem educational system. Our residency program 
and the American Board of Obstetrics and G\me- 
colog)f have laid the foundation for obstetrics as it 
is practiced tQda 3 ^ Superimposed on this we have 
' postgraduate instruction through maternal mortality' 
conferences and scientific sessions sponsored by na¬ 
tional organizations such as the American College of 
Obstetrics and Gynecolog)' and the American Com¬ 
mittee on Maternal Welfare. The various obstetric 
societies throughout tlie United States have also 
been a source of knowledge to the obstetrician. The 
sectional meetings of the American Medical Asso¬ 
ciation and those of the various state medical socie¬ 
ties have ser<'ed the general practitioner aS well as 
the specialist. 

Through the newspapers and magazines, radio 
and television, the Red Cross, and maternity center 
classes, the lay public has become aware of the 
importance of seeking early prenatal care as well as 
good medical care. Many patients have thus be¬ 
come obstetric-minded and have sought competent 
care. Modem hospital facilities, better equipment, 
recovery rooms, and blood banks have enabled the 
patient to receive a higher standard of maternal 
care. 

More rigid hospital rules and regulations pertain¬ 
ing to obstetric practice have been another safety 
device for the patient. Regulations pertaining to 
mandatory' consultation for patients in labor 24 
hours or more and for all first cesarean sections 
have increased the protection of the pregnant wom¬ 
an. The limiting of the performance of certain ob¬ 
stetric procedures and of the treatment of obstetric 
complications to qualified personnel only has re¬ 
sulted in superior practice of obsteh'ics. 


Comment 

Table 2 reveals that infection has shovm the 
greatest reduction in maternal mortality’ rates. Tliis 
is not surprising in \’iew of the effectiveness of our 
current antibiotics. Criminal abortion is tlie only 
reason for infection still being considered as a lead¬ 
ing cause of deatli. 


Progress in obstetrics has not been wthout cost. 
Anaphylactic shock, severe dermatitis, and bacterial 
strains have resulted from injudicious use of peni¬ 
cillin. Likewise, tlie misuse and abuse of blood 
transfusions have caused many fatalities. Four such 
deaths were noted in our series. A rapid increase 
in blood volume is known to precipitate cardiac 
failure and pulmonary’ edema among patients uath 
cardiac disease. Such an accident occurred in one 
of Our patients wth heart disease who received a 
transfusion rapidly’. Blood was also given to a pa¬ 
tient who developed “shock” after delivery’ wtliout 
emdence of bleeding. Autopsy’ showed tliat death 
was due to a pulmonary’ embolus and not to hemor¬ 
rhage. Deatlis also followed errors in tyqiing and 
cross-matching and the administration of the 
“wong” bottle of blood. If we are to share in tlie 
benefits of transfusions and avoid its complications, 
we must have a greater respect for the indications 
and tlie preparations involved in the administration 
of blood. We feel that blood transfusions should 
be given by one trained in the laboratory' proced¬ 
ures and clinical aspects of blood and its diseases. 
The obstetrician and anesthetist cannot and should 
not divert their attention from the patient for this 
purpose. 

The reduction in maternal mortality’ from hemor¬ 
rhage, toxemia, and heart disease has been gradual 
over a period of many y’ears. The obstetrician has 
repeatedly emphasized their dangers and pitfalls. 
The improvement in anesthesia, however, has been 
more recent and more rapid. In 195.3, we reported 
an increase in number of deatlis from anestliesia in 
Bronx County' from 2% between 1940 and 1945 to 
9% of the total mortahty’ in the following six-y'ear 
period. Since tlien tliere has been a decrease in 
mortality’ of &5% per 10,000 live births. Anestliesia, 
being the most recent leading cause of death, was 
somewhat neglected in the past. Even at tlie time 
of ivTiting, the National Office of Vital Statistics 
of the United States and the Bureau of Records 
and Statistics, Department of Health, City’ of New 
York, do not list anestliesia among the causes of 
maternal deatlis. As anesthesia came into its oil’ll 
as a specialty', numerous publications soon appeared 
in the literature and the importance of this subject 
came to the foreground. Simultaneously’, studies 
by the various maternal mortahty’ committees have 
also emphasized the complications of anesthesia 
that may occur in the pregnant patient. Thus the 
obstetrician has been alerted to its dangers. The 
combined efforts of both the obstetrician and the 
anestlietist have helped to reduce the number of 
deaths from tliis cause. 

As for heart disease in pregnancy’, since surgery’ 
concerns itself with a very’ small select group of 
patients only’, tlie salvage of most pregnant patients 
wth cardiac disease depends on nonsurgical meas¬ 
ures. As BunveU ” so ii’isely states, “The manage¬ 
ment of heart disease in pregnant women is seldom 



a problem of the use of digitalis or diuretics. It is a 
matter of the prevention and control of congestive 
phenomena by understanding and controlling the 
total burden of the heart.’* ^ 

Toxemia lias slumm a decrease in mortality even 
before the introduction of the antihypertensive 
drugs. This no doubt has been due to impro\'cd 
prenatal care and better understanding of the value 
of suc/i care by the patient. The hypotensive drugs 
arc not a panacea for all to.vemias. Their greatest 
value at i?resent is in prc\'enling hypertensive crisis 
and cerebral accidents. Their use'should therefore 
be limited to the .severe type of to.vemia rather than 
the mild or incipient variety. 

Fuithei improvement in movtahty must await 
the di.scovcry of the cause of toxem'ia. Until such 
time our only hope is a rational therapeutic ap¬ 
proach based on the concction of disturbed physi- 
ology and metabolism, the control of com'uhsions, 
and the proper timing of termination of the preg- 
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mortality. Although many problems still renimn 

d^rf optimism toward 

decade that now lies ahead for their solution, 

1882 Grand Concourse (57) (Dr. Klein). 
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N onspecific URETHRinS.-The disease, or group of diseases, kno\vn as 
non-specific urethritis ... is very common and appears to be increasing in 
incidence. In spite of much investigation, its cause is still unknown. The 
evidence for the view that it is a venereal disease is strong, but by no means con¬ 
clusive. Final proof will depend upon discovery of the causative agent. Clinical and 
epidemiological histories obtained from 200 cases of non-specific urethritis were 
compared wdth similar data from an equal number of cases of gonorrhea. It was 
confirmed that in many ways the two diseases behave very differently. In par icu ar 
the relationship between e.xtramarital sexual exposure and onset of the isease va 
less definite among patients with non-specific urethritis. There was no evi ence 
the use of alcohol, locally applied chemicals, or contraceptives, or die previou 
administration of antibiotics played any part in the aetiology of the J' ' 

Boyd, G. W. Csonka, and J. K. Oates, Epidemiology of Non-specific Urethritis, 

British Journal of Venereal Diseases, March, 1958. 
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CYTOLOGICAL SCREENING FOR UTERINE CANCER THROUGH 

PHYSICIANS’ OFFICES 

REPORT OF 65,163 WOMEN EXAMINED OVER A PERIOD OF TEN YEARS (1947-1936) 

Paul Calabresi, M-D., Norma V. Arvold, B.S. 
and 

William D. Stovall, M.D., Madison, Wis. 


The value of the cytological technique in the 
early detection of uterine cancer needs no con- 
firmation.' However, as often happens when a 
more sensitive test of disease is uncovered, new 
challenges confront the medical profession. 

Tlie increased opportunity to discover in situ 
carcinoma of the cervix in asymptomatic women 
of the reproductive age group has brought urgent 
need for better characterization of the relationship 
of this lesion to invasive cancer. Another problem 
to be solved is how to e.xtend the necessar)’ facili¬ 
ties to make tliis procedure readily available to all 
adult women, particularly those residing in areas 
removed from the larger medical centers. 

It is the purpose of this paper to report the find¬ 
ings for 65,163 women whose vaginal smears were 
examined at the Wisconsin State Laboratory' of 
Hygiene over a period of 10 years (1947-1956), 
rvith special emphasis on the above-mentioned 
problems. It is also hoped tliat this study will sers'e 
as a base line for comparison rvitli subsequent work 
of this nature in this geographical area. 

Materials and Methods 

Upon request, the State Laboratory' of Hygiene 
provides for any physician, clinic, or hospital in 
Wisconsin complete kits with the necessary equip¬ 
ment to collect vaginal smears and return them b>' 
mail (fig. 1). Each kit is comprised of two tele¬ 
scoping cardboard mailing containers, a data sheet, 
a labeled screw-top jar containing 95% ethanol, two 
glass microscope slides, a 6-in. curved-tip glass 
pipet, and a suction bulb. Detailed instructions are 
included for the collection of a sample from the 
vaginal pool and one from the cerv'ical os. Return 
postage is prov'ided b>' the individual physician. 

Smears were stained by the method of Papani¬ 
colaou “ and examined by the cytology staff trained 
in tlris laboratory'. All non-negative cases have been 
reviewed by at least two of us. Reports were sent 
directly to the referring physician. An "aty'pical” 
reading was accompanied by' a request for repeat 
smears; “suspicious” or “positive” interpretations 
indicated tlrat biopsy' was required for definitive 
diagnosis. Tissue diagnoses were obtained from the 
pathologist to whom the biopsies were submitted 

From Ihe State Laboratory of Hygiene and the Department of Medi¬ 
cine, Universit>* of Wisronsin Medical School. Madison, and the Field 
Investigations and Demonstrations Branch of the National Cancer Insti¬ 
tute, Bethesda, Md. 


If the cytological screening test is to be 
used for the defection of cancer in ap¬ 
parently normal persons, a thorough under¬ 
standing of the significance of the in situ 
lesion is imperative. The experiences with 
large unselecfed populations and with re- 
screenings in women having a previous nega¬ 
tive smear indicate a preponderance of 
carcinoma in situ. Reporting as an atypical 
finding the presence of norma/ glandular 
cells in smears of postmenopausal women 
may be of assistance in the detecting of 
adenocarcinoma of the endometrium. False¬ 
positive reports, if measured by negative 
biopsy diagnosis, were at most 9.3 %. By 
use of a complete kit sent directly to the 
physician it is also feasible to reach a large 
rural population solely on a "mail-order" 
basis. A notable advantage of this system 
is the lack of infringement on the "doctor- 
patient" relationship. 


and, whenever possible, also examined by one of 
us. Many tissue specimens were sent directly to 
our histopathology' laboratory'. 

Tire total number of women in the state (exclusive 
of Milwaukee County'), 20 years of age or older, 
varied from 785,000 to 832,000 for tlie period 
studied (table 1). Since the purpose of this service 
has been to reach rural areas devoid of local facili¬ 
ties, the acceptance of specimens from Milwaukee 
County' and other areas where private cytology' 
laboratories are operating has been discouraged. 
The investigative uterine cerx'ical cancer study re¬ 
ported here includes patient information and cyto¬ 
logical findings of the cy'tology' program which 
originated several years earlier as a public serx'ice 
by' tire State Laboratory' of Hy'giene. 

Findings 

General Obsercations.~A progressive increase in 
total number of new women examined was ob- 
serx'ed, particularly in recent years (table 1). MTiile 
tlris is further documentation of the increasing rec¬ 
ognition of the value of this test, it also signifies 
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hat It IS feasible to reach a large rural population 
solely on a mail-order” basis. A notable advantage 
of tins system is the lack of infringement on the 
doctor-patient relationship. 
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Figure 2 indicates diagrammatically the outcome 
of all the cases studied. It will be noted that the 
false-positive reports, if measured by negative 
biopsy diagnosis, were at most 9.3%. It is well rec¬ 
ognized that single or even multiple punch biopsies 
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may often not reveal samples of a microscopic 
lesion and hence fail to confirm a positive cytology 
report. 

An estimate of the true number of false-negative 
reports cannot be made from tiiese figures. How¬ 
ever, a review of the histological classification of 
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die neoplasms encountered reveals that propoi 
bonately a larger percentage of adenocarcinoL 
ot the corpus were missed (table 2). The elusive¬ 
ness of this tumor to cytologica] deteebon lias fre¬ 
quently been reported." It is of interest in this re¬ 
gard tlrat approximately 25% of the histologically 
confirmed malignancies on both first and second 
screenings were adenocarcinomas of the endome¬ 
trium. pis is a higher number than has been re¬ 
ported by other centers." Althougli selection may he 
partly responsible for this difference, particularly 
in tile first screening, another reason worthy of con¬ 
sideration may be the interpretation given to nor¬ 
mal glandular cells in smears of postmenopausal 
women. In tin’s laboratory such a finding is reported 
as follows: “glandular cells normal in appearance 
but abnormal in presence are observed," and we 



Fig. 1.-Equipment for collection of vaginal and cervical 
cytology smears. Double mailing tube, not shown here, is 
also included with each kit. 


recommend close follow-up with smears or curet¬ 
tage as indicated. Hu’s practice is in keeping vp 
Papanicolaou’s views “ and has been responsible 
for correct diagnosis in many of our cases. 

Figure 3 emphasizes the value of vaginal cytology' 
in discovering carcinoma in situ of tire cer\a\. 
Three-quarters of tire confirmed cases of tin’s lesion 
were not clinically detectable. The opposite rela¬ 
tionship was evident for invasive cancer. 

mstopathologij Data.-lt is customary in tins as 
well as in other laboratories to confirm by h 
diagnosis all suspicious and positive t 

ports. This is good clinical practice and has been 
value also in evaluating tire reliability of tire sm^ 
technique. Moreover, the number of biopsies p 
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formed represents an important index of interest and 
cooperation of the participating physicians. It is sig¬ 
nificant that, of 814 biopsies requested, in nearly 
907o (726 cases) a tissue diagnosis was obtained. 
Reports on 2,448 unrequested biopsies were also 
received. In all, approximately 5% of the women 
studied are knoum to have had tissue examination. 
The histological classification of all the neoplasms 
reported appears in table 2. Abnormal or malig¬ 
nant cells were encountered in smears from a va¬ 
riety of genital neoplasms. In addition, malignant 
cells from two cases of intraperitoneal carcinoma 
without pehuc metastases presumably found their 
way into the fallopian tubes and were obseiv'ed on 
the slides. 

Prevalence Rates.—A progressive fall in yearly 
prevalence rates for all malignancies combined was 
obser\'ed (table I). For the follo\wng reasons it 
appears reasonable to conclude that the obsen'ed 
decrease is an indication that more physicians in 
this state are using the test on asjTnptomatic 
v;omen rather than on those with suspected lesions 
as in the earlier years. The total number of smears 
received has increased. Tire population involved is 
largely devoid of Negroes or Jews and, being pre¬ 
dominantly nmal, has tended to remain relatively 
stable. The average age of 100 randomly selected 
women per year has remained constant (table 1). 
First screenings only are included in these figures. 
Finally, personal communication with many of tlie 
physicians and the case histories accompanjing 
the smears have confirmed this impression. 


Nieburgs’* figure of 4.2 per 1,000 in 16,604 white 
women. Furthermore, a breakdown of our figtues 
for in situ and invasive carcinoma (table 3) reveals 
a greater proportion of the latter. This is contrary' 
to the experience of the other investigators who 

Tabix S.—Comparison of Cervical Cancer Rotej in Firit 
Tico Screenings of Three Populafion Studies 
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studied unselected populations. It seems likely, 
therefore, that a certain amount of selection was 
exercised by the physicians taking the smears. As 
noted above, this was more evident in the earlier 
years covered by this study. Tie reported rates for 
carcinoma in situ, however, are of the same order 
of magnitude in Memphis,Floyd County,' and 
Wisconsin. Because this is usualh' a microscopic, 
asymptomatic lesion, tlie effect of selection is small, 
and probably these figures represent reasonably 
accurate estimates of its prevalence in the popula¬ 
tions studied. 

Second Screenings.—A total of 9,111 women were 
rescreened after a period of not less than 10 months 
from the original negative examination. Smears 


CYTOLOGIC 

REPORT 


CLINICAL OR 

BIOPSY 

FOLLOV*-UP 


FINAL 

OIAGHOSIS • 



Fig. 2.—Present status of women studied. Cytological interpretation in afi instances is on basis of first smear obtained. 


For epidermoid (squamous cell) carcinoma of 
the cervix only, our prevalence rate of 8.3 per 1,000 
is higher than tliat reported by the investigators ■** 
at Memphis in a population wliich included a large 
segment of Negroes. In a noncolored population 
this rate appears high as compared, for instance, to 


leading to a positive tissue diagnosis were reported 
in 23 cases. Ten of these were carcinoma in situ and 
four were invasive epidermoid carcinomas of the 
cervix. The remaining nine cases were made up of 
six adenocarcinomas of the endometrium, two ade- 
noacanthomas, and one orarian carcinoma. 
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Il is recognized that these figures are probably 
too small to be statistically significant and that a 
determination of more accurate incidence rates 
must await adjustments for age and interval be¬ 
tween screenings. Furthermore, the rates resulting 
from the second screening will usually include a 



yijT, 3,—Value of vaginal cytology in revealing clinically 
undetectable squamous neoplasms of ccr\'i,v. Only cases witli 
adequate history arc included. 
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smear indicate a similar preponderance of carci¬ 
noma in situ. It is evident that, if this test is to be 
employed for the detection of cancer in apparently 
normal individuals, a tliorough understanding o[ 
the significance of the in situ lesion is impera¬ 
tive. 

In the study of the pathogenesis of cervical car¬ 
cinoma in humans, tlie following two general ap¬ 
proaches are being used: (1) the prospective’or 
retrospective ® study of the lesion in the individual 
patient and (2) the study of the life history of tbe 
disease in a population by means of prevalence and 
incidence rates. A critical analysis of these ap¬ 
proaches as well as a method for providing die nec¬ 
essary population data have been reported by 
Dunn.® The answers to this problem are not yet 
available. However, while still controversial, a 
strong case can be made for tlie acceptance of 
inti’aepithelial carcinoma as -a stage in the develop¬ 
ment of invasive cancer of the cervix. 

Tire respective age distributions of rates observed 
for patients with these lesions, in this study (fig. 5) 
and as reported by otlier investigators,’’ are very 
suggestive of this relationship. The preliminary 
analysis reported on the data obtained for the sec¬ 
ond screening of populations witli negative first 
smears reveals drat a much greater proportion of 
die newly developed cervical neoplasms are car¬ 
cinomas in situ. This is what would be expected 
if tliis stage were the preceding step to invasive 
cancer. Additional studies will be required to de- 
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National Cancer Institute. The results of this inves¬ 
tigation, when combined \\nth those of other par¬ 
ticipating centers, should provide the necessar>' 
data required to answer some of the questions 
regarding the etiology and pathogenesis of uterine 
carcinoma. 

Summary 

The salient cytohistological findings have been 
studied in 65,163 women who had vaginal smears 
taken by their local physicians over the last 10 
years in the course of an office visit. A combined 
public service and population study has been suc¬ 
cessfully conducted on a large scale, in predomi¬ 
nantly rural areas, completely on a “mail-order” 
basis. Excellent biopsy and clinical follow-up was 
obtained, and 9,111 patients returned for repeat 
screenings. 



Fig. 5.—Distribution of three types of uterine neoplasms 
illustrating age relationship of squamous cervical lesions and 
postmenopausal character of adenocarcinoma of fundus. 
Adjustment for number of women actually e.\amined in each 
age group was made on basis of 3,000 randomly selected 
cases. 

The presence of a significant degree of selection 
in the smears obtained was indicated by particu¬ 
larly high prevalence rates for invasive cervical 
cancer. More recently tire trend has been to screen 
greater numbers of asymptomatic women, rvith a 
concomitant decrease in percentage of total malig¬ 
nancies detected and a relative increase in number 
of intraepithelial carcinomas discovered. 

Reporting as an atypical finding the presence of 
normal glandular cells in smears of postmenopausal 
women may be of assistance in improving the de¬ 
tection of adenocarcinoma of tire endometrium. 


The relationship of in situ to invasive carcinoma 
is an important problem. In the light of the 
available information, our data are consistent with 
the concept that the intraepithelial lesion is an early 
stage in the development of invasive epidermoid 
(squamous cell) carcinoma of the cershx. 

1300 University Ave. (6) (Dr. Stovall). 

Miss Anne Baranovsky, of the Field Investigations and 
Demonstrations Branch of the National Cancer Institute, 
aided in making the statistical analysis^ in this study. 
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OPTIMUM SPACING 


Sept20,19oS 

OF REPEAT FOLLOW-UP PAPANICOLAOU SMEABS 

Beverly Schulz, B.S., David J. Carlson, M.D. 
and 

Edward A. Birgc, M.D., Milwaukee 


In 19-13 1 apanicolaou and Traut ‘ publislieci (heir 
monograph on the diagnosis of cer^'ica) carcinoma 
by the study of exfoliated cells in vaginal secre¬ 
tions. Tlic applicability and reliability of this tech¬ 
nique in the diagnosis of carcinoma of the cervix, 
paiticularly in the early stages, has been confirmed 
by many authors.^ Knowing that this method could 
be nscci for detection and diagno.sis, many workers 
lia\’e wished to use it as a routine screening test for 
cancer. Some entiuisiasts have advocated that it be 
used on all women at interv'als of ever}' six months. 
More recently an interval of one year has been pro¬ 
posed. The technical problems that would arise, if 
these recommendations were univ'ersally applied to 
the vast number of women in file United States, 
would be overwhelming. E\^cn if cytological studies 
are made only once every 12 months, shortages of 
personnel alone make the plan impractical. 

Most of the reported studies have been statistical 
rex'ieu's to determine the \'alue of cytology for the 
diagnosis of cer\'ical carcinoma. In a few instances, 
the fate of the patient witli an initial negative smear 
has been studied. ^Veese ’ makes the statement that 
206 patients in his series had two or more cytologi- 
ca! examinations over a three-and-one-half-year 
period. During the period of study no patient ini¬ 
tially reported as normal subsequently developed 
carcinoma of the cervix. Nieburgs and co-workers 
re-examined 4,182 women who had negative Payia- 
nicolaou smears initially; 3.5 per 1,000 were subse¬ 
quently found to have “carcinoma in situ” after an 
average observation period of 25 months. We have 
recently analj'zed our own cases to determine the 
clinical course of patients whose initial smears were 
negative. 

Our observations and evaluations are based on 
15,389 consecutive cases seen during a three-year 
period. Our discussion is limited to cases of primary 
carcinoma of the cervix. Approximately 65% of our 
cytological examinations are repeat studies. This 
includes repeat studies after initial abnormal 
> smears, as well as repeats with an initial negative 
cytology. 

The cytological service at Milwaukee Hospital 
was begun on a trial basis in 1949. Some patients 
have been followed j'early for five or more years. 
This study, howev'er, covers only our experience 
during the years 1954, 1955, and 1956, selected pri¬ 
marily because records are most complete during 
that period. These cases represent the private pa¬ 
tients of the staff of Milwaukee Hospital (a non¬ 
profit, private, 300-bed general hospital with a 
closed medical staff). The patients come from the 

From tlie Milwaukee Hospital. 


The results of 15,389 cytological exam¬ 
inations for carcinoma of the cervix uteri 
have been analyzed for the purpose of 
deciding how frequently such tests should 
be repeated. Approximately 65% of the 
examinations were repetitions on the same 
women, since the group represented a small, 
relatively constant segment of the population 
closely watched over a period of years. In 
four cases there was a conflict of findings, 
but with that exception the authors found 
only a single patient who, having had initially 
normal smears, exhibited cytological ab¬ 
normalities at subsequent examinations. The 
data showed that periodic cytological exam- 
I ination yields diminishing returns and that 
new cases generally represent the introduc¬ 
tion of new members into the group. The 
evidence led to the conclusion that lengthen¬ 
ing the interval between cytological exam- 
j motions to two years will not appreciably 
[ increase the risk to the patient if pelvic 

I examinations are done at the same time. 


middle class and are of moderate or average cir¬ 
cumstances. It has become tire practice of the gyne¬ 
cologists at Milwaukee Hospital to routinely obtain 
cervical scrapings or vaginal secretions for cytologi¬ 
cal study on all new patients seen by them in their 
offices. They also routinely repeat cytological 
studies whenever a patient returns for her periodic 
physical examination at intervals that may varj' 


From six months to hvo years. In most cases we 
receive two slides in the laboratory. Usually both 
of these are cervical smears. Some of the gynecolo¬ 
gists take one smear from the cervix and one from 
the vaginal pool, A few rely entirely on smeaK 
prepared from material in the vaginal pool. 

We report our smears witli a modified Papani- 
colaou grading system. Smears are called negative, 
atypical, suspicious, or positive. The negative re¬ 
port is self-explanatory. An aty'pical report indi¬ 
cates die presence of abnormal cells which we do 
not believe are neoplastic; repeat smears, however, 
are recommended witiiin one to six months, n < 
suspicious smear we feel that the abnorma ce 
are probably neoplastic. What the physician does 
is left to him; but a shaip knife conization is reco 
mended. A positive smear indicates that the la 
oratory believes that the patient has earn 
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until proved other~svise. Histological confirmation 
by biopsy or conization is considered imperative 
by us. 

The relationship between tliis laboratory and the 
practicing physician who sends cytological smears 
to it for examination has been so close that prob¬ 
lems of follow-up and treatment are minimal. Over 
the years we have been able to follow 90% of the 

Table 1.—Age of Patient When Cervical Carcinoma 
Was Diagnosed 

Patient*? 

Ace Xo. “ic 

.. 1 1.4 

. 10 12.5 

.. 13 16.2 

. 22 15.0 

. 13 16.2 

. 31 3S.7 

TotsU . SO 100.0 

patients who received a cytological diagnosis of 
suspicious or positive. Of those patients who re¬ 
ceived diagnoses of “at>’pical,” 51..5% have been re¬ 
examined. Since our study has been drawn entirely 
from private patients, follow-up studies are avail¬ 
able not only on the known abnormal but also on a 
great many of the normal patients. Because of the 
liaison beh\'een physicians of metropolitan Mil¬ 
waukee, it is also possible to follow the course of 
these women, even into other hospitals and other 
laboratories. During the period of this study, only 
two cases of unsuspected cervical carcinoma have 
been found in 1,654 hysterectomies performed for 
various reasons. Neither of tlrese patients had had 
c34ological studies. 

The patients in this studx'' represent a small, rela¬ 
tively constant segment of the population which 
has been closeb' watched over a period of j'ears. 
Our experience, similar to that of many otliers, has 
been that carcinoma of the cervLx appears relatively 
early in life (table 1). If this obsen'ation is correct, 
one would expect diminishing returns from restudy¬ 
ing die same segment of population. This also 
appears to be true (table 2). 

Table 2.—Incidence of Proved Cervical Carcinoma 

Putiontp with Carcinoma 
Scrc!'iie(i Xo. S;. 


. 2,]7n in 0.S5 

iftU . 2,Win 2(i 1.2r. 

19U . 3,317 2S 0^1 

195.1 . 0,213 21 fIM 

ly.Vi . C.S-.’il 29 n.ll 

19.57 . 7,t73 4.2 0.:,I 


Table 3 represents a summaiy of our data. In 
1954, 3,347 cases were screened. There were 301 
abnormal smears (including atypical, suspicious, or 
positive). Twenty-eight cenucal carcinomas were 
detected. There was one false-negative smear which 
in review contained a few cells that might have 
been classified as “atypical.” 

In 1955, 5,213 cases were seen. There xvere 423 
abnormal smears. Twenty-four cervical carcinomas 
were diagnosed in these women. As in 1954, all but 


Under 25 
25-30 ... 
31-35 ... 
3C>-40 ... 
41-15 ... 
over 45 


one had abnormal cytology'. This case in review 
also showed cells which might have been consid¬ 
ered “aty'pical.” 

In 1956, 6,829 patients were screened and 232 
abnormal smears were found. Twenty'-nine cerx'ical 
carcinomas were subsequently diagnosed. There 
were two false-negative results. In reviewing these 
smears, we considered one false-negative due to 
technically poor smears. This case, in addition, 
proved to be a w'ell-differentiated papillary' type of 
epidermoid (squamous cell) carcinoma.' The other 
false-negative was from a patient w'ho had a large 
carcinomatous ulcer of the cerx'ix. \Ye believe the 
smear was obtained from tlie surface and consisted 
mainly of debris and exudate. 

In these four cases of false-negative smears, the 
true diagnosis was made by biopsy' -within a month 
after the smear was obtained, since all patients had 
clinical evidence of cervical pathology'. In the past 
seven years, including the y'ears 1954, 1955, and 
1956, witli the exception of these four cases, only 
one patient with an initial negative smear has sub¬ 
sequently exhibited abnormal cy'tology'. Two y'ears 
after the initial negative cytology' report, this pa- 
tient had a smear diagnosed as atypical. Seven 


Table S.—Statistical Review 1954-1958 



1954 1955 

19V5 

Total patients . 


C,S29 

Total abnonnal smenrs. 


232 

Proved cervical carcinoma . 


2fi 

False-negative smears . 


e> 


months after tliis, biopsy disclosed carcinoma of 
the cerx'ix, in situ. The total period of follow'-up for 
our normal patients has varied from six montlis to 
two and one-half years. In fact, included in this 
study are patients with initially negative smears 
studied prior to 1954 who are still normal. Con¬ 
versely, the interval from tire initial finding of an 
abnormal cy'tological smear to final diagnosis of 
cancer has never e.xceeded 12 months. Eight pa¬ 
tients with proved carcinoma initially had “aty'pi¬ 
cal” smears. Within 12 months repeat smears were 
called suspicious or positive, and ceiwical biopsy 
showed carcinoma (table 4). Tire time inten'al 
varied from 1 montlr to 11 months. 

It is apparent from a review of our statistics that, 
w'hen the same segment of the population is re¬ 
examined periodically, the number of new carcino¬ 
mas of the cen'ix disco\’ered by’ the Papanicolaou 
technique becomes progressh’ely less and appears 
to represent in the main the introduction of new 
persons into the group. In our experience, in con¬ 
trast to Nieburgs’, a negative Papanicolaou smear, 
when associated with negative physical findings as 
revealed by a tlrorough pelvic examination, indi¬ 
cates that tire patient rwll not develop carcinoma 
of the cervix rwilrin a period of txvo years. Tlris 
represents an average figure which will probably 
increase as our pafa'ents conb'nue to be followed. 
We feel that cy'tological examination of the cerx'ix. 



















when accompanied by pelvic examination, can be 
done at intervals of two years without risk to the 
patient. We also believe that such a program will 
not lower the current high five-year survival or 


Tahu: ‘\.—Timc lulcrval Between Initial Diagnosis of 
"Aiifpical" Smear and Diognasis of Cervical Carcinoma 
in Eight Patients 


I . 

r»--o No. 

Time, No. 

DUtguoxis 
ill situ 



. <) 

In sltti 



. I 

.Stage I, curly 

1 . 


. U 

!ti .<.1111 



. 10 

In 



. .a 

Early, stage 1 



. 2\tk. 

Kluge 1 

s .. 


a 

Singe 1 


• nioii'-.v tiircii «illi Miinir. 


cure rate of cer\’ical carcinoma nbich has been 
achieved in part because of the reliability of cytol¬ 
ogy as a screening and diagnostic procedure. 

Summary 

In summary we ha^’e evaluated the fate of the 
female patient who has had a cytological e.vannna- 
tion made and received a negative report. Based on 
the statistical follow-up for three years and on our 
impressions covering a period of approximately 
seven vears, it rvould appear that a negative cy¬ 
tological examination, when associated with nega¬ 


tive physical findings following a tliorough pkysicjJ 
examination of the patient, implies that the palieai 
is free of carcinoma at that time and will remah 
free of cervical carcinoma for a period of at least 
two years. If these observations can be suhslaa. 
tinted, the application of the cytological examina¬ 
tion will become greatly simplified, since it need 
not be repeated as often as has been recommended 
in the past. 

2200 W. Kilboiirn Ave. (3) {Dr. Birge). 
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CONGENITAL TOXOPLASMOSIS-DIAGNOSTIC IMPORTANCE 

OF CHORIORETINITIS 

John R. Fair, M.D., Augusta, Ga. 


Recently reported clinical studies should in 
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tained, then, until physicians generally become ac¬ 
quainted witli its typical ocular signs. It is the 
purpose of this paper to describe the characteristic 
eye findings, along wth the ophthalmoscopic ap¬ 
pearance of other common fundus changes udth 
which chorioretinitis may be confused. 

Incidence and General Findings 

Human toxoplasmosis went unrecognized until 
20 years ago. The parasite responsible for tlie 
disease. Toxoplasma gondii, was well knowm in 
both wild and domestic animals prior to that time, 
but man’s susceptibility was not realized until tlie 
description of the congenital form of the infection 
in 1939.^ In the years that followed, it became clear 
tliat toxoplasmosis is one of tlie commonest dis¬ 
eases "of mankind. Positive immunological and 
serologic tests indicating past or persistent infection 
by the parasite have been found in one-fourth to 
one-third of all adults in almost ever\' population 
studied. 

Obviously, the vast majority of human infections 
go unattended by symptoms. A fatal outcome has 
been proved in a scant half-dozen cases of the 
acquired varietj'. Mothers of congenitally infected 
infants rarely recall a febrile illness during their 
pregnancies. The congenital disease itself, however, 
is characterized by severe inflammatory' changes in 
the brain and eyes and is manifested clinically by 
any or all of the following signs: mental retarda¬ 
tion, consmlsions, internal hydrocephalus, intracere¬ 
bral calcification, microphthalmia and bilateral 
chorioretinitis with reduced central \1sion, myopia, 
nystagmus, and squint. We owe much of our 
knowledge of the patliologx' of toxoplasmosis to the 
congenital infection, since most studies of the ac¬ 
quired disease are limited to serologic and parasi¬ 
tological investigation of the body fluids. 

Eye Findings 

The meningoencephalitis of congenital to.xoplas- 
mosis may be so mild as to leave no lasting eEect. 
Even inflammatory' foci large enough to result in 
intracerebral calcification visible on x-ray need not 
cause convulsions or a dulling of the intellect. In 
the eye, however, the most minute focus of inflam¬ 
mation is recorded permanently as a pigmented 
chorioretinal scar. Typically, each macula is at¬ 
tacked with disastrous effect on vision. In many 
cases, however, only one eye is involved or the 
inflammation ma)' be central in one eye and periph¬ 
eral in tlie otlier. Theoretically, if tlie infection 
can be limited to tlie peripheral retina in one eye, it 
may be so in botli, and, conceivably, if one eye 
can escape tlie disease completely, each may 
escape, so tliat tlie possibility’ of a congenital in¬ 
fection with no apparent defect in either brain or 
eye is of at least academic importance. 

'Tlie commonest situation is tliat in which only 
the eyes are seriously involved, so tliat in making 
the diagnosis one has to depend on a history’ of 


lifelong risual disability’, the ophthalmoscopic 
examination, and serologic testing of mother and 
offspring. Serologic examinations are most im¬ 
portant. If patient or mother shows no serologic ex’i- 
dence of past infection, a diagnosis of congenital 
to.xoplasmosis should be disregarded. Even weakly 
positive tests in both indicate that toxoplasmosis 
may' be considered. A history of congenitally poor 
eyesight is important if present, but it sometimes 
is lacking since central wien may’ be partially 
preserv’ed or even unaffected if only the peripheral 
retina is involved. 

The ey'e findings themselves are so characteristic 
as to be almost diagnostic of the disease. Infection 
early' in fetal life or prolonged or severe inflamma¬ 
tion may' disorganize completely one or both ey’es, 
but this is not the usual situation. Typically, the 
parasite settles in each macula to produce a focal 
chorioretinitis (see figure, A tlirough F). In addi¬ 
tion, tliere may’ be any number of scattered foci of 
inflammation in the retinal periphery (figure, G 
through J). Early', the x’itreous may’ be filled with 
exudate preventing a good \iew of the fundus, but 
the e.xudate itself is indicative of active chorioretini¬ 
tis. The patches of inflammation are usually’ large 
and few’ in number (see figure, G, H, and Z), as 
compared w’ith the chorioretinal lesions of congeni¬ 
tal sy'philis (see figure, }). A tendency tow’ard 
recurrence is characteristic of the chorioretinitis of 
toxoplasmosis. The parasite may lie dormant in its 
ency'Sted stage for many years. In one eye show’n 
in the figure (E), lifelong poor ^ion w'as further 
reduced by’ recurrence of the inflammation when 
the patient w-as 29 years of age. 

Something about the anatomy’ or physiology' of 
tire central retina attracts or permits the grow’th 
of the parasite. The infection is undoubtedly borne 
\’ia tlie blood from die placenta, but why' neri’ous 
tissue is especially’ hkely’ to be affected and why 
the macula is more susceptible than die peripheral 
retina cannot yet be explained. The fetal state has 
something to do w’ith the location of the chorioreti¬ 
nitis of congenital toxoplasmosis, since the chorio¬ 
retinitis associated widi acquired to.xoplasmosis in 
adults usually is peripheral and unilateral. 

At any’ rate, congenital central chorioretinitis, 
especially if bilateral, should be thought of as 
being due to toxoplasmosis until proved othervrise. 
Fortunately' for the examiner, central chorioretinitis 
is easily' discovered, situated as it is at the posterior 
pole of the ey’e within easy’ x’iew’. Unfortunately’ for 
the patient, destruction of the central retina by’ the 
inflammatory’ process abohshes central x-ision. If 
each macula is seriously involved, accurate fixation 
is impossible and nystagmus and squint are likely’ 
developments. 

Differential Diagnosis 

The ine.xperienced examiner must be warned 
against the many’ other pigmented and central 
retinal conditions with which chorioretinitis may’ 
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be confused. De%-clopinental abnormalities and de¬ 
fects are often misleading. Some of these me shown 
in the figure (K through P). The nonnally striped 
(tigroid) appearance of the fundus of some heavily 


pigmented members of the Caucasian race is sW;,; 
in K. A case of medullated optic neri'e fibers j 
illustrated in L. The pigment-ringed defects in Ji 
closely resemble healed chorioretinitis, except 



A tl.nmcl. f. h "j 

oU.ct pigmented and conn, 
in origin. 
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tliey were arranged in a row below the right nerv'e 
head in the usual position of a coloboma of the 
choroid and were associated with a typical colo¬ 
boma in the left eye (A^). Congenital grouped 
pigmentation (bear tracks) of the retina is sho^^■n 
in O and the bone corpuscle shaped pigment de¬ 
posits of retinitis pigmentosa in F. 

Neoplastic, traumatic, and vascular lesions may 
be mistaken for inflammatory changes (see figure, 
Q through V). In Q, the arrow indicates a small, 
benign, flat nevus of the choroid. large malig¬ 
nant melanoma of the choroid is shoum in R. 
Contrecoup nrpture of the choroid at tlie posterior 
pole in contusions of the globe leaves large pig¬ 
mented scars, as in S and T. A histors’ of injury 
is helpful in these cases. Disciform degeneration of 
the macula is probably x’ascular in origin. The 
juvenile ts'pe {U) is often confused with inflamma- 
tor}' lesions. Tire age of tire patient helps to dis¬ 
tinguish tire senile form (V). 

The appearance of the fundus of the fellow eye 
often helps to clarify the situation. Actually, tlie 
bilateral, pigment-ringed, central retinal scars of 
congenital toxoplasmosis .are so distinctive that they 
should be recognized with little diflSculty. 

Tire greatest help that can be obtained in the 
matter is wide dilation of the pupils. E\’en the most 
e.xperienced ophthaimoscopist depends upon this 
aid. No contraindication to dilatation of the pupils 
exists in children or \’oung adults. It is only a very' 
occasional middle-aged or older adult with shallow 
anterior chamber (narrow chamber angle) in whom 
caution should be obseiwed in the use of mydriatic 
drugs. The latest concepts of glaucoma are reassur¬ 
ing in this regard. One or two drops of a 10% 
solution of phenylephrine hydrochloride (Neo- 


Symephrine) may mean the difference between 
success or failure on any fimduscopic examination. 
If the action of this mild and short-lasting agent 
is resisted by the pupils of aged or very young 
persons, a 2% solution of homatropine hydrobro¬ 
mide should produce the desired effect. 

Conclusions 

If ophthalmoscopy were a simple technique, tlie 
frequency of congenital toxoplasmosis would have 
been appreciated years ago. Following the uncon¬ 
trollable eye movements of very young or unco¬ 
operative children or even those of adults until 
squint or nystagmus can be a most trying e.xperi- 
ence. Tlie advice of an eye surgeon should probably 
be sought in any questionable case, but many 
instances of congenital toxoplasmosis ulll go un¬ 
recognized or misdiagnosed unless the general 
practitioner, tlie pediatrician, and the internist make 
real use of the ophthalmoscope. Increased aware¬ 
ness will lead eventually’ to an accurate determina¬ 
tion of the incidence of the disease. Only then can 
it be decided whether this condition constitutes a 
real public health problem and how’ to go about 
its prevention. 

This study was supported by pranfs from tlie KnipIUs 
Templar Eye Foundation and tlie U, S. Public Health 
Scnice. 
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A DJUSTMENT PROBLEMS OF THE AGED.-Unlike biological systems. hum:in 
social systems are structured not by the genetically determined reaction pat- 
terns of the biological units that compose them, but by behaxlor patterns in- 
x'ented and acquired in social interaction. These socially derived patterns constitute 
the sy’stems of cultural values xvhich determine the social structure of human groups. 
Such stnictures do not age and die. They either commit suicide by man’s inability to 
devise new patterns capable of dealing wa'di the problems generated from within, or 
they are murdered by his inability to repel conquest from without. A social system is 
simply the blueprint according to which interpersonal and social functions have oc¬ 
curred in the past, are occurring in the present, and may be predicted to recur in the 
future. Therefore, the aging of an indhldiial, as a sociocultural phenomenon, is defined 
not by physical deterioration or bx' time but by the value system of his society. .A person 
is sociologically old w'hen he is so regarded and treated by his socii. The problems of 
personal and social adjustment confronting the aged are the resultants of tlie role and 
status acc-orded tliem by the group, the social proxisions for their continuing prestige 
and securitx', and the opportunities afforded them to achieve these ends by their oxx-n 
initiative.—H. E. Jensen. Ph.D., Sociological Aspects of Aging, Public Health Beport.s, 
July, 1958. 
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MEDICAL PREPAREDNESS 

Major Gen, Silas B. Hays (MC), U. S. Array 


When we nsc Hie ierm "medical preiMredness,” 
jusi wlia .are ivo talking alrout? Words and phrases 
liequonlly connote different ideas to different per¬ 
sons; hence, the speaker often finds it advisable to 
deltneatc cxacf]j' wlial he means. By medical pre¬ 
paredness I mean the preparation, dirongli ti-aining 
and through postin-e, to meet medical emergencies 
resulting from natural disasters, sucli as eartliquake, 
hie, ilood, and tornado—and also resulting from 
war. Inlierent in this definition is the idea tliat many 
individuals will be affected. It seems to me to be 
axiomatic that preparedness to deal with an emer¬ 
gency invoh'ing many individuals will automatically 
losult in preparcdne.s's to handle an emergency in¬ 
volving a single or a few individuals. 

^Vhy is it desirable to improve our medical pre- 
paredne.ss? Have we not always handled our med¬ 
ical emergencies in both peace and war reasonably 
well? The answers to these questions are important. 
If we are already doing all right then let us forget 
about the whole thing. On the uair combat side the 
answer is obvious; things have changed and are 
changing rapidly. Newer weapons of war can inflict 
casualties on a .scale previously impossible. On the 
natural disaster side the answer is not so obvious, 
!)ut it is clear. We have not always done a good job 
in handling medical emergencies. Advances in med¬ 
ical knowledge in the last quarter-century have fre¬ 
quently not been put to use. It is important that the 
medical profession realize this and further realize 
tl)at a peacetime medical emergency can occur any 
place. We have not learned how to prevent bus, 
train, or airplane crashes, hurricanes, tornadoes, 
floods, or fires. If the local medical community will 
prepare itself to cope adequately with these, it will 
have gone a long way toward preparing itself for a 
wartime disaster. 

The elements of medical preparedness are people 
—people trained, equipped, and organized. Hence, 
it seems reasonable to discuss the problem under 
these three headings: training, equipment, and or¬ 
ganization. I will not attempt to evaluate the rela¬ 
tive imj)Ovtance of the three. They are all essential 
to a successful program. 


Training 

What arc the medical problems for which the 
people must be trained? The list is small: physical 
trauma, thermal burns, radiation, infection, and 
chemical agents. None of these is peculiar to a 
peacetime or to a wartime disaster. 

The principles and procedures of handling physi¬ 
cal trauma are known and widely publicized. But 
too few members of the medical profession are fa- 

The Surgeon General, U. S. Army. . 

Chaititlan’s .address, read before the Section on Mditarj' Medicine at 
the 107lh Annual Meeting of the American Medical Association, Son 
Francisco, June 25, 1958. 


The best method to .build toward national 
medical preparedness far war is local pre¬ 
paredness for peacetime disasters. This can 
be encouraged through the national, state, 
and local medical, dental, veterinary, and 
nursing.associations. The stockpiling of med¬ 
ical supplies and equipment should be en¬ 
couraged. The role of each paramedical 
group should be determined. These groups 
need guidance and will probably accept H 
from the medical profession if if is enlight¬ 
ened and realistic. If organized medicine 
does not offer guidance, or offers it in un¬ 
acceptable form, a will be supplied by some 
other agency. The elements of medical pre¬ 
paredness are training, equipment, and 
organization. All three are essential. If the 
local community will prepare itself to cope 
adequately with local peacetime medical 
emergencies, it will have gone a long way 
toward preparing Itself for a .wartime dis¬ 
aster. 


miliar with them, and, sad to say, many who do 
know them fail to follow them in an emergency. I 
will mention a few: control of hemorrhage, includ¬ 
ing proper use of the tourniquet; splinting fiactwes 
prior to transport; resuscitation; proper debride¬ 
ment; proper surgery; and secondary (not primary) 
closure. Time and again in emergencies all of these 
principles have been violated by doctors who knew 
better. 

Our knowledge of the treatment of burns still 
leaves much to be desired. Too few physicians are 
up to date on the knowledge we do have, yet the 
mortality among serious burn cases can be reduced 
markedly with modem methods. 

With the increasing use of radioactive substances 
in medicine and industry and with the transport of 
these substances from place to place, the hazard of 
accidents involving radioactive materials is increas¬ 
ing to the point that every physician should acquire 
some basic knowledge in the handling of such ac- 

Secondary infection is always a problem in 
physical trauma and in burns. The principles ot i s 
prevention and treatment are well known, but ai 
too frequently they are not applied. Primary intec- 
tion or infectious disease is a problem in peacetim 
disasters where water supplies and sewage sys em 
are compromised. The same applies on a a g 
scale to wartime situations, plus the possibtiiji 
however remote, of biological warfare. 
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Chemical agents are becoming increasingly im¬ 
portant as hazards in our industrial society. Those 
ph)'sicians witli a practice involving industrial 
workers are alert to these hazards and are familiar 
with their prevention and treatment. But a large 
segment of our profession has at most a sketchy 
knowledge in this field. In peacetime and wartime 
emergencies, particularly those involving explosions 
and fires, chemical agents may be an important 
problem. In wartime there is also the ever-present 
hazard of the use of toxic chemicals, including 
the newer, fantastically potent ner\'e gases. 

So far I have tried to sti'ess the need for the train¬ 
ing of the medical profession in the United States 
to' be better prepared to meet emergencies. I have 
tried to point out the similaritj' of the problems to 
be faced in these emergencies whether they be 
peacetime accidents or the result of enemy action. 
This is important because if we hope to get mem¬ 
bers of our profession to devote time to these prob¬ 
lems they must first be convinced of the possibility' 
that they as indmduals may sometime be in a posi¬ 
tion where they need this knowledge. Experience 
in the last decade has demonstrated that a large 
proportion of our profession believes, rightly or 
wrongly, the possibility of war to be so remote that 
training in civil defense for medical emergencies is 
not worth the time and efiFort required. 

Experience in both peacetime and wartime emer¬ 
gencies has shown that a large proportion of the 
care of casualties must be performed by individuals 
who are not doctors of medicine. In mass casualty 
situations the number of casualties may be out of 
all proportion to the number of doctors available 
at the time and place and may, in fact, be out of 
all proportion to the number of paramedical per¬ 
sonnel available. This means, then, that on the in¬ 
jured individual himself or his neighbor or ‘Tmddy” 
may fall the responsibility for emergency lifesaving 
care. It is clear tliat the need for training must in¬ 
clude not only the medical profession itself and the 
paramedical personnel but also the population as a 
whole, each group trained to a different level of 
competence. 

Within the medical profession a good start has 
already been made, but it is only a start. The Med¬ 
ical Education for National Defense (MEND) pro¬ 
gram has now been in existence since 1952. Begin¬ 
ning in 5 medical schools, it is now in 45 schools 
and it is hoped that within four years all of tlie 
medical schools of the United States will be active 
participants. The U. S. Army, Navy, and Air Force, 
the U. S. Public Health Service, and the Federal 
Civil Defense Administration have contributed 
funds to help support this program and also furnish 
assistance in the form of lectures, literature, films, 
short courses for school coordinators, and various 
odier aids. Participation in the program by tire 
schools is voluntary, and each school carries out 
tire program in its own way as it deems best. I have 
no doubt that some are better programs than others. 


However, as more experience is gained it is reason¬ 
able to expect that the over-all level of quality rvill 
be raised. The two objectives of tire MEND pro¬ 
gram are to com'ince the embry'o doctor early in 
his career of the importance of preparing himself 
to handle medical emergencies and to give him 
specific knowledge and specific skills which he 
can use. 

Chronologically, next in the young doctor s career 
is his internship. Here he usually is faced with 
emergencies invoK'ing one or a few individuals, and 
he has the chance to apply his knowledge. Next, he 
usually enters one of the militarj' services for two 
years. In my o]?inion it is the clear-cut responsibilit}' 
of the Army, Navy, and Air Force to train these 
young men for peacetime as well as wartime med¬ 
ical emergencies. All three services are now doing 
this, but I am convinced Brat tlrey can and should 
do a better job. 

On return to civil life the young doctor enters 
practice or begins additional and, usually, specialty' 
training. The thought of an emergency involving 
many casualties becomes remote. He is too busy 
to concern himself with additional training or with 
the training of others. Occasionally his local or state 
medical society may include on one of its programs 
something concerning medical preparedness, and 
occasionally he may read an article along this line 
in one of his journals. The knowledge and skills 
he has previously acquired are not lost, but they 
will become rusty. If he was properly trained in 
medical school, in his internship, and in the military 
service he can probably be depended on to give a 
good account of himself as an individual doctor in 
a medical emergency, even though for years his 
professional interest may have been so far afield 
as, for example, allergy or geriatrics. But in a mass 
casualty situation competent performance as an 
individual doctor is not enough. He must be a 
leader—directing and supervising the work of para¬ 
medical personnel if the maximum number of lives 
are to be saved. I believe that tlie doctor in practice 
—and this comprises the bulk of the medical pro¬ 
fession-presents the most fertile field to till if we 
are to improve national medical preparedness. 

Still on the subject of training, paramedical per¬ 
sonnel must be considered. In a mass casualty 
situation it is on these groups that vv'ill fall the bulk 
of the actual medical work. In this ov'er-all broad 
categorization are dentists, veterinarians, nurses 
(both registered and practical), dieticians, physio¬ 
therapists, pharmacists, and medical technicians of 
various types. Not to be excluded are those engaged 
in the administrativ'e facets of medical care—hos¬ 
pital administrators, medical record librarians, sup¬ 
ply men, and a host of others. 

By and large these groups are clamoring for 
guidance. Mfirat will be their functions in an emer¬ 
gency situation? Unless they know, they are at a 
loss to prepare. In my opinion, the medical profes- 
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sion, and in this indictment I include both civilian 
and military medicine, has been remiss in failing 
to give guidance to these groups. 

In a mass casualty situation, are dentists to be 
limited to care of teeth, moutli, and maxillofacial 
injuries? Will they be called on to administer anes¬ 
thesia, local or general? Are they to do debride¬ 
ments? Unless they know the answers to these 
questions ihcv cannot prepare, A similar situation 
exists regarding nurses. What will they be called 
on to do in a mass casually situation? Unless the 
medical profession of the United Stales lets them 
know, they, likewise, cannot prepare. 

I believe the MEND program is an impoilant 

rprliips*,-. Furthermore. I 


To repeat an earlier statement, the elements ol 
medical preparedness are people-people trained, 
equipped, and organized. In the usual peacetime 
medical emergency, equipment and supplies are 
adequate, if not in the immediate area at least 
close enough to be brought in by air or surface 
transportation. In a wartime emergency, equipment 
and supplies will be critical but never, in my 
opinion, as critical as trained manpower. This is no 
reason to neglect the importance of supplies and 
equipment. In planning for peacetime emergencies 
emphasis can and should be placed on inventories 
of existing material, i. e., knowing how much is 
available locally and where. In those instances 
where shortages exist, for example, whole blood 
plans must be made for procurement and distribu 
tion. In planning for wartime emergencies, en 
visioning the destruction of hospitals and ware 
houses of supplies, emphasis must be on nation? 
stocks and national production. In essence suppl 
planning for peacetime disasters is a local matte 
-for wartime disasters both a local and a nations 

matter. 

Organization 

The final element in national medical prepai-ed- 
ness is organization. Organization is one of thf 
bears of any large effort, whether it be Genera 
Motors Corporation or the Department of 
It has been a particularly difficult one m any cimI 

defmise effort. One of .f 

blocks has been, in my opinion, die ^ 

S” knd to throw up tlieir hands » ^ a|||l 

law is declared there are too few military personnel 

p,n«toess. Local 

ership. can organize « „,embers ot fc 

Assignments can be “f ® “ died profas- 

medical profession and L be 

located and eaimarkea x exer- 


1 believe me ixirsnx.^ . 

.step toward medical prcparedne.ss. Furlbermore, I 
believe a Denial Education for National Defense 
(DEND), a Veterinary Education for National De¬ 
fense (VEND), and a Nursing Education for Na¬ 
tional Defense (NEND) program would be of in¬ 
estimable value. These professions are willing and 
anxious to institute such programs in tbeir schools, 
bill we in the medical profession have failed to 
furnish guide lines and to delineate funebons. 1 
realize the problem is not simple. It involves lacb- 
lions, creeds, jealousies, licensing laws, the 

qualilv of medical care. But an ostrich-bke position 
is untenable. The medical profession must face \t 
What is to be expected of these paramedica 
groups in a mass casually situation? ' 
nrofession does not tell them, who is to? The Con 
Ss? The state legislatures? Their own natronal 

Organizations? These 

'BrSL gOf In all probability 

tiev wiifacLpt guidance from organized medicine, 
must be enlightened and realistic. If no an- 
sl^^fm•thcomin| or if the ody « is o- 

which, in their eyes, is j Relieve thev 

-icceut it. These are strong words but i J; 
accept IX. 1 American medicine can give the 
are true. Today i rf u vives the wrong 

‘then some other tribunal ™'[wMttoblem 

“erfotOd by the pro- 
made of the tunctions i . masses of 

'“"‘Tpef S terd “iSns are made, 
casualties. Once tbes becomes, perhaps, 

then the problem o t anung 

not an easy one, bu < . ‘„„bools there can be 

realistic basis. 

^ Equipment 

• .V — Basi- 

So far I have been talkmg y; 

eally, braining applK “ Nezt. I 

w^efoTafew moments to discuss equipment. 



Cises involving 7’mmun» » “ 

and evacuation units. In some c 

already being done, mos 

If there are adequate a,er under a 

not be too difficult to mech 

State organization, wbe jj,ed- 
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Ll association. Tire prune hmdle rs 

and it is basically a oi ^gjieve tk* 
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tions, the communities of the United States ap¬ 
parently believe that the need to prepare is remote 
and that it is not worth the time and the effort. 

Recommendations for Preparedness 

This paper would not have a proper military' 
tone unless it included recommendations. Here 
is what I propose to improve national medical 
preparedness: 

Emphasize desirability of local preparedness for 
peacetime disasters as sendng the dual purpose of 
preparing for such disasters and of being the best 
method to build toward national medical prepared¬ 
ness for war. Encourage this through the national, 
state, and local medical, dental, veterinary', and 
nursing associations. Likewise, encourage this 
tlirough the corresponding educational associa¬ 
tions, such as the Association of American Med¬ 
ical Colleges. 

Encourage the acquisition and stockpiling of ad¬ 
ditional medical supplies and equipment by local 
agencies, such as hospitals, and by the Federal 
Civil Defense Administration. 

Determine the role of dentists, \'eterinarians, 
nurses, and paramedical groups in the event of 
emergencies involving mass casualties. The A. M. A. 
should take the initiative in this and should consult 
with the respective national professional associa¬ 


tions. When agreements have been reached they 
should be published for information of all those 
who are concerned. 

Stress training for medical emergencies through 
the expansion and improvement of the MEND pro¬ 
gram; estabh’sh similar programs in schools of den¬ 
tistry, veterinary' medicine, and musing; improve 
training in the military' services of medical, dental, 
and veterinary' officers, nurses, and enlisted men on 
active duty'; improve training programs for military 
reservists; and expand and improve einergency'-care 
training programs for tlie lay public tluough public 
schools, Red Cross chapters, hospitals, factories, 
and civil defense organizations. Again, here the 
impetus must come from the medical profession. 
Doctors must not only preach the necessity' of these 
training programs and help organize them but also 
carry much of the load of actual teaching. 

These actions require leaders—leaders at all levels 
who are coni'inced tliat our medical preparedness 
must be improved and who are willing to devote 
time and effort to the job. This is not something 
like a community' chest drive that is over in a few 
weeks. This is a conb'mung need. We w'ill never be 
prepared to do a perfect medical job in an emer¬ 
gency, but if we are trained, equipped, and organ¬ 
ized we can save the lives of many who otherwise 
u'ill die. 




ASSOCIATION OF CHOLELITHIASIS, HIATUS HERNIA, AND 

DD'ERTICULOSIS COLI 

James J. Foster, M.D. 
and 

Donald L. Knutson, M.D., MOwaukee 


Various authors' have described the association 
of cholelithiasis with hiatus hernia. Other authors ' 
have emphasized the coexistence of diverticulosis 
coli with cholelitliiasis or with hiatus hernia. In 
1948, Muller,^ of the department of radiology at the 
General Hospital in Johannesburg, South Africa, 
reported the simultaneous existence of hiatus her¬ 
nia, diverticulosis coli, and cholelithiasis in tliree 
female patients. Tlie combination was named 
“Saints triad” in deference to a colleague. Professor 
Saint, who had called Mullers attention to it. 

The ne.vt mention of this triad in the English 
literature was a report of five cases by Palmer ^ in 
1951. However, in 1950 and in 1951, the Frendi 
authors Brombart and co-workers ’ and Wissmer ® 


From the dcpiutments of medicine and radioIog>', Marquette Uni- 
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cholelithiasis, hiatus hernia, and diver¬ 
ticulosis (Saint's triad) are found together 
more frequently than can be expected on 
the basis of cfionce alone. Age, congenital 
structural weakness, constipation, obesity, 
and childbearing are considered contributory 
etiological factors. Although the main clinical 
interest in the triad centers about choleli¬ 
thiasis and hiatus hernia, it seems worthwhile 
to point out that in 13 of the 24 cases, there 
was x-ray evidence of diverticulitis, namely, 
irritability of the colon in the region of the 
diverticula. Awareness as to the existence of 
the triad has practical clinical value and may 
explain an apparent failure to effect a cure. 





CnOLELITHIASIS- 

independently described three and seven cases 
respectively. Later, in 1955, Palmer^ enlarged his 
senes to 24 cases. ^ 

Being cognizant of the triad through these re¬ 
ports, \vc w^ere impressed with the relative fre¬ 
quency with which it was encountered in the group 
of patients referred to the Cancer Diagnostic Clinic 
Our interest being tluis stimulated, an effort was 

Table l.-Scparatc Incidence of Clwlclithmis, Hiatus Hernia, 
and Divcriictilosis Coli 

1'i‘tlcntf Vofiltive IncWenw. 

ChoWUhlns!. . , 

Iiprnln . j ,1^', , 

nh’en!ci)!oMs i-olf . 1.':^, 2m 18.7 am 

made to Icam more of die nature and occurrence 
of the three conditions in a single individual. The 
findings of this study are herew'ith presented. 

Materials and Methods 

The records of 2,020 consecutive unselected pa¬ 
tients provided the material on which this study 
was based. In accordance with the clinic policy of 
admitting patients only on physician referral, essen¬ 
tially all patients U'ere sj'mptomatic and appro.vi- 
mately 70% had some complaint referable to the 
gastrointestinal system. The ratio of females to 
males was 2.5 to 1. The average female age was 46 
years and the average male age 49. 

To determine the probable occurrence of tlie 
triple association from chance alone, calculations 
were first made of die percentage incidence of 
cholelidiiasis, hiatus hernia, and diverticulosis coli 
in diose patients of the basic group who had been 
appropriate!)' studied. There were 957 patients who 
had cholecystograms; barium enemas were done on 
1,296 patients, and 1,309 patients had an upper 
gastrointestinal x-ray series. With use of the per¬ 
centages obtained, the formula P = pi X p 2 X Ps 
was applied, and the value obtained represented 
die probability of all diree conditions occurring in 
a single individual on die basis of chance.® For 
'omparison, the actual rate of occurrence of die 
lad was then determined in 713 patients who had 
en examined by all three x-ray methods. 

Another group of 58 patients had had a chole¬ 
cystectomy for gallbladder disease and stones prior 
to being examined at the clinic. In these, only an 
upper gastrointestinal series and barium enema 
were done. The combination finding of hiatus her¬ 
nia and diverticulosis coli in these patients has 
been designated for discussion purposes as the 
postcholecystectomy triad. The madiematical prob¬ 
ability and actual occurrence were similarly com¬ 
puted and compared. 

Analysis of Data 

From die percentages in table 1, a P value ap¬ 
plicable to the 713 patients examined with three 
x-ravs was obtained as follows: P=PiXP2XP3 
0164X014X0.187=7:0.004. For the 58 postcholecys- 
Smy cases, the P value was a product of 
p2 X p3 = 0-026. 
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It can be seen from table 3 that the actual inci¬ 
dence of the triad is considerably greater than that 
e.xpected purely from chance in both groups sS 

factors^*^^^^”^ contributor)' 

^ Attention is directed to table 2 showing therela- 
tive y Ingh incidence of the hiatus hemia-diver- 
ticula combination among the 58 patients in whom 
cholecystectomy had been previously performed. It 
is indicated from the P value in this group B that 
since one-third of a triad was known to have ex¬ 
isted-the mathematical probability of findisg the 
remaining conditions is 6.5 times greater than in the 
general population, as represented by group A. 
Clinical verification of this calculation can be seen 
by comparing the incidence of die hiatus hernia- 
diverticulosis combination (2.6%) among the 713 
patients completely studied (table 4) with 'the 
percentage of this same association in the patients 
iritli postcholecystectomy triad (19%), 

From a different: perspective, Palmer reported 24 
cases of the triad (complete postcholecystectomy) 
in relation to 170 patients with hiatus hernia 
for an incidence of 14%. Among our 182 patients 
with liiatus hernia, there were 35 with the triple 
combination, including bodi groups A and B, which 
represents an incidence of 19.1% if similarly calcu¬ 
lated. Tliese results suggest that widi a history of 
cholelithiasis or demonstrable hiatus hernia tlie pos¬ 
sibility of a ti'iad existing increases considerably. 
It could be added diat diverticulosis coli has not 
been proved to be as helpful as a diagnostic lead. 

In an analysis of this type, it is to be expected 
fliat a certain number of dual combinations would 
be found. These are tabulated in relation to triad 
cases in 713 patients having all three .x-ray studies. 

The finding of 75 combinations representing a 
rate of occurrence of 10.5% in 713 cases completely 
studied bears emphasis. It points up die value of 
performing all three x-ray examinations in any 
patient with gastrointestinal complaints who re¬ 
quires any single one. 

Clinical Features of the Triad 

The 24 patients with all three conditions e.xisfing 
when examined were analyzed for characteristic 
details. The age range was from 50 to 82 years. 

Table 2 .— Incidence of Complete and Postcholecystectomy 

Triad 

iBclileBce, 

Group Method of K.'camination Patients TmC 
A 3 X-rays ™ 

B Cholecystectomy and 2 x-rays 58 n 

xvitli an average of 68. In Palmers series, the age 
range was from 35 to 73. The average age for 
Wissmer’s seven patients was 66. Generally spell ¬ 
ing the condition is rare in persons under 50 ) ears 
of age but likely to occur in persons over W. 

There were four males among 24 cases of com 
plete triad and two males among Ae ^ , 
postcholecystectomy triad. Even p 

female predominance of 2.5 to 1 m die clinic gr P 
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at large, it was definitely more common among 
women in this series. Mullers three original cases 
were in women. However, in Palmers series of 24 
cases, there were 14 males. Although not stated, it 
might he presumed that this male predominance 
reflected die fact that Army personnel comprised 
the greater part of his basic group examined. 

AU females except one had home children. The 
average number was four. Muller emphasized mul- 
tiparit>' as being characteristic. Fifty per cent of the 
females were definitely obese. Two of the males in 
this series were obese. MThile not essential to the 
development of the triad, obesity in females was 
neverdieless common in odier reported cases.® No 
ethnic group predominated. Muller considered 
Jewish women as most susceptible, but that was 
not noted in this series. 

Thirteen of the 24 patients had epigastric pres¬ 
sure, pain, or a burning sensation as tlie main gas¬ 
trointestinal complaint. Tliree had gallbladder colic 
as die most prominent sjunptom. Two experienced 
principally bloating and fatt)' food intolerance. One 
complained primarily of constipation. One pre¬ 
sented widi indefinite pain in the lower part of the 
abdomen, later diagnosed as due to diverticulitis. 
Four had no symptoms related to any component 
of die triad. Thus in over o0% the chief complaint 
was referable to hiatus hernia. Among the sjonpto- 
matic patients, the majority also had secondary' 
complaints, suggesting at least one additional con¬ 
dition u'ithin the triad. One-third had many diver¬ 
ticula while the remainder had a moderate number. 
An equal frequency of large and small, multiple or 
few, gallstones was encountered. 

Comment 

Etiological Factors.—Since cholelithiasis, hiatus 
hernia, and diverticulosis are found together more 
frequently than can be expected on the basis of 
chance alone, it seems worth while to consider 
some possible etiological factors which could be 
common denominators. According to Muller, Saint 
theorized somewhat simply that constipation pro¬ 
duced diverticula of the colon and, rvith continued 
straining at die stool, hiatus hernia developed. The 


Table ^.—Comparison of Calculated with Actual 
Incidence of Triad 


Times 

Cases Greater 

, -, Than 

Group Patients P Value Calculated Xo. Actual Chance 
A ns 0.001 nSXO.OCUrrSLS 24 S.6 

B 5S 0.0-20 5SX0,02G=:1..5 H 7 


gallstones were considered to form as a result of 
biliarj' stasis associated nith both conditions. 
Palmer stated that it was difficult to h^'pothesize a 
common etiologx', particularly since the individual 
conditions were poorly understood. However, he 
felt diat diere might be some relation behveen 
hiatus hernia and diverticulosis coli on a congenital 
weakness basis. He could see no relation to chole¬ 
lithiasis. 


From the study of this series, the factor of age 
would seem to be quite important. As mentioned 
earlier, the average age of those presenting xwth 
the complete triad was 68. The average ages for the 
single conditions, cholelithiasis, hiatus hernia, and 
diverticulosis coK, in the over-all group were 55, 
58, and 60 respectively. Fat atrophy and loss of 
elasticity of the tissue about the hiatal ring concur- 

TAm F 4.—Comparatice Incidence of Triple and Dual 
Combinations 


Case 

Cholelithiasis, hiatus hernia, 

and direrticulosis coli. 24 

CholcUthiasis and diverticulosis coli. 23 

Hiatus hernia and diverticulosis coli. 19 

Cholelithiasis and hiatus hernia. 9 

Total combinations. 75 


Incidence in 
713 Patients, 
Tc 

3.4 

3.2 
2.6 

1.3 
10.5 


rent %vith aging are recognized factors in hiatus 
hernia.” Similarly, weak spots are likely to develop 
in the colon wall due to tissue thinning as age ad¬ 
vances.'® Age hardly e.xplains the cases encountered 
in younger persons, specifically by Palmer, and in 
these instances the matter of congenital weakness 
would have to be presupposed. 

Appro.ximately 50% of the patients wth the com¬ 
plete triad in this series complained of long-stand¬ 
ing constipation. Among the patients nith chole¬ 
lithiasis only, diverticulosis coli only, and various 
dual combinations (including hiatus hernia), con¬ 
stipation was noted in slightly less than 45%. Within 
-the clinic population as a whole, constipation was 
estimated at 30%. Constipation among the patients 
xvith hiatus hernia only was but shghtly greater 
than in the clinic population. 

Mffiile these figures are not outstandingly in favor 
of constipation as a prime etiological factor, they 
are sufficiently significant for it to deser\’e consid¬ 
eration. Other authors in studj'ing the single con¬ 
ditions have found constipation to be a common 
symptom. Willard and Bockus ” reported constipa¬ 
tion in 44% of their patients xritli diverticulosis coh. 
Spriggs and Marxer ” reported slightly over 50% 
in tlie same condition. Blalock described constipa¬ 
tion in 62% of his patients wth gallstones. 

It could be hj'pothesized that the effort of strain¬ 
ing at stool associated wth constipation might 
contribute to the triad. This causes increased intra- 
abdominal and intracolonic pressure, thus proxiding 
a mechanism for both hiatus hernia ’® and diver¬ 
ticulosis coli.” Goldman and Iw ” demonstrated 
in animal experiments that distention of colon (such 
as might accompany constipation) can initiate re¬ 
flex stimuli to inhibit free bile flow, the corollaiv’ 
being that such biliary stasis can contribute to gall¬ 
stone formation. 

The statement was made earlier that while obes¬ 
ity was not necessary' it was particularly common 
among females nith the triad. This same relation¬ 
ship is found in females nith cholelithiasis.’® In 
addition to increasing intra-abdominal pressure 
which could promote hiatus hernia development,®” 
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obesity favors Die disposition of fat in the intestinal 
wall making it weak and more susceptible to diver¬ 
ticula formation under the stress of increased intra¬ 
colonic pressure.” 

Mention should be made of the fact that, since 
multiparous females are commonly members of the 
triad group, straining from childbirth may be a 
predisposing cause. Multipams as a group are also 
known to show an increased incidence of nall- 
bladdcr disease.” 

After consideration of the various possible eti¬ 
ological faclons, namely, age, congenital structural 
weakness, constipation, obesit)*^, and multiparity, it 
appears that the triad does not develop in response 
to any single one but more likely as a result of tlie 
interaction of several of diese. 

Pai/iogcncsfs.—Because of the necessity of apply- 
ing pos/ hoc reasoning, it is difficult to reconsHu'et 
the pathogenesis of the Wad. According to age 
averages of the individual conditions in tin's series, 
and ei'en more so in those of other authors, choleli¬ 
thiasis shouk! develop before diverticulosis coli or 
hiatus hernia. Bockus and Blalock recorded age 
a\'erages of 42 and 44, respectively, for patients 
W'ith cholelithiasis. There is general agreement 
in the findings of various studies ” that hiatus 
liernia and diverticulosis coli are much more com¬ 
mon after age 55. 

Some support for the general proposition that 
cholelithiasis is the first condition to appear can 
be found in the postcholecystectomy group of 
this series. Here, the average age at tlie time of 
operation was 52, whereas the other conditions were 
diagnosed later at an average age of 64. It is granted 
that hiatus hernia or diverticulosis coli may have 
existed undetected during this interval, but die 
implication is that all conditions may not have 
been present at the same time. Palmer made a 
similar observation in some of his patients who were 
followed for several years with x-ray examinations. 

Reference to the dual combination in table 4 
helps shed some light on die matter of what condi¬ 
tion might follow choleliduasis, presuming this to 
be the initial one. Because the group with chole¬ 
lithiasis and diverticulosis coli is 2.5 times larger 
than the group with cholelithiasis and hiatus hernia, 
on a chance basis, it could be expected that diver¬ 
ticulosis coli is more often die second entity to 
appear, particularly since the average age for both 
combinations was equal (59). It is difficult to draw 
any supporting inferences from odier reports in the 
literature on this point because the number of pa¬ 
tients having all three x-rays is not stated. 

There is doubt if any patient in the group with 
hiatus hernia and diverticulosis coli will ever 
develop gallstones to complete tlie triad, because 
the factors of age and sex are against it. Tlie 
average age of this group in our series was 65, and 
males constituted nearly 60% of dieir number. In 
contrast, the average age in both of die other pos¬ 
sible dual combinations, previously mentioned, was 
59, and over 80% in each were females. Wissmer 
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aT nffiT P«domta„ce and aver- 

age of 67 among his paSents with hiatus hemia 
and diverticulosis coli. 

Clinical fmplications.-Awaxeness as to the exist- 
ence of the triad has practical clinical value. This 
li ' Palmers series where 16 of 

the -4 patients had a cholecystectomy but only one 
had complete relief of symptoms and 9 were un¬ 
improved. Six of tiiese nine patients later had re¬ 
pair of hiatus hernia which effected a cure. Palmer 
apdy warns of accepting the most apparent condi¬ 
tion, usual]}' gallstones in his experience, as the sole 
cause for the patients difficult}'. The reverse of this 
ivas also true in our series, where 13 of 24 patients 
presented chiefly with symptoms of hiatus hernia. 

Although die main clinical interest in die triad 
centers about cholelithiasis and hiatus hernia, it 
seems worthwhile to point out tiiat in 13 of die 24 
cases in our series, there was x-ray evidence of 
divej-ticulitis, namely, irritability of the colon in 
the region of the diverticula. "VMiile only one pa¬ 
tient presented uath clinical diverticulitis, the others 
are certainly potential candidates for developing 
the condition. 

Summary 

Cholelithiasis, hiatus hernia, and diverticulosis 
coli were found in combination in 24 patients from 
a group of 713 patients, each of whom had been 
studied by cholecystogram, x-ray series of the upper 
gastrointestinal tract, and barium enema. This 
represented an incidence of 3.4%, Anodier group 
of 58 patients who had undergone cholecystectomy 
were studied by an upper gastrointestinal series 
and barium enema, and 11 were found to have hodi 
hiatus hernia and diverticulosis coli, for an in¬ 
cidence of 19%. The triad occurred with a fre¬ 
quency considerably greater dian expected from 
chance alone. 

Age, congenital structural weakness, constipation, 
obesity, and childbearing were considered as con¬ 
tributory etiological factors. The triad is believed 
to develop as a result of the interaction of several 
of these factors. Females, particularly obese multi¬ 
paras, were most susceptible in this series, but 
males were not exempt. 

There is indirect evidence to suggest tliat 
cholelithiasis is the first condition to appear, fol¬ 
lowed by diverticulosis coli and dien hiatus hernia. 
The finding of 75 various combinations in 713 cases 
completely studied indicates die value of doing a!! 
diree .x-ray series in patients with gastrointestina 

complaints, , i ■ 

When a patient has a history of cholejitiuasis or 
demonstrable hiatus hernia, particularly if he is over 
60 years of age, the .probability of other tna e 
ments being present is greatly increased. Awaren« 
as to the likelihood of the triad, particularly vhen 
one of the member conditions is found or 
exist, will aid the clinician in a more accurate p 
praisal of the patient s complete problem. 

1746 K St. N. W., Washington 6, D. C. (Dr. Foster). 
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TECHNIQUE TO AVOID SPINAL-TAP HEADACHE 

Robert J. Brocker, MJD., Pittsburgh 


Leakage of cerebrospinal fluid has been de¬ 
scribed by many authorities as the basic common 
denominator of spinal-tap cephalalgia. As a result 
many attempts, including adequate hydration, cat¬ 
gut plugs,* intravenously given solution of pituitaiy' 
gland extract (Pituitrin), bed rest for 24 hours, 
intravenously given saline solution, and prepunc¬ 
ture sedation, have been made to prevent this 
leakage and its effects. None has proved entirely 
satisfactory. 

However, \vithout use of the above techniques, 
spinal-tap headache was not exddent in approxi¬ 
mately 125 patients recemng lumbar punctures 
performed by me during a Uvo-year period. After 
the punctures, these patients were told to lie on 
their abdomens for three hoiurs and then become 
ambulatory. This position was selected since it was 
believed that less leakage of spinal fluid would 
occur with die tap site up. 

In order to determine the efficacy of this tech¬ 
nique, a complete record was maintained for lum¬ 
bar punctures performed from Sept. 30, 1954, to 
Nov. 20, 1957. In all, 1,094 records of consecutive 
patients were utilized. All taps were performed 
successively, but patients with known cerebral 

From the Department of Surger>’» Section on Keurosurgerj’, University 
of Pittsburgh School of Medicine. Dr. Brodeer is now at the Veterans 
Administration Hospital, Leech Farm Road. 


To prevent cephalalgia after lumbar punc¬ 
tures certain precoufions should be taken. A 
small needle should be used, and it 
should be inserted in such a way as to 
separate rather than cut the dural fibers, 
most of which run longitudinally. After the 
needle is removed the patient should be 
made fa lie on his abdomen for three hours 
before ambulation. No. 18 needles were 
used and the durol fibers infentionolly cut 
in a test group of 894 patients. They were 
placed on their abdomens for three hours. 
Cephalalgia followed in four, an incidence 
of less than 0.5%. The same technique was 
followed in a confrafesf group of 200 pa¬ 
tients except that for three hours after the 
punefure they were kept supine. The inci¬ 
dence of cephalalgia in this group was 
36.5%. If is assumed that assumption of the 
prone position staggers the punctures in the 
dura and arachnoid, decreases the potential 
epidural space, and releases the tension on 
the dural and arachnoidal feors; this would 
reduce the loss of spinal fluid. Whatever the 
explanation, the results were convincing. 
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hypertension due to intracranial neoplasms were 
eliminated from the study. There were 894 patients 
who received lumbar punctures with use of the 
above technique, and 200 other patients were 
maintained as a control group. After lumbar punc¬ 
ture the palici^’s in the control group were placed 
on their back for flnce hours and then permitted 
to be ambulatory. 

The first 200 patients were from the Veterans 
Administration Hospital, Aspimvall, Pa., and the 
Veterans Administration Hospital, University Drive, 
Pittsburgh. Six hundred ninety-four u^ere from the 
combined private and u'ard services of Dr, S, N. 
Rowe, J. F. Grunnagle, and A. F, Susen at St. Fran¬ 
cis General, Western Pennsylvania, Columbia, and 
Presbyterian hospitals in Pittsburgh. An additional 
200 patients for control were from the Veterans 
Adminishation Hospital on Leech Farm Road and 
the Presbj’terian Hospital, Pittsburgh. 

Mctliocl 


Patients in both tlie control and basic groups 
were not spocificall)' nskod if tl.ey had « 

but were questioned carefully as to any discomf ^ 
the\' might ha^'e. Discomfort of under eight hours 
duration was not recorded in tire “”“' 83 “ 
cephalalgia, but any discomfort was recorded m 
the basic group. No attempt was made to separate 
“ female and male patients, and consecutrve 

tte performed udth the p^s 

” f made to keep dm spinal co umn level 
quate J, ;„Sn^ wi* the cutting 

:frptrd"‘thrsit\f dmal defect and 
therefore the potential for ^ea^age. 

The puncture site was ^^ere made 

space in pressure had been 

recorded, an “d^ed 

the thought that the cei P g position 

with the patient i" ,«f. Pr^S^LLchest 
might be less than , 5 , the needle 

position. In recording P" n P 

measurement manometer reading. 

added to tire Levins W measure- 

men the I The average 

Tesr ef a -“may. therefore, be 
prone pressure 


higher than it actually should be. The first 240 
spinal punctures were used to determine average 
spinal fluid pressure. They were done in the usual 
manner with the patient in the on-side knee-chest 
position. 

Epidural Pressure 

No special effort to reduce the negative epidural 
pressure need be made when performing a lumhat 
puncture. Reducing it may even be a potential 
hazard due to introduction of contaminated air into 
the epidural space. Epidural pressures were taken 
in 16 patients and found to vary from 0 to 286 mm 
of isotonic sodium chloride solution. These pressure 
were measured by turning the Levinson t)pe mane 
meter (one section) toward the floor with its tip 
immersed in a sterile wide-based container of iso¬ 
tonic sodium chloride solution. The spinal needle 
was attached to a three-way stopcock and advanced 
slowly until the epidural space was entered. None 
could be recorded with the patient in the abdomi- 

"^Negative epidural pressure is formed in the on- 
side Lee-chest position by tensing the dura ovei 
tlie vertebral bodies and pulling it away from th 
hmtaa fteraby formmg a 
sure. This can be demonstrated lyf 
natient slowly extend his knees while on his side, 
die negative epidural pressure will dien be elevated 
to "erf and,, upon flexion, will increase with in- 

Dming^the operation for herniated nucleus pul- 
pofus TJth AeVtient hi the P-ne Position one 
Sy has die patient flexed^ At 
niocedure the patient is extended, thus PO’^untu g 
die dural sac to expand. At this 
diat the epidural space posteriorly is , 

rthe fca coming into contact w* *e ep^ 
ilt and lamina of die vertebral body. 
ot can often tee the dnra 

slides back over the “ 3 “^; con- 

spending f“ ui„ating the reialte 

tact with the lamina, obliteranng 

epidural space. 

Findings 

Tliere were 894 on^de 

bar punctures P“‘°™"^J33ar to and th® 
with the cutting e F ^ Patients were rolled 
fore cutting die dural uheis- 

onto the “Mo®®” ‘ 3 a^comfort was recorded. 

s;tr;renMoSC^ 

888 ,^developed post-tap cephala g 
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Two of tliese patients had proved expanding in- 
' tracranial lesions, and in the otlrer two patients 
; orain tumor was suspected. The 26tli and 539th 
patients had intracranial neoplasms and no com- 
. plaint of headaches prior to the taps; diey devel¬ 
oped tjTpical postpuncture cephalalgia. Both of 
-r tliese patients had normal pressures. The 26th, a 
24-year-old male who had a sterile frontal abscess 
‘ ,-secondar>' to a gunshot wound, had post-tap cepha- 
Jalgia for five days; the 539th, a 3S-year-old male 
^^who had a craniophar^mgioma, had postpunctm-e 
.-.cephalalgia for six days. 

A 24-year-old male (case 800), who was dis- 
charged with tlie diagnosis of deroyeiinating dis- 
J'ease, etiolog>' undetermined, and suspicion of brain 
“'tumor, had post-tap headache for 48 hours. The 
’-•88Stli patient was a 16-j'ear-old female with a con- 
'-'iTilsive disorder of seven days’ duration, and she 
'—had discomfort for five days. However, in this in- 
'h stance tlie needle was passed completely through 
the dural sac into the vertebral body anteriorly. 
The patient was discharged witli the diagnosis of 
o- conwilsive disorder of unknown etiology'. 

OS The 200 patients used for tlie control group were 
it placed on their backs for three hours and then per- 
ps mitted to be ambulatory. An incidence of 36.5% 
• t postpuncture headaches occurred for this group, 
s. In 100 patients xvith prone pressure there was 38% 
“ cephalalgia; in 100 wifliout prone pressure there 
Z! was 35% cephalalgia. The average pressure in 240 
patients in the on-side knee-chest position was 133.5 
mm. of cerebrospinal fluid; tlie average pressure in 
-; 100 patients in prone position was 130.97 mm. The 
average incidence of postpuncture cephalalgia witli 
-- no. 18 needles, in the literature, is 41%; the inci- 
dence in 894 patients in this study was 0.457o. Tlie 

- incidence of postpuncture cephalalgia in 894 pa- 

- tients untliout intracranial neoplasms was 0.22%. 

Summary and Conclusions 

There were 894 on-side knee-chest position lum- 
,, bar punctures performed ivith a no. 18 needle 
cutting the dural fibers. The patients were tlien 
kept on their abdomens for three hours before 
ambulation. Four patients, an incidence of less 
tlian 0.5%, had post-spinal-tap cephalalgia. Two of 
the patients who developed spinal-puncture cepha¬ 
lalgia had proved expanding intracranial lesions, 
and in the other two patients brain tumor xvas 
suspected. In tlie control group 200 on-side knee- 
chest lumbar punctures witli no. 18 needles were 
j performed, and tlie patients were kept on their 
^ backs for three hours before ambulation. There 
was an incidence of 36.5% postpimcture cephalalgia 
in tlie control group as compared to the Kterature 
average of 417o witli no. 18 needles. 

^ Hie most important contributing factor in pre¬ 
venting spinal-puncture cephalalgia is the use of 


the prone position. This is due to vertebral axis 
extension and its effects on the lamina, epidural 
fat, dura, and arachnoid relationships. 

To prevent spinal fluid leakage after lumbar 
puncture, the dural and arachnoid rents should be 
separated as soon as possible after removal of the 
needle by placing the patient in extension of his 
abdomen. In addition, extension releases tlie ten¬ 
sion on the dural and arachnoid tears. A small 
needle should be used, and the dural fibers should 
be separated rather tlian cut, by inserting tlie cut¬ 
ting edge parallel to them to minimize the size of 
the dural and arachnoid tears and subsequent 
spinal fluid loss. 

Negative epidural pressure is significant in es¬ 
cape of cerebrospinal fluid and is produced in the 
lumbar area only by flexion. This is the result of 



Myelograms, left, patient on his back with thighs flexed 
at 73 degrees and legs extended, right, patient flat on his 
bank with legs and thigh in anatomic position. Note dis¬ 
tances that corresponding points have migrated. 

tlie xmid produced by tensing the dural sac ox'er 
the vertebral bodies and is none.xistent in extension. 
Therefore, tlie incidence of spinal-puncture cepha¬ 
lalgia is minimal u'hen patients are immediately 
placed on their abdomens after lumbar puncture. 
They should remain tliere for a period of tliree 
hours before becoming ambulator^'. A patient uidi 
postpuncture sjmdrome should be placed on his 
abdomen and treated sxTnptomatically until the 
symptomatology^ subsides. 

Veterans Administration Hospital, Leech Farm Road (6). 
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COXSACKIE B VIRUS INFECTION 

PRESENCE OF VIRUS IN BLOOD, 

Joljn P. Ulz, M.D. 
and 

Alexis I. Shclokov, M.D., Bethesda, Md. 


Virusas of the Coxsnckio groups are so named be- 
came they wore first isolated in 1948 from stools of 
children living in Co.vsackie, N. Y. The viruses are 
characterized by their physical and biological prop¬ 
el ties, especially those of producing disease in suck- 
ing mice. On the basis of the patliological lesions 
pioduced in mice and antigenic composition, the 
viruses are divided into two groups. Group A Cox- 
-sackie viruses induce flaccid paralj'sis and marked 
muscle degeneration in suckling mice but no .signifi¬ 
cant central nervous system lesions. All members 
of this group, now numbering over 20, share com¬ 
mon complement-fixing antigenic components. A 
f(‘w types of group A viruses have been associated 
u'ith herpangina in man, and recently some cases of 
herpangina have been accompanied by parotitis. 
Certain types of group A has'e been associated with 
acute aseptic meningiti.s, and type 7 has been shown 
to produce jioliomyelitis-like lesions in monkeys. 
This h'pe is identical to Russian poliovirus tjqie 4 
isolated from stools of Rus.sian children during 
the acute phase of a clinical illness characteristic 
of paralytic poliomyelitis.-' 

As opposed to this, ^'irnses of group B in suckling 
mice tend to cause encephalonn^elitis, pancreatitis, 
hical myositis, and fat necro.sis. Only fi\'e types of 
group B are distinguished serologically. In man, 
infection by group B Coxsackie viruses mav induce 
epidemic picurodjmia or myalgia or in infants an 
acute encephalomyocarditis.” Sporadic infections 
liavc been as.sociated with an acute febrile disease 
ndiich is occasionally accompanied by headache, 
pleuritic chest pain, testicular pain, diphasic fever 
curve, pericarditis, or nuchal rigidit)'. In addition, 
Coxsackie B viruses are one of the commonest 
causes of aseptic meningitis, some cases of which 
may be accompanied b)' minimal muscle weakness. 

The diagnosis of Co.vsackie virus infection is us¬ 
ually made by the isolation of the virus in either 
suckling mice or appropriate tissue culture from 
stool or anal .swah specimens. The presence of in¬ 
fection is confirmed serologically by the demonstra¬ 
tion of a rise in \driis-neutralizing antibodies occur¬ 
ring dui'ing the illness as measured in the serums 
during the patient s acute and convalescent stages. 
Somewhat less frequently, virus can be isolated from 
swabs of the throat. 

From the Ldboratory of Clinica! Investigation (Dr. Utz) and the 
Laboratoo' of Infectious Diseases (Dr. Shclokov), National Institute of 
Allcrgs' and Infections Diseases, U. S. Public Health Service. Dr. Shelo- 
kov is now with Middle America Research Unit, National Institutes 
of Ilcallli, Balboa, Canal Zone. 


URINE, AND CEREBROSPINAL FLUID 


A 40-year-old male biachemisf had an 
intermiffent fever over a period of nine days. 
The only significant symptoms were malaise, 
chilliness, sweating, headache, myalgia, and 
minimal stiffness of the neck. The results of 
laboratory tests differed but little from the 
normal, except that the urinary excretion of 
phenolsulfonphthalein was consistently de¬ 
layed. Since the patient had been working 
with viruses for four years, inoculations were 
made into monkey kidney tissue cultures and 
HeLa tissue cultures, using specimens of 
blood, urine, and cerebrospinal fluid as well 
as swobs from throat and onus, fnfroperifo- 
neal and intracerebral inoculations were also 
carried out in mice. The specimens of urine 
were prepored for inoculation by a concen¬ 
tration technique. The organism was identi¬ 
fied as a Coxsackie B virus, and it appeared 
in a urine specimen collected on the fourth 
day of illness. It was also found at various 
times in the blood, cerebrospinaTfluid, and 
pharyngeal and anal swabbings. Us appear¬ 
ance in the urine suggests viral infection of 
the kidney as the probable cause of the 
retention of phenolsulfonphthalein. 


Although there have been only a few reports ^ of 
the presence of Co.xsackie virus in the cerebrospinal 
fluid (viraliquoria) at the present time vkus can be 
recovered from the cerebrospinal fluid of a low per¬ 
centage of patients with otherwise proi'ed Co.vsackie 
viral meningitis. (We have used and propose the 
term viraliquoria as a term of convenience to indi¬ 
cate the piusence of virus in the cerebrospinal fluid. 
We jirefer viraliquoria to viralrrhachia as it seems 
more important to us to emphasize the relationsliip 
of virus to fluid rather than to spine.) We have been 
able to find only three reports of the pres( 3 nce of 
Coxsackie B virus in blood (viremia), and 
one of these instances ® was the isolation associajeo 
uath disease. We know of one previous report ol 
the presence of Coxsackie B virus in human urine 

(viruria^). _ , 

In this paper will be described clinical and la o- 
ratoiy studies of a patient with infection by o' 
sackie virus, gi'oup B, type 3, from whom virus waf 
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cultured at varjung times from blood, urine, cerebro¬ 
spinal fluid, and swabs of tire throat and anus. These 
isolations will be correlated mtli the clinical course 
of the patient and their implications discussed. 

Methods 

Specimens from a patient were examined in one or 
both of two virolog)' laboratories. The methods used 
in each laboratorj' have already been described * 
except as specifically noted below. All specimens 
were inoculated info monkey kidney tissue culture, 
and most specimens were inoculated into HeLa cell 
tissue culture. Most specimens were also inoculated 
intraperitoneally (0.04 ml.) and intracerebrally 
(0.02 ml.) into Swiss white mice of_less than 24 
hours of age. The specimens of urine w'ere prepared 
for inoculation by a concentration technique devel¬ 
oped in one of the laboratories. 

This metlrod will be reported in 
detail elsewiiere.® 

Report of a Case 

A 40-year-old male biochemist had 
been working with a variet>' of vi¬ 
ruses for four years prior to the onset 
of illness. From April 25 to May 9, 

1937, he had been intermittently 
studying strains of Coxsackie B3 vi¬ 
rus. Altliough no laboratory’ accident 
was known to have occurred, there 
was ample opportunity' for exposure 
to infectious virus. On May 19, 1957, 
an illness developed characterized by 
malaise; myalgia, especially of the 
lower e.xtremities; fever, with tem¬ 
perature elevation to 39 C (102 F), 
dullness; and sweating. Onset of ill¬ 
ness followed two to three hours’ 
work in a drizzling rain. The next 
day, May 20, the patient’s tempera¬ 
ture was stiU elevated at 38.5 C (101 
F); he was examined, and cultures 
were taken. On phy’sical examination 
tl)e patient appeared acutely ill, and 
there was minimal tenderness on fist 


Physical examination at tlie time of admission to the 
Clinical Center disclosed a febrile, acutely ill man. The 
pulse was 84 per minute, temperature 38.2 C (100.8 F), 
and blood pressure 125 mm. Hg systoh'c and SO diastolic. 
The pharyngeal mucosa was sh'ghtly less reddened than 
previously, and there was minimal nuchal rigidity. The 
neurological examination was otherwise negative, and the 
other physical findings were the same as those on May 23. 

Laboratory studies showed a hemoglobin level of 14.5 
Cm. per 100 ml. and a leukocy’te count of 6,000 per cubic 
millimeter, with 65‘i7 neutrophils. 297> lymphocytes, 
4^ monocytes, and 2^ eosinophils, "nie ery tlrrocj’te sedi¬ 
mentation rate was 20 mm. per hour (Westergren). TTlie 
C-reactive protein value was 4-t-. The blood luea nitrogen 
level was 13 mg. per 100 ml. The total serum protein level 
was 6.8 Gm., serum albumin level 3.3 Gm., and serum 
globulin level 3.5 Gm. per 100 ml. Tire serum bilirubin and 
serum alkaline phosphatase lev’els and cephalin flocculation, 
thymol turbidity, and serimi glutamic oxalacetic transaminase 


VIRAL tSOLATIQNS- 
THROAT SWAB 
UR{Nt 



COXSACKIE B-3 
ANTIBOer TITERS' 
OTHER Lit STUOESl 
ESR 
CRP 

SERUU GLOB 

TRANSANIRASE 

BUN 

psR jr total 

CSr CELLS 


Rehitionship of viral isolation to cliracal illness and laboratory studies. ("Figures 
for Coxsackie B3 antibody titers represent reciprocals of semm dilutions neutralizing 
100 TCIDv,.) 


percussion in dte right costov’ertebral area. On May 21 he 
had a shaking chill and began to have moderately severe 
generalized headache. On ^iay 23, he had another shaking 
chill lasting about 30 minutes, he was examined, and cultures 
were taken again. Physical -e-xamination on this date dis¬ 
closed tonsillar enlargement, grade 2, and p.alatal and 
pharyugeal erytliema. Fist percussion of the lower right side 
of the thorax laterally produced mild abdominal discomfort. 
The edge of the spleen was felt 2 cm. below the left costal 
margin. The patient appeared acutely ill, and hospitaliza¬ 
tion was recommended. However, he felt so much better 
during the afternoon of that date and during the nest two 
days that admission to the hospital was deferred. 

On the evening of May 25, the patient noted the return of 
fever and headache. On the morning of May 26, his tem¬ 
perature reached 40 C (104 F), and he was admitted to the 
Clinical Center of the National Institutes of Health. WTth 
this illness there was no nausea; diarrhea; chest or abdominal 
pain; eye, ear, nose, or tluroat complaints; change in mental 
status; urinary tract symptoms; or subjective stiffness of the 
neck. He had been treated symptomatically witli acetylsal- 
icylic acid; no antimicrobial drugs had been given. The 
temporal relationship of symptoms to temperature elevations 
•are shown in the figure. 


values were normal. The results of standard unn.alysis were 
normal. Cumulative phenolsulfonphthalem axcrction was 
18% at 15 minutes, 34% at 30 minutes, and 48% at 120 
minutes. Cerebrospinal fluid, remov ed under an initial 
pressure of 170 mm. H-O, was slightly cloudy and contained 
147 leukocytes, all of which were lymphocytes. Tlie cerebro¬ 
spinal fluid glucose level was 57 mg. per 100 ml. (Nelson- 
Somogyi method), protein level 49 mg. per 100 ml. (Ling 
tyrosine method), and chloride level 120 mEq. per 
liter. Smears and cultures for fungi, bacteria, and myco¬ 
bacteria were negative. The chest roentgenogram showed 
no change from previous films. Tlie results of some of tliese 
laboratory studies and the sxibsequent detenninations on the 
abnormal and signific.mt tests are shown in the figure. 

During the first 36 hours of hospitalization the patient’s 
temperature returned to nonn.al and remained so tliroughout 
his stay. Concurrently the symptoms of malaise and myalgia 
disappeared. After the second lumbar puncture, June 3, the 
patient was gradually ambulated. He continued to complain 
of easy fatigue for a period of approximately three weeks 
after onset of illness, after which he has remained entirely 
asymptomatic. 
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Results of ^^iral Cultures 

The results of tissue eulture and suckling mice 
inoculation are shown in the table. A specimen was 
marked as positive after it had been found to con¬ 
tain virus by either isolation technique in either or 
both laboratories. The relationship of viral isolation 
to clinical illness and laboralor)’ studies is shown in 
the figure. Virus \yas recovered from the blood only 
early in the illness and, in this case and one other,'' 
fu'c to six' days prior to the appearance of clinical 
findings of meningitis. Virus was isolated from 
throat and anal swabs both early and rclativ'ely late 
in the illness. No viral isolations were made after 
the patient had been afebrile 24 hours (May 28). 

Comment 

The illness in this patient was characterized by 
fc\'er u'hich occurred o\'er a period of nine daj’s and 
"'as accompanied by only a few other symptoms. 

Cox<!Ockic B3 I.sohitiom in Tissue Culture!, and Suckling Mice 


KirU 
I.nlK'riiloTy 


Socoiiil 

I.iiliorntory 


+ 

+ 

+ 


(I 


0 


,, , Ti'-'-iie SiiekliiiK 

IU-7 Spcoliiioii eiilt'irc 

.',(^>0 . Tliroiit 

.Aniil 
Blood 

. Throitt'wall 

Urine 
Anal 'ttiiti 
Blood 

.-,.^7. Throat'•Hull 

Anal .‘.nail 
Ccicbro^pinal llidd 

. Throat .‘mail 

Urine 
Anal'« ah 

7 , .. Blood 

Throat snail 

^ 3. Throat snail 

Anal snail 

Urine 

.. Thioatsnal) 

. I’h'roat snail 

Urine 

Ccrelirospitial lUiid 


+ 

0 

+ 

+ 


0 

0 

0 

0 

+ 

0 

0 

(I 

1 ) 

0 

0 

0 


Tissue Sueklini? 
Culture Mouse 


+ 


-(■ 


+ 


+ 


The symptom and finding that pointed to l«^lized 

Sarweie the headaehe end A- 

Tlin historv of exposure and tne mpnasi 
e fever™ .ich we have observed in a nnm- 

Sfpatfe^runrt he lid reeovered and he was 

able to engage illness in 

Laborato.^ "l'‘St werr™^^ *- 
general y'^ed .« 

normal. ^ 10 of 10.700 per 
period of fever and ^eaciiea ‘ 

cubic millimeter on .eased to 32 mm. 

erythrocyte level of 3.5 Cm. per 

per hour. The serum g -jjness. 

100 ml. declined to 2.S j ^ j n from 29 

Although the serum transaminase levei 


to 12 units, both values were within the range con¬ 
sidered normal for the Clinical Center laboratorv. 

The urinary excretion of phenolsulfonphtbakin 
^ was, however, delayed. The cumulative total excre¬ 
tion two hours after injection of the dye was 48 and 
50% on June 3 and June 11 respectively. These val¬ 
ues, as well as the percentage of tlie dye excreted 
15 minutes after injection (18 and 16%, respectively, 
on these dates), xvere below the minimal figures 
found in normal subjects.'" The cumulative excre¬ 
tion of dye 15 minutes and two hours after injection 
on July 9 and Oct. 10, although below average, was 
witln'n die range of minimal values. Prior to this ab¬ 
normal phenolsulfonplithalein e.xcretion value there 
had been no history of acute or chronic renal dis¬ 
ease. Blood urea nitrogen levels and die results of 
urinalvses of single morning specimens on the 5th, 
llth, and 24th day of illness were normal. Viruria 
however, did occur. 

Viruria in man was first reported by Jonesco," ii 
1927, in rabies infection. In 1938 Lepine and Saut 
ter reported the presence of Ijonpliocytic cliorio- i 
meningitis virus in urine. Russian spring-summei 
virus lias been found in urine of patients, according 
to Smorodintseff.’" Hov'itt," in 1950, reported the 
recoverv of a virus of the Coxsackie group from one 
specimen of urine. No details of the case w'ere giv¬ 
en. Weller and others,^ in 1956, isolated xnrus from 
urine of two patients xvith illnesses resembling tha^ 
of cvtomegalic inclusion disease. Utz and others 
isolated mumps virus from the urine of six'patients 
widi an illness clinically characteristic of 
In addition, viruses have been recovered from he 
urine of animals naturally or artificially infected 
with the following diseases: foot and mouth disea e. 
Canine distemper, equine "s anemia ps^ 
rnsis feline infectious enteritis, cattle plague (nno 
African horse sickness. Despite viram 
S each of the above infections, die presence of w- 
rus in urine is not suspected usually, and n 

listed as a specimen to be studied in the i g 
of anv x'iral disease in man. , 

Certain difficulties have ten j.. 

ikvTSrtiSS 

to have a toxic effect on “ SfcHono! 

It was found necessaiy o . inoculation int< 

urine in saline solution pnor to its inoci 

Sue culture tubes. Tlie d—'fS 
and the necessity factor^s in the pas 

to inoculation may hax u^aining vdrus hoa 

diat reduced the chance of obtaining 

urine specimens. be a( 

How can the presence of ™ ^ ^t rims 
counted for? One «spill over” fmi 

present in urine as a i ^ ^Hr patient, bo' 
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blood obtained approximately five minutes prior 
to the collection of the positive urine specimen. 

Another possibility is that the virus was present 
in blood but masked by antibodies. Witir filtration 
through the glomerulus, dissociation of the virus- 
antibody combination may have occurred. In sup¬ 
port of this is the obserx'ation that there is at 
least a thousandfold difference in the amount of po¬ 
tential antibody (globulin) material present in 
blood and urine. 

A third possibility is tliat tliere xvere so few in¬ 
fecting virus particles in the blood that they could 
only be demonstrated after concentration of glomer¬ 
ular filtrate and virus in the renal tubules. To in¬ 
vestigate this possibility, twofold serial dilutions 
were made of the original suspension of material 
obtained by high-speed centrifugation of urine. 
This specimen by this time had undergone txvo 
freezings and thawings. Studies of this specimen 
revealed that there were at least 10 but less tlian 
20 tissue-culture infective particles per milliliter of 
original urine. This low figure would appear to be 
compatible unth the possibility that extremely small 
amounts of xdrus in blood were concentrated and 
detected in the urine. 

A fourdr explanation is that a xdrus was propa¬ 
gating in the cells of the urinary tract, especially 
those of the kidney. The evidence that monkey and 
human kidney cell tissue cultures are excellent me¬ 
diums for the growth of many x'iruses supports this 
possibility. In addition, monkey kidneys obtained 
for tissue culture are occasionally infected or con¬ 
taminated by (simian) viruses.’" It is recognized, 
hoxvever, that such tissue cultures bear little re¬ 
semblance histologically and physiologically to the 
intact Iddney. 

Microscopic lesions have been seen in kidneys 
from patients xvho had had x'arious viral diseases 
including poliomyelitis, influenza, mumps, measles, 
infectious hepatitis, cbickenpox (x'aricella), epi¬ 
demic (St. Louis type) encephalitis, yelloxv fever, 
and cytomegalic inclusion disease. Abnormal results 
of urinalyses and other tests of renal function dur¬ 
ing clinical illness have further suggested to clini¬ 
cians that the kidney may be inxmlved in a number 
of viral infections. Recently, Bates and co-xvorkers 
have speculated that a xdrus may be the cause of 
some cases of acute nephritis unrelated to group A 
hemolytic Streptococcus. The isolation from urine 
of the viruses abeady mentioned, and the suggestion 
of concurrent abnormal renal function in our pa¬ 
tient, again raises tlie possibility of viral infection of 
the kidney and damage to the kidney by virus. 
From these considerations it xx'ould seem that die 
hypothesis of renal xdral disease is of both long 
standing and recent interest and needs further 
investigation. 

Summary and Conclusions 

A patient became ill xxdth an aseptic meningitis 
sjmdrome and infection xxdth Coxsaclde virus, group 
B, type 3. During the course of this illness one test 


of renal function xvas consistently abnormal. Virus 
xx'as present in the anal sxx'ab, throat sxx-ab, blood 
(viremia), cerebrospinal fluid (xdraliquoria), and 
urine (viruria). There are several possible mecha¬ 
nisms by xvhich the xdrus mayhax^e been excreted in 
urine. The presence of xdrus in urine and abnormal 
renal function studies should lead to a consideration 
of die hypothesis of renal x’iral disease. 
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Betty Samuel, B,A., San Francisco 


Modem urjianizaliDn lias given lise to complex 
methods of dealing with communil}’ liealth prob¬ 
lems. No longer is the pjacticing physician who 
serves the individuals in an area also able to per- 
foun effectively the additional duties of physiciai^ 
to the community as a whole, Proiilems of general 
community health ha\'e often been left to the vari¬ 
ous public and \‘oluntury health services which 
have arisen to meet these needs. The funds to 
suppoit these organized activities derive from gov¬ 
ernment subsidies and from Y'oluntary contributions 
do tbe national and local health and welfare agen¬ 
cies. Their personnel consists of individuals paid 
b>' the gOY'ernmcnt and by \'o]untar}’ agencies and 
of countless public-spirited volunteers who willingly 
and enthusiastically work in areas of their special 
interests or for the general health and u'elfare of 
the community. Many phj'sicians, as individuals, 
serve these agencies in ach'isory or service capaci¬ 
ties, hut the medical in ofc^ssion as a p’hole is seldom 
able to fulfil! completely its traditional and ideal 
role of serving as physician to the community in 
guiding and directing these activities. As a result, 
much of the planning and many of the research, 
education, and serx'ice functions in the field of 
community healtii are now recognized as responsi¬ 
bilities of the public and voluntary health and 
u'clfare agencies. 

The Healtli Council of the United Community 
Fund of San Francisco is composed of over EOO 
individuals draYA’n from the medical profession and 
from the community. The members of the council 
scA’e on the board of directors or in an e.xecutive 
capacity in a public or voluntary health agency or 
have a special interest in tlic health needs of the 
community. In 1956, the Health Council undertook 
a broad tn’ 0 -)'car siua'c)' (1) to identify and ana¬ 
lyze health and rehaljiiitation needs in San Fran¬ 
cisco, (2) to ascertain wlnit public and voluntary 
services are available to meet these needs, (3) to 
determine on the basis of informed opinion tlie 
gaps in service, the Iraniers to utilization of e.xisting 
services, and tlie need for modification or strengtir- 
ening of services, and (4) to immlve those persons 


Research Consultant, United Community Fund of San Francisco, and 
Acting Assistant Professor, School of Social Welfare, Vniversit}’ of 
California at Berkeley (Dr. Babow); Chairman, Health Council, United 
Comraunity Fund, and Assistant Clinical Professor of Medicine, School 
of Medicine, University of California at Sun Francisco (Dr. Watts); 
and Social Statistician, United Community Fund (Mrs. Samuel). 


A questionnaire provided a means where¬ 
by participating physicians could and did 
report on the health and welfare needs of 
persons who came to them for medical care. 
The greatest unmet needs for semces or 
facilities in San Francisco were alcoholism; 
other mental illness or emotional disturbance,- 
paralytic conditions (other than poliomyeli¬ 
tis), including those resulting from strokes,- 
arthritis and rheumatism,- cancer; and mental 
retardation. The response to the question¬ 
naire indicated an unexpected degree of 
interest on the part of physicians. The medi¬ 
cal profession as a whole is seldom able to 
fulfill completely its traditional and ideal role 
of serving as physician to the community in 
guiding and directing all health activities. 
Much of the planning and many of the re¬ 
search, educational, and service functions in 
the field of community health are now recog¬ 
nized as responsibilities of the public ond 
voluntary health and welfare agencies. 


who can contribute dieir knowledge and experience 
to tills study and help mobilize community effort 
to carry out its recommendations. 

Recognizing the fundamental role of the practic¬ 
ing medical profession in community health, tlie 
Healtli Council, in conjunction witii the San Fran¬ 
cisco Medical Society, developed a four-page ques¬ 
tionnaire for the purpose (1) of ascertaining the 
experience of practicing physicians in relation to 
community healtli problems and (2) of detennining 
the degree of participation of practicing physicians 
in community' health activities. The results of tlic 
survey are summarized in this report. 

The Responses 

The response to tlie questionnaire indicated an 
unexpected degree of interest on the part of the 
doctors. The questionnaire was sent to 1,579 
cians, of whom 838 ( 53%) responded. This report, 
however, is based on only 801 returns; the ansuers 
of 24 physicians who participated in pretests aeic 
omitted, as were 13 responses received after p 
results were tabulated. Among the doctors partici¬ 
pating, general practice and the specialbes we 
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proportionately represented according to a sur\>ey 
by the San Francisco Medical Socieh' of its mem¬ 
bers in 1954. Over 86% of the respondents were 
self-employed; approximately 5% were employed 
by the government. Many of the self-employed 
physicians also had part-time private or govern¬ 
mental employment. 

Fhysicians’ Assessment of Needs and Services.— 
Some of the more significant questions asked and 
a tabulation of the most frequent answers by the 
physicians participating in the surx'ey are listed 
here. 

Question': In the past month has any patient in 
your care needed seiNdces, irrespective of whether 
the sen'ice was secured, other tlian the diagnosis 
and treatment which you pro\’ide? 

Ninety' per cent of the phy'sicians indicated a 
need by patients for one or more such ser\’ices. The 
most frequently noted sen’ices, witli tlie percentage 
of doctors noting the need, are as follows: psychi¬ 
atric diagnosis and treatment, 62.2%; physical thera¬ 
py, 56.5%; financial aid, 48.2%; home nursing, 47.0%; 
and long-term institutional care, 36.4%. 

Question: In the past month have you referred 
any patient to any of the following for information 
about serA’ices or to secure such services? 

A number of health and welfare agencies were 
listed. Se%'enty-nine per cent of the physicians re¬ 
ported referrals to one or more agencies. The most 
frequently used agencies and tlie percentage of 
respondents reporting referrals are as follows: De¬ 
partment of Public Health, 42.6%; Visiting Nurse 
Association, 38.3%; psychiatric clinics, 35.3%; Vet¬ 
erans Administration, 30.9%; State Department of 
Employment, 17.3%; family service agencies, 16.7%; 
and State Bureau of Vocational Rehabilitation, 
14.2%. 

Question: Taking into consideration the varied 
medical, psychosocial, and vocational aspects of 
rehabilitation, and in the light of your e.xperience 
and observation, select and list below tliree condi¬ 
tions where there appears to be the greatest unmet 
needs for services or facilities in San Francisco. 

Nineteen illnesses or conditions were listed, and 
an additional space for “write-in” was provided. 
Items cheeked by more than 10% of the participants 
included the following categories: alcoholism, 
45.8%; other mental illness or emotional disturb¬ 
ance, 35.6%; paraly'tic conditions (other than polio- 
my'elitis), including those resulting from strokes, 
28.6%; arthritis and rheumatism, 16.5%; cancer, 
14.2%; and mental retardation, 12.1%. 

Question; Considering each aspect of rehabilita¬ 
tion, and in the light of your experience and ob¬ 
servation, in which areas does it seem that suflScient 
services are available to San Franciscans wth seri¬ 
ous illnesses or conditions of a handicapping nature? 

A check list was pro\'ided to indicate “more serv¬ 
ices needed,” “suflacient services available,” or “don’t 
know.” The highest number of doctors checked 


“more sen'ices needed” for the follomng items, in 
this order: (1) hospitals for the chronically ill or 
long-term patient, (2) nursing home or convales¬ 
cent home care, (3) psychiatric diagnosis or treat¬ 
ment, (4) social and recreational opportunities for 
the aging, (5) home nursing, and (6) psychological 
testing and counseling. 

Question: Vhat do you regard as the two or 
three top priorities to which our community' ought 
to give more attention in health promotion and care? 

Fifty'-two per cent of the respondents offered 
suggestions. The most frequent were mental health, 
excluding alcoholism, 50.8%; alcoholism, 28.1%; 
care and rehabilitation of tlie chronically' ill and 
physically handicapped, 22.5%; and tlie problems of 
the aged, 20.6%. 

Participation of Practicing Physicians in Com¬ 
munity Health and Welfare Activities.—Seventy- 
three per cent of tlie doctors who responded were 
currently gii'ing I'olunteer sen'ice on the staff of a 
hospital or clinic which provided free or part-pay 
care. Twenty'-two per cent of the respondents were 
serving as board members or in an advisory ca¬ 
pacity' in a voluntary healdi or welfare agency. 
Nine per cent reported similar service with govern¬ 
mental agencies. 

Limitations of the Questionnaire 

Although the percentage of respondents was rela¬ 
tively high for a mailed questionnaire of this tyfpe, 
there is undoubtedly an element of self-selection 
which differentiates respondents from nonrespond¬ 
ents. On many points, such as the number of serv¬ 
ices connected wth rehabilitation, the number of 
“don’t know” answers was relatively high. This is 
probably related to the nature of certain ty'pes of 
practice which do not require familiarity' with such 
sen'ices. It was often difiBcult to determine whether 
the respondent was reporting on matters familiar 
or unfamiliar to him. Tlie quantitative data are only 
estimates and based on recall. The research intru- 
ment did not lend itself to obtaining important 
demographic and epidemiologic data. A “built-in 
bias” was evident in tlie relative ease wth which 
respondents answered questions where a check list 
was provided, compared wth tlieir difficulty' vith 
open-ended questions which gave an opportunity' 
to include additional material not suggested by a 
check list. 

Usefulness of the Questionnaire 

The questionnaire prowded a means whereby 
the participating physidans could and did report 
on the health and welfare needs of indmduals who 
came to them for medical care. Their experience 
and informed opinion made an invaluable contribu¬ 
tion to an over-all assessment of community' health 
needs and resources. An analysis of the “don’t know” 
answers ivill provide useful material for professional 
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education, for schools of medicine, public health, 
nursing, and social welfare, and for health educa¬ 
tion of the public. It is anticipated that the results 
of the questionnaire u'ill serve as a stimulus for 
further programs of research, education, and serv¬ 
ice in the areas of greatest need in San Francisco, 
which the plu'sicians emphasized by their over¬ 
whelming concern with mental healtli, alcoholism, 
care and rehabilitation of the chronically ill, and 
the problems of the aged. Finally, the questionnaire 
scrx'ed as a medium for the medical profession as 
a whole to pla\' its traditional role of physician to 
the community through active participation in a 
program of health and welfare planning. 

Summary 

An experience with a community fund health 
council questionnaire for practicing physicians in¬ 
volved a questionnaire, developed witli the coopera¬ 
tion of the San Francisco Medical Society, which 


was completed by 838 (53%) of the 1,579 practicing 
physicians in San Francisco to whom it was sub¬ 
mitted. ’An assessment of local health and welfare 
needs and services by practicing physicians has 
been made available to the planning group of the 
United Community Fund of San Francisco and 
other interested agencies. Seventy-three per cent 
of the physicians reported giving volunteer service 
on a staff of a hospital or clinic which provides free 
or part-pay care to patients. Twenty-two per cent 
have served on the board of directors or in an ad¬ 
visory capacity in a voluntary health or welfare 
agency. 

909 Hyde St. (9) (Dr, Watts). 

Copies of the questionnaire submitted to tlie doctors and 
a 24-page summary and interpretation of the data, entitled 
“San Francisco Doctors Report on Community Needs and 
Resources in Healtlr and Rehabilitation," February, 1958, 
are available for $1.00 from tire United Community Fund 
of San Francisco, 2015 Steiner St., San Francisco 15. 


CLINICAL NOTES 


CYCLIC NEUTROPENIA IN A FATHER AND DAUGHTER 


Betty M. Hahneman, M.D. 
and 

Howard L. Alt, M.D., Chicago 


Cvclic neutropenia was first reported by Leak 
n 1910. In 1946, Reimann and de Berardims co - 
ected 13 cases from die literature, reported 1 of 
■heir mvn, and briefly abstracted 
,vere previously unpublished. One of the latter 
reported here in more detail. ^ 

Tliirteen case reports^ other thaii die 16 sum¬ 
marized by Reimann and de Berardmis have ap¬ 
peared in die literature. In none of these lias diei 
been any evidence of this entity appeanng m moie 
S me meler of the family. The snbjeot o 
report is two cases of cyclic neutmpjm occm.mg 
at a young age in a father and daugi • 

Report of Cases 

Case L-A boy f ha^krUcul^^^ 

years. His family stated ^ ^ n^oiitlis. Since 

age of 6 weeks and ■■ • ■ ■ . had occurred, 

the age of 2 years :■ 'j nWyngeal mucous 

associated vvith ulceration of 1 ‘“DojIs" on the skin were 

membrane, fever, and of the episodes of 

also reported as occurring . ^ history was non- 

IS^ of ir in the 

patient or his family. ____ 

ScK Sc^rwTsS 

Hospital. 


Physical examination revealed no lymph enlarge- 

JrS. W and “t^S'ofoW: 

swollen gums were Prese • 1942, neutropenia 

tion, from September, 19 , aaj/’e-veept that on one 

appeared at intervals of 18 to 21 ^^fortunately, 

occasion the expected Ume so it could 

no blood cell count an asymptomatic 

not be determined 

neutropenic period or sapping ^ 

attacks the white bloo -.h almost complete absence of 

to 36% (table 1). No anenda 

1941, at s«. i. fc 

per cubic millnnete , appeared liypcceWa'. and 

peripheral blood. ^ ® absence of tlie neutrophilic grann- 

there was nearly comp ,‘11 0 %. nrogramilocytes, 

locytic series, with mye oblasU 2%, P S ^ 1. 

myelocytes: neutrophils l, eos cells: neutro- 

met.amyelocytes, 2; band ^ 70; and monocyl^ 

I'td rdtein.brlcy.us dO per 

'“S? blood cell counts wore not ^ 5 

paS liv»l a. sonic djs“oo “» Ctaca o a, ^ 
was not cooperative about obtaining 

patient was next seen m May. 
he stated tliat the oP^odes o^e j,,a 

gradually become Js He had been well whde 

entirely at the age of 18 years, n 
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iemng in the Army for se\ eral > ears, except for an abscess 
under tlie left jaw winch was drained No mention of the 
blood cell count was made to him at tliat time Phjsical 
examinations tw'ice v early by his own phjsician had been 
normal On Ma> 21, 1957, the hemoglobin level was 15 5 
Cm per 100 cc, the white blood cell count 7,250 per cubic 
millimeter, and tlie differential count as folloxxs- segmented 
neutrophils, 6S'7, eosinophils, 2, basophils, 1, l\'mphoc>'tes, 
19, and monoc)tes, 10 Tlie platelets appeared normal, and 
die red blood cells rexealed only slight anisocjtosis Fmdings 
on an electrophoretic study of serum proteins were normal 

Table 1.—Differential Blood Cell Count of Patient 
In Case 1 When First Seen 

^^hlte Neutrophil*? 

Blood Cell- /-'•-s 




per 

Se"* 

Band 

Monocyte-, 

Dnte 
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< u Mm 

inented 
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n/30 41 
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0 

33 

10/ 4/41 . 
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10/17/41 
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10/29/41 




6 
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U/ 5/41 


3 000 

10 

4 
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11/ 8/41 

-t. 




0 

11/12/41 


5880 

0 

0 

18 

U/2I/41 


8100 

4j 

> 

n 

12/ 8/41 

12/21/41 


0 ■‘>0 

n 

3 

3 

1/ 0/42 

• “T 

4 800 

n 

n 

30 

to to 

+ 

6,700 

41 

s 
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Case 2 —A 26'month-old girl, seen on \Ia> 21, 1957, was 
the daughter of the patient reported on above She had had 
a normal birth but at the age of 3 months began to hare 
fever, melena, and vomiting, followed b\ a prolonged epi¬ 
sode of diarrhea An abnormaliti of the white blood cell 
count was said to have been noted at that time Episodes of 
fe\ er occurring "once or twice a month” began at the age of 
7 months At 10 months she began to have recurrent episodes 
of furunculosis, with or without fever, at two-week intervals 
These continued to the time of her first x isit Tlie father felt 
that the cyclic episodes were simdar to those he had ex¬ 
perienced as a boy 

Physical examination rexealed a xxell-dexeloped child 
xveighmg 26 lb (11 8 kg ) There were no enlarged Ixmph 
nodes, and the hx’er and spleen were not palpable Many 
indurated pustules xvere present on tlie buttocks 

Serial blood cell counts xvith the c>chc occurrence of 
sxTnptoms are recorded in table 2 It appears that episodes 
of sex’ere neutropenia occurred at 14-day inters als The 
patient’s serum, draxvn during the neutropenic phase, xxas 
tested for agglubmns against normal leukoc> tes by the 
metliod of Daiisset, none xvere found Electrophoretic studies 
of the serum revealed a normal pattern Tlie patient’s local 
ph) sician xx as adxased to administer benzathine penicillin G 
prophylactically The parents xvere unxx'ilhng to has e furtlier 
diagnostie studies done and did not return to their famdy 
physician for care. 

The txvo cases of cyclic neutropenia presented 
are those of a father and daughter, each with onset 
during childhood No etiological factor could be 
found. ’Tlie father has had a complete remission 

Comment 

Cyclic neutropenia consists of regularly occur¬ 
ring episodes of neutropenia, usually accompanied 
by ulcers of the oral mucous membrane, fetter, and 
malaise and sometimes by infections, arthralgia, 
and nausea and vomiting. The periodicity of the 
neutropenia is one of the most striking features, 


woth episodes occurring at interx'als close to mul¬ 
tiples of 7 days, most commonly ever)’ 21 days. A 
patient cited by Reimann and de Berardinis ” and 
our patient in case 2 showed a 14-day periodicitx’. 

The etiolog)’ of this sx’ndrome is unknoxx’n. Uri¬ 
nary hormone studies in some patients have re¬ 
vealed cyclic variations in gonadotropin and/or 
estrogen excretion corresponding to die neutropenic 
cycles," while other patients show no such pattern.® 
In some adult females the neutropenic cycles have 
been correlated xx’ith the menstrual cycle,® while in 
odiers this has not been the case." In one of the 
former groups,®” hysterectomy and bilateral oopho¬ 
rectomy failed to alter the neutropenia. 

Tlie serums of two patients xx’ith cxclic neutro¬ 
penia have been injected into normal individuals® 
or into guinea pigs wthout evidence of a neutro¬ 
penic response. Splenectomy performed in 11 pa¬ 
tients ® was followed by improvement of s)’mptoms 
and neutropenia in some, but no complete remis¬ 
sions were observed. Leukoagglutinins could not be 
demonstrated m our patients, even during a neu¬ 
tropenic episode (case 2). Page and Good noted 
similar findings Ht’pogammaglobulinemia has been 
demonstrated in only one patient a normal serum 
protein electrophoretic pattern was seen in our 
patient in case 2 xx’hen serum draxx-n during the 
neutropenic phase was so examined. 

'Therapy in these patients has had little effect on 
the neutropenia In several cases antibiotics and 
sulfonamides have relieved sx'mptoms and signs of 
infection. Adrenocortical steroids have produced 
relief of symptoms and partial relief of tlie neutro¬ 
penia in one case but were ineffective in four 
others.’® 

Only a few patients xvith tliis s^drome have 
been obserx’ed for long periods. 'The patient in 
Leale’s original case'' showed persistence of the 
episodes for more tlian -30 years. Cobet and Schill¬ 
ing’s ®' patient was followed for six years and tliat of 
Rolland and Davidson for seven and one-half 


Table 2 —Differential Blood Cell Count of Patient in Case 2 



U hue 

NeutrophIU, 'c 


Date 

ZAll/I/IJ til — 

per 

Symptom- Cu Mm 

•-ee Band 
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Monoevte* 

o 21 o7 
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0 

0 

0 14 57 


2- 0 

0 

G 2lfo7 

— fjixtf) 

7 1 

1 

0 2 ^/ j 7 

0 200 

22 0 
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years, both xx’ith persistence of cyclic neutropenia 
Four patients died of infection TTie present report 
(case 1) indicates that prolonged remission or spon¬ 
taneous recover)’ may occur in these indix’iduals 
Reports hax’e appeared in the literature from 
time to time of various periodic diseases, i. e., syn¬ 
dromes of regularly occurring s)’mptoms, such as 
fex’er, abdominalgia, or arthralgia. In some of tliese 
a familial tendency has been noted; Reimann “ 
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foimd periodic abdominalgia in related individuals 
of Armenian or Jewish ancestry, and he reported 
this syndrome in triplets. Bouroncle and Doan 
studied a family of Dutch e.xtraction in which peri¬ 
odic fc\’cr occurred in members o\'er five genera¬ 
tions. Periodic arthralgia in 23 members of the same 
family has also been noted by Reimann.’’ 

The two cases presented here suggest a heredi¬ 
tary factor in the etiology of cyclic neutropenia. 
Only one previous report has included specific in- 
forination about the parents of a patient with this 
disorder; Vahlquist, cited by Reimann and de Ber- 
ardinis,- noted moderate leukopenia without neu¬ 
tropenia in the asymptomatic father of his patient; 
the inother had normal granulocytic values. Several 
reports have indicated that no symptoms sugges¬ 
tive of cvclic neutropenia had been present in the 
family. 

Summary 


A 29-year-oId male was first seen at the age of 
14 years vuth cyclic neutropenia, occuiring every 
21 days. At the age of IS a remission occurred 
which has persisted for 11 )'cars. This patients 
daughter was seen at the age of 2 years for cyclic 
neutropenia with a 14-day cycle and a history ot 
repeated infections since early infancy. 

670 N. Micliigan Avc. (11) (Dr. Hahneman). 


This study was aided, in part, by grants from Ae 
Hematology Rcsearcli Foundation and the Leukemia Re¬ 
search Foundation. 
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ringing the changes on this limited numbe . ^ l covering all 
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USE OF PYRIDOXINE HYDROCHLORIDE TO PRE\T:NT ISONIAZID 

TOXICITY 

Raymond R. Ross, M.D., Santa Ana, Calif. 


Uiere have been several recent reports ' regard¬ 
ing the ability of p\Tidoxine hydrochloride and its 
derivatives, p\Tidoxal and pxTidoxamine, to prevent 
or to delay the appearance of peripheral neuritis 
due to isoniazid administration. This finding was 
followed by the suggestion that it is now possible 
to use much larger doses of isoniazid (6 to 20 mg. 
per kilogram of body weight) than have been used 
routinely heretofore (3 to 5 mg. per kilogram of 
body weight). Subsequently. Pope" has shown that 
pjTidoxal and pyridoxamine can interfere with the 
tuberculostatic action of isoniazid in vitro, and 
McCune ’’ has shown an in Wvo interference with 
isoniazid by p\Tidox-ine. The present study was 
undertaken to confirm or to deny tlie earlier reports 
that die toxic effects resulting from large doses of 
isoniazid could be prevented by the concomitant 
administration of pyridoxine. 

Methods and Results 

Forty-eight patients were given isoniazid in the 
dose of 20 mg. per kilogram of body weight. In 
another group of 62 patients the same dose of 
isoniazid was gii'en, but these patients were also 
given 2.5 mg. of pyridoxine twice daily. Other anti¬ 
tuberculosis drugs were administered by the ward 
physicians as they saw fit, but vitamins were pro¬ 
scribed for both groups. A few patients received 
450 mg., and some received 150 mg. of piTidoxine 
daily early in the series, but tliese dosages were 
soon reduced when it was noted tliat the lower 
dosage of 25 mg. twice daily had the same clinical 
effect. Some patients remained on therapy with 
this higher dosage of isoniazid for a period of two 
years. It w'as noted, how'ever, tliat most evidence of 
toxicity appeared early in the course of treatment, 
only one patient developing signs of drug intoler¬ 
ance after 24 weeks. This was a patient who devel¬ 
oped a paranoid psychotic episode after 63 weeks 
of therapy. She had received botli isoniazid and 
pyridoxine and recovered promptly when the dos¬ 
age of isoniazid was reduced. 

The incidence of ruitosvard drug reaction in this 
series may be summarized as follow's: At tire end of 
six weeks of treatment, 6 of the 48 patients (12%) 
on isoniazid therapy alone had some Uqie of toxic 
reaction to isoniazid. Six of the 60 patients (10%) 
receiving isoniazid plus pyridoxine also had some 
tj^ie of unfavorable reaction. At the end of 20 
iveeks of treatment, 51% of the patients who w'ere 
still in the series and who w'ere given isoniazid 

Clinical Instructor in Medicine, Stanford Universitv’ School of Medi¬ 
cine, and Visitinj* Physician, San Francisco Hospital. 


alone had some manifestation of to.xicitx' (usually 
peripheral neiudtis), and 25% of the patients re¬ 
ceiving both isoniazid and pyridoxine also had 
some ri^re of toxicit}’ sufficiently severe to require 
discontinuing or low’ering the dosage of isoniazid. 
Additional data appear in the table. 

Peripheral neuritis appeared in 14 of the patients 
recemng isoniazid alone but in only 1 of the pa¬ 
tients receiving isoniazid plus pyrido.xine. In this 
latter instance the neuritis appeared when tire 
larger dosage of pyridoxine (450 mg.) w'as reduced 
to 50 mg. a day. SxTnptoms promptly cleared when 
the larger dosage w'as again instituted. The 14 
examples of peripheral neuritis occurred in a group 
of .38 patients who completed 16 wrecks of treat¬ 
ment, an incidence of 37%. No patient in this group 
developed neuritis after 16 weeks. During the pe¬ 
riod of this study (approximately two years) no 
patient in the appro.vimately 300 who received 
isoniazid in the usual dose of 3 to 5 mg. per kilo¬ 
gram developed peripheral neuritis. This included 
the knowm alcoholics who, in general, w-ere not 
used in tlie present study. 

Convulsions occurred in one patient on isoniazid 
therapy alone and in two patients on therapy witir 
isoniazid plus pxTidoxine. This reacdon w’as as¬ 
cribed to lire effect of isoniazid, since no further 
seizures occurred after discontinuation of the 
isoniazid therapy. 

Psychosis occurred in one of the patients on 
isoniazid therapy alone but in three of those re¬ 
ceiving isoniazid and psTudoxine. No causal rela¬ 
tionship between this manifestation and the admin¬ 
istration of pyridoxine is intended. It does draw' 
attention to the fact, how'ever, tliat pwidoxine pre¬ 
vents only one of tlie toxic manifestations of isonia¬ 
zid, namely, peripheral neuritis. 

Stupor, somnolence, and mental confusion oc¬ 
curred in only one patient on therapy wotli isonia¬ 
zid alone; yet five of the patients given isoniazid 
plus px'ridoxine e.xhibited this phenomenon. This is 
one of the reported si'mptoms of iiyridoxine de¬ 
ficiency and was an unexpected finding in this 
group. These five -patients did not show evidence 
of neiuitis, a symptom also postulated to be due to 
pi'ridoxine deficiency. Some of these patients could 
not be aroused enough to eat their meals until the 
drugs were withdraw'n. 

Dizziness and ataxia w'ere marked in two patients 
on isoniazid therapy alone and in three patients re¬ 
ceiving isoniazid plus pyridoxine. Si’mptoms lasted 
only several hours after each dose of the drugs, and 
tliere were no residual signs or sxTnptoms when the 
dosage of isoniazid was reduced. 
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deficiency, ns judged by the appearance 
o seborrhea, chihtis, etc,, did not appear in any of 
he patients in cither group. Tlic most sto'king find¬ 
ing was that wiiile pyrido.vine did prevent the ap¬ 
pearance of neuritis in most instances, die total 
incidences of all to.vic symptoms requiring the dis- 
conlimring of , 1,0 h.-g], doses of isonfeid were 
strikmgj)’ similar during the first few weeks of 
treatment in botli groups of patients. In general 
tiic toxic manifestations in die patients receiving 
boUi isoniazid and pyridoxine were tliose diat have 
long been noted during the use of isoniazid. Only 
the incidence of peripheral neuritis n-as reduced by 
the addition of pyridoxine to the drug regimen. 

Wiiiic the incidence of to.vicity of all types ivas 
somewhat less in the group receiving pyrido.xine 

£>afa on Toxic Effects in Patients on Theraptj with Isoniazid 
Alone or with Isoniazid and Pi/ridoxinc 
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'■Dischiirgo OT ot \iatlents resulted in dccreasine number in 

scries. '. , 

1 Xumlicr o( toxic reactions Is cumulative. 

5 One of tliese al.so bad connilsions 
ji Dosasc of pyridoxine was reduced. 

concomitantly, the incidence of 12% toxicity at die 
end of 8 weeks of treatment or of 22% toxicity at 
the end of 16 weeks is too great to permit recom¬ 
mendation of tliis dosage schedule to common use 
by physicians treating tuberculosis patients in dieir 
practices. This is especially true when one consid¬ 
ers the serious nature of the reactions encountered. 

Most patients in tlie series also received PAS, and 
many also received streptomycin. No relationship 
between die appearance of toxic manifestations 
and the administration of eitlier of these drugs 
could be noted in the present study, due to lack of 
controls for this variable. There is ample reason to 
believe, however, that die administration of PAS 
may si^ificandy raise the blood levels of the active 
form of isoniazid,"* 
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The increased dosage level of isoniazid did mi 
pioduce any demonstrable increase in the dinij 

estabhslied for this factor, yet no ward physician 
house officer or consultant was of the opiL tki 
the inci eased dose of isoniazid afforded heifer 
clinical results than that seen with die more usual 
doses. iVforeover, there was no noticeable diminu¬ 
tion of the antitubercuiosis effect of isoniazid when 
pyrido.vine in these doses was added. 

The question as to whether die addition of 
pjTido.vine to isoniazid lessens the latter’s anti¬ 
tuberculosis effects as well as reduces die incidence 
of peripheral neuritis is still unsettled. Yoneda and 
Asano/ in conjunction with Ata, reported that die 
ability of isoniazid to reduce or inhibit the decar- 
boxylating enzyme systems in Escherichia coli was 
reversed when pyridoxal was added to die suspen¬ 
sion. Similar results were reported by Boone and 
Woodward ® on this and other micro-organisms. 
Pyrido.xine did not reverse the antitubercuiosis 
action of isoniazid in vitro, aldiough pyridoxal did 
do so."* 

In vivo studies by Ungar® on mice showed no 
antagonism between pyrido.xine and the antituber¬ 
cuiosis action of isoniazid when judged by survival 
studies and by diymus and testes growth curves. 
More recently, however, McCune® has reported 
that lai'ge doses of pywidoxine and large doses of 
isoniazid administered to infected mice revealed 
tliat pyrido.xine did antagonize the antitubercuiosis 
action of isoniazid during the last two months of a 
three-month experiment. Tliis audior offers the sug¬ 
gestion tliat it cannot be assumed that tlie tola! 
amount of isoniazid available for antimicrobial pur¬ 
poses in a particular patient remains die same when 
pyridoxine is added to the drug regimen. 

~ Conclusions 

It has again been demonstrated diat the adminis¬ 
tration of pyridoxine will almost totally prevent the 
appearance of peripheral neuritis as a result of tlie 
administi-ation of large doses (20 mg, per kilogram) 
of isoniazid. The other toxic manifestations such as 
psychosis, convulsions, agitation, dizziness, ataxia, 
and somnolence are not reduced, however. Since 
many patients with tuberculosis are now under tiie 
care of general physicians, it should be emphasized 
tliat serious reactions make the use of high doses ot 
isoniazid—even with pyridoxine—unwise in the rou¬ 
tine treatment of these patients. There appears to 
be little or no need for the administi-ation of pyn- 
doxine when the more common dose of isomazia 
(3 to 5 mg. per kilogram) is used, f 
actions are very rarely seen witli tins dose, 
issue of whetlier or not pyi'idoxine interferes 
die antitubercuiosis action of isoniazid rema® B 
unsettled, it appears wise to use isoniazid 
pyi-idoxine in the routine treatment of tuberculosi 
patients in clinical practice. 

IS12 N. Sycamore St. 
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The PjTidoxine Hydrochloride used in this study was 
supplied through Dr. John T. Groel, Associate Medical 
Director, Squibb Institute for Medical Research, New Bruns¬ 
wick, N. J. 
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ASSAY OF ANTIANGINAL AGENTS-THE RAPPORT PERIOD 

Seymour L. Cole, M.D., Harry Kaye, M.D. 

and 

George C. Griffith, M.D., Los Angeles 


It is essentially in the initial stages of therapy 
that a good psychological relationship is established 
between physician and patient.* This is termed the 
“rapport period.” Establishment of a positive work¬ 
ing relationship e.xerts a therapeutic influence in 
itself.*’ 

In the administration of any antianginal agent, 
its therapeutic effect is proportional to that of the 
personality of the physician and his own belief in 
the curative powers of the medicament, plus the 
suggestibility of the patient and the intensity of the 
patient’s desire to be cured.® The purpose of this 
paper is to emphasize the importance of the rapport 
period in the assay of antianginal agents. 

Procedure 

As the symptom complex of angina pectoris is a 
completely subjective manifestation, assay of any 
antianginal agent is, in essence, a measurement of 
the decrease in frequency and severity of attacks of 
chest pain. This can be clearly illustrated on a 
graph. Therefore, during a trial of four antianginal 
agents, aminotrate phosphate (Metamine), calcium 
theophyllinate (Calphyllin), pentaeiythitol (Peri- 
trate) tetranitrate, and chlorpromazine (Thorazine) 
hydrochloride, curx-es were constructed from the 
daily number of chest pains of patients wth angina 

From the Department of Sfedidne (Cardiologj'); University of South¬ 
ern California School of Medicine, and the Los Angeles Counts- Hospital. 


pectoris.'' Each agent and its identical placebo were 
tested by the double-blind technique, unth multiple 
control periods, wuthout antianginal medication 
other than nitroglycerin. 

Results 

Of over 100 patients wnth angina pectoris, only 
24 were suitable for the assay of the antianginal 
medication.'* Examination of curves of pain fre¬ 
quency for tliese patients showed that in 14 an 
initial downward slope occucred, representing de¬ 
creased average daily pains per week per period 
of study; in an additional patient, the dowmward 
slope appeared after a short initial increase in pain 
frequency (fig. 1). A decrease in frequency of 
attacks of chest pain occurred during the rapport 
period in each case, regardless of use of random 
succession of active drugs in various dosages,' 
identical placebo, or control periods vathout medi¬ 
cation. The second portion of the tracing, the post¬ 
rapport period, usually was a straight line or 
plateau of pain frequency, always at a lower level 
than at the start of the rapport period. Because of 
its appearance, this has been called a ski curx’e 
(fig. 2). 

The duration of the initial downward slope 
ranged from 2 to 24 weeks, x^itli an average of 11 
weeks. In three instances it was 10 weeks, in txx'o 
instances, 8 and 14 weeks, respectively, and, in the 
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remainder, 2, 3, 6 15, 16,19, 20, and 24 weeks (Bg. 

3). 7he range of decrease of daily pain frequency 
\v<is one to eight, with an average of 3.2 daily 
attacks of angina per n^eek per period of observa¬ 
tion. Perccntagc-\\4se, the decrease of pain fre¬ 
quency was 66% in five cases, 40, 55, and 84% in 
single instances, and 50% in two cases. The im- 
provcinent was 100%, of course, in five cases in 
wlncli complete remission occurred. 

Comment 

The patients wlioso cun^es of pain frequencA' 
n'ere analyzed knew' they were placed in a select 
category for special attention, as OA'er three-quarters 
of the patients referred to the angina study group 
from die general cardiac clinic of the Los Angeles 
Count}' Hospital were rejected as not being suitable 
patients for the assay of antianginal agents,'* They 
realized that they alone were being given die ad¬ 
vantage of the latest research products for the relief 
of angina pectoris. Because the anginal study group 
met v'ith the same personnel at weekly intervals 
m'er a two-year period, the patients came to feel 
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Electrocardiograms were taken after each period 
of active drug or identical placebo adminisi^ 
this melted many more than would have been 
done m the course of usual cardiac clinic procedure 
1 rom such a close patient-physician relationsliin 
and the ceremony of drug research is good rappoS 
born. Tlie impact of diese factors on the capricious 
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Fig. l.—Range of rapport periods. Curves sliow down¬ 
ward slope (decreased pain frequency) in rapport periods, 
regardless of tedinique of therapy. Vertical line or down¬ 
ward deflection represents tennination of period of study. 


Fig. 2.—Ski ciin'e, illustmting average number of dailj 
attacks of chest pain in patient during administration o] 
active drug, placebo tJierapy, and multiple control period; 
sv’itljout antianginal medication. MET = aminotrate phos¬ 
phate (Metamine), 2 mg.,* CAL = calcium tlieophyllinatc 
(Calphyllin), 0.5 Gm., PER = pentaerythrftol tetranitrate 
(Peritrate), 10 mg,, TH — chlorpromazine (Thorazine), 
Pmet = aminotrate phosphate—placebo, Peal ~ calcium tiic- 
ophyllinate—placebo, Pper — pentaerythritol tetranitrate- 
placebo, and (1-8) refers to number of tablets given dail> 
(reproduced with permission from Cole and others'*). 

course of angina pectoris is illustrated by tlie 
descending slope of tlie ski curve, indicating de¬ 
creased pain frequency in 15 of the 24 patients. In 
tlie nine charts which did not show the ski cun'e, 
die frequency curves were sriaight lines vrith minor 
fluctuations or humps of increased pain frequency 
coincident with concurrent illness or emotional 
stress and sriain. 


that each had his own personal physician. At each 
visit, patients were solicitously questioned concern¬ 
ing the course of the disease and the effect of the 
medicament or placebo in the process of adminis¬ 
tration. Weight and blood pressure were noted, and 
heart and lungs were examined. 

As each patient was instructed to keep a daily 
record of the frequency, duration, and severity of 
anginal attacks and tlie number of nitroglycerin 
tablets taken, it became evident to him diat the 
doctors were interested not only in each patient but 
in each pain in each patient. The patients were 
questioned thoroughly concerning emotional upsets, 
concurrent illnesses, changes in rest or activity pat¬ 
terns, and other factors which might be expected to 
affect the course of angina pectoris. The doctors 
emphasized their attention and interest by record¬ 
ing diis information in detail on a master chart 
which was kept for each patient. 
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3-Curve of rapport eSect-composite average cunc 
constructed from rapport periods of 24 patients, wim ' 
rapport period projected over 52 weeks. 


iVidiout the checks of tlie double-blind 
1 multiple control periods without medication, 
dit for the improvement—the decrease m P 
quency-AVOuld have been given to any dmgjW- 
listered during the rapport period. Bacm 
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have an average significant effectiveness of 35.2± 
2,2%.' The continuation of improvement during the 
multiple control periods without active drug or 
placebo therapy reveal the physician-patient rela¬ 
tionship in the rapport period to be the sole 
operating factor. Studies have showm pain to in¬ 
volve not only physical perception hut also psycho¬ 
logical reaction.' The level of pain perception 
normally is consistent from individual to indmdual, 
but persons vary greatly in their reaction to pain. 
Since the effectiveness of an antianginal agent is 
based on a cooperative patient’s report of his re¬ 
actions, the factors which condition these reactions 
must be carefully taken into consideration before a 
valid evaluation of the agent can be made.' A most 
important factor is a good psychological relation¬ 
ship, which exerts a definite therapeutic influence 
in the initial interval of study, the rapport period. 

Summary and Conclusions 

The “rapport period” is the initial interx'al in the 
course of therapy during which a good psychologi¬ 
cal relationship is established between physician 
and patient. Effect of the therapeutic influence 
during the rapport period on the assay of anti¬ 
anginal agents is shoum by tlie finding that over 
60% of the curves of pain frequency of patients 
with angina pectoris showed an initial dosvnward 
slope (decreased pain frequency) over a period 


averaging 11 weeks, regardless of use of random 
succession of active drug, identical placebo, or con¬ 
trol periods xxdthout medication. 

As physician-patient rapport itself has a beneficial 
effect on the course of the completely subjective 
symptom complex of angina pectoris, an initial 
control period without medication is insufficient. 
Proper assay of antianginal agents always must 
include measurement against control periods after 
the rapport period. 

436 N. Roxbury Dr,, Bex’erly Hills. Calif. (Dr. Cole). 
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CONGESTIVE HEART FAILURE IN A FORTY-SIX-YEAR-OLD WOMAN 

Clinical Pathological Conference (PM 534-58), May 15,1958, from the Department of Pathol¬ 
ogy and the Hektoen Institute for Medical Research of Cook County Hospital, Chicago, pre¬ 
sented for publication by Daniel S. Kushner, M.D., and Paul B. Szanto, M.D. 


Clinical Data 

First Admission.—A 46-year-old waitress entered 
Cook County Hospital on Aug. 6, 1956, because of 
chest pain of two weeks’ duration. She had had 
rheumatic fever at the age of 8 years. At 27, she 
was found to have a “cardiac condition” and was 
placed on digitalis tlierapy. She discontinued the 
drug tlierapy after six years and thereafter re¬ 
mained symptom-free. 

One year prior to admission, she noted infrequent 
ankle edema occurring at the end of the day and 
found that she slept more comfortably with txvo 

Vr. Kushner is Associate Director of Medical Education, Cook County 
Hospital, and Instructor in Medicine, Korthw estern University Medical 
Schoolj Dr. Szanto is Director, Department of Pathology* Cook Counts’ 
Hospital, and Professor of Pathologj’, Chicago Medical School. 

Dr, Griffith is Attending rh>sician, Los Angeles County Hospital, and 
Professor of Medicine, Universit>’ of Southern CaUfomia. 


pillows. One month before admission, she noted 
exertional dyspnea, weakness, fatigue, anorexia, and 
orthopnea severe enough to require sleeping in a 
chair. Two weeks before admission, she had sudden 
severe substemal pain, radiating to both shoulders, 
associated with palpitation, a marked increase in 
dyspnea, and elevation of temperature to 101 F 
(38.3 C). The fever and pain largely subsided 
w'ithin 12 hours. For the next txx'o weeks minimal 
pain persisted, but dyspnea and ankle edema be¬ 
came prominent. She developed a persistent cough 
productix'e on two or three occasions of clumps of 
dark blood. The patient's mother had died of 
asthma, but the family historx’ w^as otherwise nega¬ 
tive. The patient herself had had an appendectomy 
as a child, and she thought she w^as allergic to 
penicillin. 
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Physical examination disclosed a weli-noiirislied, 
welhdc\^eloped while woman, wlio appeared anx¬ 
ious and in moderate respiratory distress. Her 
blood pressure was 116/100 mm. Hg; the radial 
pulse was weak. She was slightly cyanotic and had 
a malar flush, palmar erythema, and slight scleral 
icterus. There were no petechiae. Cervical veins 
were distended, and a hepatojugular reflu.x was 
elicited. Moist rales were heard in the lung bases 
bilaterally, and there was diminished resonance, 
fremitus, and breath sounds in the left base pos¬ 
teriorly. The apex of the heart was located in the 


Cardiac Callictcrization Data 

l.nlxiniiory FltKiin^'S VnUics 

Itlooil oxyyi-ii roiilriil, vol. '','0 

Infi'rinr vriui .. 

Sii),prior VPiiii .. 

Hiyht atrium, .. 

Uiylit atrium, .. 

UiKtit ventrirular .. 

nilmoimry artary, main. J-' ^ 

I’lilmoiiary ariary. .. 

l.pft r«,.prior vpm. .. p' 

coronary . S'2 

J'pmonil iirtory .. 

ttxyyi'n .. 

Oxygen Kat'nution, To. 

• UpmoKinl.ia, (Jni. per ItXt .. 

intravavralar i.r<-n,vs.- aim. Hg. systollc/Oli.ptoiic (mean) 

«lrl>t atrium. 8t/o.lO(U) 

Kight .. Bimm 

Piilnioonry .. 

Coronary .. 

Ciiipulutwi liloofi (low-s- 

Systcmici 3 )3 

.. 239 

IJters/min.lsq .. 

I’aimonaryt 2.77 

.. . 

.. g.ig 

.Sy..(tpiiiic stroke, ce... 

eulaionaiy >.lrok-e, . . 

Shunt, cc./min. 7^g 

High(-to-Ieft . 3(53 

heft-to-riKht ,. Sw 

i.'i/.'), nnii 'i'l/iO. . 

I Xfiriiiul vuiuo 
’ NoriDttl vnUu* W 

fitth lea ratercostal 

was regular, was > 

"''’"/d 5 .t l:! matX -oentuated. No 
krills were palpable. The 

Murmurs ,,h internal space 

but were loudest at t . j„ o Wovdi svstolic 

parastemally, decrescendo dias- 


The liver edge was blunt, smooth, nontender, and 
was located two fingerbreadths below ibe ligk 
costal margin. The area of splenic dulness was ia- 
creased, and one observer felt the tip of the spleen 
at the costal margin. Except for a few left axillary' 
nodes, tliere was no lymphadenopathy. There was 
2-f- edema of die legs and 3+ edema of the hut 
tocks. There was no evidence of thrombophlehilis 
in die legs and no clubbing of the fingers. The 
peripheral pulses were normal. 

Urinal)'sis was negative. The hemoglobin level 
was 105%; the leukocyte count was 15,800 per cubit 
millimeter, with 80% neutrophils, 5% band forms, 
8% lymphocytes, and 7% monocytes; 1+ poly- 
chromatophilia and 1-f toxicity were observed; and 
the platelets appeared normal. Repeated roent¬ 
genograms of the chest showed the heart to he 
moderately enlarged in its ta'ansv^erse diameter. 
Bod) pulmonary arteries were greatly enlarged, 
almost reaching aneurysmal proportions. The aortic 
knob was small. Lung markings were increased. At 
times there were densities in the posterior basa 
segment of die left lower lobe and a small pleural 
reaction at the left costoplirenic angle. Fluoroscopy 


unfirmed these findings. 

The point of opposite pulsation was depresseci. 
n the posteroanterior view, die esophagus was dis- 
,laced to die right. In the right anterior oblique 
lew it appeared displaced posteriorly and com- 
n-essed. The pulmonary artery segment encroaclieei 
m the retrosternal space. In the left anterior 
iblique view, the left ventncle cleared the spine 

Electrocardiograms disclosed 
varying ventricular response and marked-right \en- 
ricute hypertrophy. -Hre blood Kahn reachon « 
pSe Ind the result of to blood Wasserm* 
test doubtful. The serum nonprotein mtropn W 

was 53 ms per 100 ml., serum sodium le«l » 

'^Eq pe”U, serum dJonde 'evd ?',£ 

liter, and sernm potassium level 3,3 “Eq- P« f 
Blood cultures showed no growUi. Tly 
cardiac catheterization are shown in to aWe 
(Tliis catheterization to'*?”'® The^cirdiac 

repeatedly enter ea. w > s ratheterization 

213 CO. per minute on *0 day e catlto 


to atoZto- to patient ™ “J. 

ed on therapy with a 

al diuretics, ammonium ' ^,„(hc 

this regimen her ventiicu a < 

able atrioventricular block. aisaU' 

cesis, and penpAf^l edema g 7 
red. Throughout her hospital stay, 
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in the base of die left lung (dulness, diminished 
breath sounds, and rales) appeared and disap¬ 
peared. She was given penicillin and tetracycline 
at different times because of these findings. Once, 
a small scleral hemorrhage was noted in the right 
eye, but no odier hemorrhagic manifestations were 
observed. On three occasions, she developed tran¬ 
sient chest pain which disappeared over night. As 
a result, she was given anticoagulants until her 
discharge on Sept. 4, 19.56, to attend the outpatient 
clinic. 

Second Admission.—For the next year die patient 
did well, widi die sole complaint of recurrent shoot¬ 
ing pains in the right arm. On the morning of 
.4ug. 19, 1957, she was awahened wntli severe pain 
in diat arm; it rapidly became cold, blue, and 
numb, and die hand became paralyzed. Physical 
findings were as previously described, except for 
absence of pulsations below the right axilla and 
decreased temperature, cyanosis, and anesthesia of 
die right arm. At an emergency operation an em¬ 
bolus 1.5 cm. long was removed from the right 
brachial artery'. Except for easily controlled, mild, 
congestive heart failure, die patient’s course was 
unei'entful, and she was discharged much improved 
one month later on anticoagulant dierapy. 

Third Admission.—The patient remained well 
until April 1, 1958, when she suddenly experienced 
a crushing pain in the left precordium and fainted. 
She was brought to the hospital immediately, where 
examination disclosed an acutely ill, cyanotic, per¬ 
spiring patient. Her blood pressure was 110/80 
mm. Hg, pulse 70 per minute and irregular, respi- 
radons 32, and temperature normal. The heart tones 
were distant, and no distinct murmurs were heard. 
Her cervical veins u'ere distended, and her liver 
was tender and palpable at the level of the um¬ 
bilicus. There was no peripheral edema. An electro¬ 
cardiogram indicated acute posterior myocardial 
infarction, in addition to the previous findings. 

She appeared improved after treatment witli 
morphine, o.xygen, digitoxin, and heparin. On the 
followng day tlie cardiac findings were as pre¬ 
viously' noted, the murmurs being distinct. In addi¬ 
tion, a definite mid-diastolic rumble was heard, 
well localized to the fifth intercostal space, near the 
anterior axillary' line. On tlie afternoon of the sec¬ 
ond day', however, she had a recurrent chest pain 
and quietly died. 

Clinical Discussion 

Dr. George C. Griffith: Our problem is the differ¬ 
ential diagnosis of the cardiac disease which caused 
this woman’s death at the age of 48 years. She was 
alleged to have had rheumatic fever in childhood, 
but we are given no historical data in support of 
tlris. One might speculate tlrat the reason for plac¬ 
ing her on digitalis tlrerapy at the age of 27 was an 
arrhythmia, probably paro.xy'smal tachycardia, be¬ 


cause she had no sy'mptoms of congestive failure, 
and she did so well at that time. Her first symptoms 
of heart failure occurred at the age of 45. At age 
46 she had full-blou'n symptoms of myocardial 
insufficiency. One attributes the orthopnea and 
dyspnea to left heart failure, but the weakness and 
fatigue represent pulmonary' hypertension and . 
hy'poxia. Tlie character of the substemal pain in 
association wth fever, cough, and hemopty'sis is 
more suggestive of pulmonary’ embolization than 
of coronary’ artery' disease, especially in a pre¬ 
menopausal woman. The cy'anosis obser\-ed sug¬ 
gests a generalized peripheral rather than central 
ty'pe, but the absence of clubbing of tlie fingers 
does not of itself exclude a reversed intracardiac 
shunt. The slight icterus would favor pulmonary' 
infarction. 

She did hav’e a positive hepatojugular reflux, so 
she should have had right-sided failure irith tri¬ 
cuspid insufficiency’. She also had rales and signs 
of infiltration at the base of tlie left lung, which was 
probably the location of her embolus. Tlie heart 
was enlarged, and, in the absence of an apical 
thrust, we have no index as to the size of the left 
ventricle, but tlie epigastric pulsation suggests 
right ventricular hy'pertrophy. The widened base 
may mean a large left pulmonary artery or left 
atrium. Tlie regular rhythm subsequently identified 
as atrial flutter should have been diagnosed by the 
pulsation of the veins of the neck being ririce that 
of the ventricular rate. Tlie first sound was accen¬ 
tuated but was not accompanied by a thrill, and 
nothing was said about an opening snap, so one 
cannot diagnose mitral stenosis. From the descrip¬ 
tion of tlie murmurs, I would think that she prob¬ 
ably had pulmonary’ vabailar insufficiency. The 
electrocardiograms showed atrial flutter, right axis 
deviation, and partial right bundle-branch block. 

Dr. William Meszaros: The first roentgenogram ' 
(September, 1956) showed an increased transverse 
cardiac diameter. Both pulmonary' arteries were 
markedly enlarged. The aortic knob was small. The 
vascular branches bey'ond the hiluni were' not 
prominent. The apical contour did not suggest a 
large left ventricle. The clear space between the 
right pulmonary' artery’ and the liilum u’ould not 
suggest mitral stenosis, in which this space is oblit¬ 
erated. There was pleural thickening at the left 
base. In tlie right anterior oblique projection, there 
was enlargement of the left atrial contour and 
prominence of the pulmonary' artery segment. In 
the left anterior oblique projection, there was a 
prominent right atrium. The right I’entricular con¬ 
tour did not appear prominent, but tlie left ven¬ 
tricle overlaid tlie spine. In correlation with the 
other views, this was probably a normal left ven¬ 
tricle displaced by a large right ventricle. 

Tlie film taken on the second admission (Oc¬ 
tober, 1957) showed no significant change. The 
diminished peripheral pulmonary’ vascular mark- 
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ings snggeslccl puJinonary arferios'derosis. Radio- 
logicaJiy, this patient had cardiac enlargement with 
light atria! and ventricular enlargement and mini¬ 
mal left atrial enlargement. Etiologically, rheu¬ 
matic heart disca-sc can be discounted, because the 
lett atrium was not prominent. The ladiologic find- 
ings suggest atrial .septal defect with pulmonaiv 
arterio.scIcrosis. The .slight enlargement of the left 
atrium might be the result of a right-to-left shunt 
or some as'.sociatcd mitral stenosis. 

Dr. Joshua Lynfmhh The late Dr. Robert Dillon 
pcifoimed the cardiac catheterization. From the 
scries of blood samples, we'hoped to deduce evi¬ 
dence of left-to-right shunt, as shown by increased 
oxs'gen content at the level of any defect. The 
superior \'ena ca\'a o.xygcn content was normal, 
w'hile the inferior vena cava had a high o.xygen 
content, with a slight increment at the les-el of the 
lower right atrium. This might suggest a communi¬ 
cation at that level. This appeared to be borne out 
b)- the ex’idcnce that the left atrium nxis repeatedly 
.entered. Unfortunately, no sample of that blood 
was obtained. The left superior vena cava and the 
coronary \'ein had an o.xygen content of 16.46 and 
16.4S \'ol. %, respectively, which w'as close to the 
femoral artery ox)'gen content and suggested anom¬ 
alous pulmonary venous drainage into that area. 

That is often associated with atrial septal defect. 

The right atrial pressure w'as ele\'ated to 13 mm. 

Hg. 

One would anticipate that in the presence of a 
large atrial septal defect the pressures in bodi atria 
would be equivalent. The pulmonary artery pres¬ 
sure of 81/32 mm. Hg reflected a marked pul¬ 
monary and right ventricular hypertension. The 
diastolic blowing murmur riansmitted down the 
left sternal border is probably explained by pul¬ 
monary insufficiency. The coronary vein pressure 
of 13 mm. Hg was identical to that in the right 
atrium. The pu’-.nonary vascular resistance was 
calculated to 1,414 dynes/second/centimeter and 
the index was 2 236 dynes, which is markedly in¬ 
creased. If the resistance to filling of the right ven¬ 
tricle is greater than to that of the left ventricle • 
then right-to-left shunt develops, and there must 
have been some right-to-left shunt because of the 
diminished perijrheral arterial o.xygen content. The 
catheterization data are consistent with the presence 
of an atrial septal defect with severe pulmonary hy¬ 
pertension and associated shunting of an anomalous 
pulmonary venous drainage. 

Lutembacher’s sj'ndrome, or atrial septa! defect 
with associated mitral stenosis, has also to be con¬ 
sidered. To substantiate this diagnosis a diastolic 
pressure gradient across the mitral valve should be 
present in addition to the usual findings of atrial 
septal defect. However, the left ventricle was not 
entered, and a separate left heart catheterization 
was not performed so that the catheterization data 
are not complete enough to prove this possibility. 
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1 1 eimrety witii that diagnosis 

The second admission was evidently occasioned 
by a light brachial embolus, which apparently kid 
originated from the left heart. Her final e4ode 
x-eemed to be the result' of either myocardial or 
pulmonary infarction. Did she have radiologic evi- 
cience of another pulmonary embolus? 

Dr. Meszaros: The lung fields were unchanged 
thioughout. No pulmonary infiltrations interpreta- 
l5le as infarcts were seen. 


Dr. Griffith: In the final analysis, this was a 46- 
year-old u'oman with no real cardiac difficult}' 
until she was 45, when she developed left and righi 
heart failure, atrial flutter, cardiac enlargement 
symptoms and signs of pulmonary hypertensior 
with insufficiency, relative tricuspid insufficiency 
and right ventricular hj'pertrophy. All of her epi¬ 
sodes of chest pain were probably due to pul 
monarj' embolism, from both the character of the 
pain and the later electrocardiographic evidence ol 
posterior myrncardial infarction. She had one em¬ 
bolus to the right brachial artery. She might have 
bad others to her coronary vessels, producing a 
myocardial infarct, but I would not assume this. 
The cardiac catheterization demonstrated the dy¬ 
namics of an atrial septal defect and abnormal 
drainage of the pulmonary veins. It is difficult to 
decide whether the atrial septal defect was of the 
secundum or ostium primum type. Tlie cyanosis 
would raise the question of relative mitral insuffi¬ 
ciency with drainage from both atria, but there was 
neither a mitral systolic murmur nor left ventricular 
hypertrophy. 

I would make a diagnosis of congenital heart dis¬ 
ease, atrial septal defect of the ostium secundum 
type, with associated anomalous pulmonary venous 
drainage into the coronary sinus. I believe she also 
had multiple pulmonary emboli, which is the 
common factor in atrial septal defect which pre¬ 
cipitates cardiac failure, particularly acute failure. 
Certainly, she had time to acquire a pulmonarj' 
hypertension. She probably had a relatively norma! 
pulmonary pressure in infancy but, because of con¬ 
tinuing increased flow, she developed pulmonar)' 
artery spasm with pulmonary arterial thickening 
and some pulmonary arteriosclerosis or arteriolar 
sclerosis, which produced the fixed hypertenswn. 
I do not believe she had mitral valve disease. Tie 
diastolic murmur may find its e.xplanation in a rela- 


3 tricuspid stenosis. 

luch findings are frequently interpreted as Lti- 
rbacher’s syndrome or mitral stenosis, associa e 
:h atrial septal defect, but among cases of atrw 
ital defect we have had to date only one w i 
ociated mitral stenosis.’ I therefore do not an- 
:pate that this will be a Lutembachers sp ro • 
e fatal episode of congestive heart failure w 
)babiy precipitated by multiple pulmonar) 
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Clinical Diagnosis.—The clinical diagnosis was 
atrial septal defect, anomalous pulmonary venous 
drainage, pulmonar}' hypertension and arterioscler¬ 
osis, and multiple pulmonary emboli with infarc¬ 
tion. 

Pathologist’s Report 

Dr. Paul B. Szanio; The body was that of a well- 
developed, well-nourished, white woman with pit¬ 
ting edema of the lower extremities. The fact that 
in this instance the body was well developed needs 
to be emphasized because of the clinical diagnosis 
of interatrial septal defect. It is frequently stated 
tliat this malformation of the heart is, especially in 
infants and children, associated vnth a general 
underdevelopment due to deficient body grov’th. 

The kidneys were smaller than normal (com¬ 
bined weight 250 Gm.) and showed fine granularity 
of the surface, characteristic of arteriolar nephro¬ 
sclerosis. Tliis gross pathological diagnosis was con¬ 
firmed microscopically by the demonstration of 
sclerosis of arterioles and small arteries and partial 
or complete hyalinization of some of the glomeruli. 
With regard to the question concerning the possible 
presence of mitral stenosis, it is of interest that in 
our material, the association of mitral stenosis in 
the fourth and fifth decades of life wnth arteriolar 
nephrosclerosis is much more frequent than the 
incidence of arteriolar nephrosclerosis in the re¬ 
spective age groups. 

The liver was about normal size (1,300 Gm.), its 
edge was partly blunt and partly sharp, and its sur¬ 
face was somewhat irregular vdtlr moderate diffuse 
thickenin’g of its capsule. It was firm with increased 
resistance to cutting. On cut section the lobular 
architecture was obscured, of variegated appear- 



Fig. L—Atrial septal defect as saeu ed from right atnmn. 


ance, with occasional regenerative yellow nodules 
and fine strands of connective tissue trabeculae. 
Microscopically tlie lobular architecture of the liver 
was obscured but still preserx'ed with fibrous tliick- 
ening of the walls of the central veins and fibrous 
enlargement of the portal fields. 


In some areas connective tissue strands con¬ 
nected the fibrous walls of the neighboring central 
veins and the central veins vith the portal fields. 
There was also some ewdence of nodular regenera¬ 
tion, and moderate fatty changes were also present. 
The term cardiac fibrosis or cardiac sclerosis is pre¬ 
ferred for this tj'pe of hepatic lesion instead of the 



Fjg. 2.—Wall of nght ventricle (arrow), almost as thick as 
that of the left ventncle. 


vndely used term of cardiac cirrhosis. Severe car¬ 
diac fibrosis of the liver occurs chiefly secondary' to 
constrictive pericarditis and secondarj' to relatit'e 
or absolute incompetence of the tricuspid valve. 
The spleen (150 Gm.) showed the tjTpical appear¬ 
ance of a chronic passive congestion. 

The pericardial caxnty contained 60 cc. of fluid, 
a minimal hydropericardium, vithout any eW- 
dence of constrictive pericarditis. Tlie heart was 
enlarged (500 Gm.). The apex was formed chiefly 
by the right ventricle. The right atrium was mark¬ 
edly dilated and, in the region of the fossa ovalis, 
there was a large septal defect measuring 2.5 by 2 
cm. (fig. 1). The tricuspid orifice was enlarged to 
14.5 cm. in circumference. The tricuspid leaflets 
were normal. Thus, a relative incompetence of the 
tricuspid valve explains the development of a car¬ 
diac fibrosis of the liver. 

The orifice of the coronary’ sinus was dilated due 
to drainage of tire persistent left superior vena cava 
into tire coronary' sinus, confirming again the clini¬ 
cal diagnosis. The right ventricle was dilated and 
hy'pertrophied. Its wall was measured (rrithout the 
trabeculae) betxveen 5 and 7 mm., being txvice its 
normal thickness, while the wall of the left ventricle 
was normal in tliickness (fig. 2). The pulmonary 
orifice was xvidened. Its circumference measured 
9 cm., and tire pulmonary’ artery’ and its main 
branches were greatly dilated (aneurysm-like dila¬ 
tation). The left atrium was also dilated but not as 
much as the right. The endocardium of the left 
atrium was moderately thickened. A few small 
thrombi were attached to the endocardium of the 
left auricle. The left ventricle was normal in size, 
but the circumference of the mitral orifice was 
smaller than normal, measuring only' 6.5 cm. The 
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chordae tcndincac of tlie mitral leaflets were thick¬ 
ened, shortened, and fused. The leaflets were thick¬ 
ened along the line of closure and showed fusion 
at the commissures (fig. 3). 

Are we dealing with an acquired or congenital 
mitral stenosis? Histologically, the perivascular 
lymphocytic infiltration of the centi-al parts and tlie 



Fill S.-Chordae tciidineac of the mitral leaflets thickened, 
shortened, and fused, moderate degree of fusion between 
thickened anterior and posterior leallcts. 


vascularization of the base of j<^‘^flf'Vrenosfs‘ 
icrpreted as evidence of an acquired mitral stenops^ 
Tim aortic valve, with a circuinference measuring 
7 cm., was normal. Thus far, the association of a 
lai ire atrial septal defect with an acquired mitral 
stefosf permits the diagnosis of Lutembachers 

''"The pulmonaiy aitery and its ^mnehes were 
markedly dilated, and the intima was thickeiie , 
nresenting a severe pulmonary sclerosis, as a lesu 
of the tremendous pulmonary overflow secondaiy 
Z the St to-right shunt through the atrial septal 
ripfpct A systematic examination of the pulmon y 
Selsek d—ated the following morphologic 

occasionally mtimal " f i tunica media 

their lumens. ^ media o£ 

1 lirnrs oT be 

S^dSy ers' matd tSi; 

™ bro‘ad “dTof 

eSe dss-enlarging .be preeris.en. connec- 


tive tissue septums, occasionally also replacing lela- 
tiv'ely few myocardial fibers. In the right ventricle 
the myocardial scarring was limited to the papillary 
muscles and subendocardium, and it was more 
extensive tlian in the left ventricle. The subendo¬ 
cardial scarring is interpreted as the end-product 
of subendocardial microinfarcts resulting from ab¬ 
solute or relative insufficiency of the coronary hlood 
supply. 

In addition to these older lesions, the posterior 
wall of the right ventricle just above the apical 
region revealed a recent lesion measuring 3 by 3 
cm. In tliis area the myocardium felt soft and 
flabby. The lesion occupied chiefly the central mass 
of the myocardium. It consisted of yellow-gray t( 
bright yellow foci adjacent to or surrounded b; 
hemorrhagic areas (fig. 4). Microscopically, th 
lesion was characterized by increased acidophilh 
fragmentation, and loss of cross striation of th 
muscle fibers. Tire nuclei of the myocardial fibei 
were pyknotic or absent. Edema, hemorrhage, b( 
ginning fatty' degeneration of the myocardial fibei; 
and leukocytic infiltration completed the typici 
picture of an acute myocardial infarct of three ( 
four days’ duration. The interesting feature of th 
infarct was, however, its rare location, namely 
the right ventricular wall. r j * 

Tlie coronary arteries were patent; mey tailed to 
leveal thrombotic or embolic occlusion or even 
severe atherosclerosis. Microscopically, however, a 
section taken from tlie infarcted area revealed re- 
cent occlusion ot Ibe small branches of the 
arteries, whereby the walls of the vessels at the site 
of occlusion were not diseased. 



tilde. 


large atrial septal defec , p j 

, cava opening into “T ip o! * 

(acquired)! hypertrophy *“,,a,b„tio. 
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of the left atrium; tlironibosis of the left auricular 
appendage; marked dilatation of the pulmonarj' 
artery; recent myocardial infarct of the posterior 
wall of the right ventricle due to coronary embo¬ 
lism; moderate myocardial fibrosis of the left ven¬ 
tricle; subendocardial myocardial scarring of the 
ight ventricle; pulmonary arteriosclerosis; cardiac 
ibrosis (cirrhosis) of the liver; and arteriolo- 
lephrosclerosis. 

Comment 

Dr. Szanfo: This is a classic instance of Lutem- 
bacher’s syndrome, which is a combination of atrial 
septal defect wth congenital, or more frequently, 
IS in this case, with acquired mitral stenosis. Atrial 
septal defect is a common form of congenital heart 
disease. It occurs twice as frequently (Lutem- 
bacher’s ssnidrome three or four times as fre¬ 
quently) in females as in males. There are three 
tjTpes of embrj'onal septal defects, depending on 
their embryonal origin and location. 1, Complete 
or almost complete absence of atrial septum (cor 
triculare bh'entriculare) is the result of early arrest 
of the septal development. 2. Perisistent ostium 
primum is due to failure of tlie union between sep¬ 
tum primum and the fused two atrioventricular 
endocardial cushions resulting in division of the 
common atrioventricular canal into mitral and tri¬ 
cuspid orifices. 3. “True patency of the foramen 
ovale” (Edwards*) should not be confused svith 
the frequently present, clinically insignificant, slit¬ 
like orifice of the foramen ovale kept closed by its 
valve (“probe patent foramen ovale” occurring in 
25% of all adults). The widely open foramen ovale 
is the commonest ri^pe of atrial septal defect. It is 
not covered by the valve and is caused by either 
regression of the septum primum or a defective 
septum secundum. This case is a typical e.vample 
of this type of atrial septal defect. 

In uncomplicated septal defect, regardless of the 
anatomic tj’pe, the shunt is directed from the left 
into the right atrium. There is also a simultaneous 
right-to-left shunt, which, however, is much less in 
volume than the left-to-right shunt and is not suffi¬ 
cient to cause cyanosis. Tlie predominant left-to- 
right shunt will increase the blood flow through the 
right atrium and right ventricle, resulting in an 
increase of the right ventricular output. It there¬ 
fore increases the pulmonary blood flow. The right 
atrium and right ventricle become dilated and hy¬ 
pertrophied. Mffiile the pulmonary arterj' and its 
extrapulmonar)' branches become dilated, a dilata¬ 
tion which may assume aneurj’sm-hke proportion, 
the aorta is relatively narrow. The disproportion 
between the size of tlie pulmonary arterj' and that 
of the aorta reflects well the difference in the blood 
volume behveen the two ventricles. Despite the 
increased pulmonary’ blood flow, the pulmonary' 
pressure may be normal as long as the pulmonary 
vascular resistance is low. 


In such instances the intrapulmonary arteries of 
all sizes appear microscopically normal their walls 
are thin and their lumens are \ride. Only the tor¬ 
tuosity of the arteries may indicate .the increased 
pulmonary flow. Massive pulmonary’ hemorrhage 
may occur as a complication of e.xcess pulmonary 
blood flow. Earlier or later, however, the increased 
pulmonary’ blood flow will lead to elevation of the 
pulmonary vascular resistance and consequently 
raising of the pulmonary’ arterial pressure. 

The morphologic changes of the intrapulmonary' 
arteries, as Edwards pointed out, reflect to some 
extent the height of the pulmonary’ pressure. If the 
pulmonary’ pressure is elevated to 40 to 80 mm. Hg, 
the walls of the small arteries and arterioles are 
thickened and the medium-sized muscular pid- 
monary arteries show hx’pertrophy of their tunica 
media. If the pulmonary’ hs-pertension is 80 mm. or 
higher, reaching even the level of systemic blood 
pressure, the thickening of the walls of the intra¬ 
pulmonary’ arteries of all calibers is more marked 
and the media thickening is accompanied by in- 
timal fibrosis wth resvrlting partial or complete 
occlusion of the arterial lumens. In this case the 
intrapulmonary’ systolic arterial pressure was just 
above 80 mm. and the morphologic alterations of 
the pulmonary’ arteries were accordingly distinct. 
The intimal thickening of the small arteries is more 
characteristic for Lutembacher’s ss’ndrome tlian for 
pure atrial septal defect. 

Uncomplicated atria] septum defects belong to 
the group of acyanotic congenital heart diseases. 
This condition may remain unrecognized clinically 
imtil adult life, when it may manifest itself by 
congestive heart failure or by other complications, 
such as parado.xic embolism or cerebral abscess. As 
a result of congestive heart failure and/or marked 
elevation of the pulmonarx’ arterial pressure, the 
pressure in the right atrium becomes higher than 
that in the left atrium, left to right shunt v’ill pre¬ 
vail, and cyanosis rrill appear. In this case the com¬ 
bination of congestive heart failure with markedly 
increased pulmonan.' resistance e.xplains the cyano¬ 
sis. 

Dr. Griffith has rightly pointed out that Lutem- 
bacher's sradrome is rare, and it is overdiagnosed 
clinically and pathologically, while tlie uncompli¬ 
cated atrial septum defect is a frequent cardiac 
malformation. The pathological physiolog}’ of the 
Lutembacher’s s>’ndrome is practically identical 
rrith that of atrial septum defect, but because of 
the mitral stenosis the left intra-atrial pressure is 
higher, and therefore the left-to-right shunt is ex¬ 
pected to be greater than in isolated atrial septal 
defect. 

Two days prior to her death the patient in this 
case e.xperienced a “crushing” pain in the left chest. 
The electrocardiogram indicated an acute posterior 
wall infarct. This diagnosis was confirmed at au- 
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topsN but (lie infarct was located in the posterior 

and not in the posterior 
um of the left ventricle as expected, Myocurdial 
inforcl of the riglit ^'entricJe is rare. Its incidence is 
cMnualcd hetsveen 1.5- and Sr..' Various explana- 
tions for the rarity of right ventricular infarct are 
oiicred. two of which u'ilJ be mentioned here, 1, The 
smaller myocardial mass is supplied by richer cor- 
onar)' anastomosis" than is tlie larger ■ myocardial 
mass of the left s'cntricle. 2. The right ventricle is 
composed mainly of the deep sinospiral muscle 
bimdies at the base and superficial and deep sino- 
spita! muscle bundles at the ape.v. ‘ According to 
Dr. Wnrtnmn, for some unkno^vn reason, the deep 
sinospiral muscle is afiected less frequently than the 
other muscle bundles, and this accounts for the 
rarity of the myocardial infarct of die riglit ven¬ 
tricle. 


TJie coronal-)' arteries grossly failed to reveal any 
occlusion of their lumens or even arteriosclerotic 
cliangcs, in spite of the careful examination of all 
the microscopical))' demonstrable arterial branches 
by truns\'erse sections. It is generally recognized 
tliat inadequate coronary liiood supply due to 
atherosclerotic narrowing of the coronary arteries 
may cause myocardial infarction M’ithout occlusion. 
The incidence of this occurrence varies between 30 
and 60% in the various series,'* The incidence of 
antecedent hypertension and old infarcts leading to 
hypertropliy is greater in patients with myocardial 
infarction due to marked coronary sclerosis witliout 
occlusion than in those with myocardial infarct due 
to coronary occlusion. 

In this case atherosclerosis of the coronary ar¬ 
teries u'as absent, and only the microscopic exami¬ 
nation revealed recent occlusion of die small ar¬ 
teries, Because of die absence of any evidence of 
pathological changes in the arterial wall at die site 
of occlusion, die diagnosis of coronary embolism 
was made. The left auricular thrombi presented a 
possible source of coronary embolism, although the 
possibility of paradoxical embolism from the right 
auricular appendage or from an unidentified focus 
of the I'cnous circulation has also to be considered. 

Anyhow, our case fulfills the criteria set by 
Saphir" and others for the pathological diagnosis 
of coronary embolism. The interesting feature of 
this case, liowever, is the site of die myocardial 
infarction in the right ventricle combined widi 
absence of involvement of the larger coronary 
arteries. It is possible that a study of the coronary 
arteries b)' means of injecting radiopaque material 
as described by Blumgart and others '* might have 
enabled us to demonstrate embolic occlusion of 
larger arterial branches than those demonstrated in 
the sections; but even then the fact remains that 
the occlusion'of small or relatively small arterial 
branches led to such a large myocardial infarct. 
We have repeatedly observed large and medium- 
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Sized coronary arteries with only insignificant ar 
teriosclerotic chanps and partial of complete 
arteriosclerotic or thrombotic occlusion in onbfe 
small arteries of the infarcted areas. 

This case illustrates tlrat myocardial infarction is 
not necessarily bound to thrombotic or embolic 
occlusion of the large branches of the coronan- 
artery. An)' disproportion hetsveen demand and 
^^•PPly of blood may result in an impairment of the 
heart muscle. The marked hypertrophy of the 
right ventricle led to a relative coronary insuffi- 
ciency. The large mass of the myocardium of the 
right ventricle outgrew its blood supply. This rela¬ 
tive coronaty insufficiency predisposed the right 
ventricle to a massive infarction secondary to em- 
bohe occlusion of the small arterial branches. The 
sudden onset of the clinical symptoms is one of the 
characteristic features of coronary embolism. 

TJie intensive cardiac studies were performed by Dr. 
Robert F. Dillon of the Cardiophysiology Department of 
Cook County Children’s Hospital, under the direction of 
Dr. Benjamin M. Gasul. 
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Hydroxydione Sodium Succinate.—Sodium 21- 
hydroxypregnane-3,20-dione succinate.—The strac- 
tural formula of hydro.xy'dione sodium succinate 
may be represented as follows: 

p p 

CHjOCCHjCHiCONa 
I 

c~o 



Actions and Uses.—Hydro.xydione sodium suc¬ 
cinate is a steroid compound, but its actions in no 
way resemble those of the adrenal or se,x steroid 
hormones. Hydro.xydione produces a nonselective 
central nervous system depression leading to hx-p- 
nosis and general anesthesia. The drug induces 
changes, in the electroencephalogram similar to 
those seen wth thiopental, but its onset of action is 
much slower than with thiopental. Little is knoum 
about its mechanism of action, metabolic fate, or 
e.xcretion. 

Hydroxydione sodium succinate is used intra¬ 
venously as a basal anesthetic or for the induction 
of general anesthesia prior to maintenance with 
nitrous oxide-oxygen or other gaseous anesthetic 
agents. It is not sufficiently potent for use as the sole 
anesthetic, even for minor procedures invoKing 
little trauma. Induction with hydro.vydione is char¬ 
acterized as smooth but slow', at least in compari¬ 
son with the ultra-short-acting thiobarbiturates. For 
most patients, consciousness is not lost until three 
to five minutes after the last of the drug has been 
infused. Since relatively large amounts of the di¬ 
luted drug solution must be used, induction gen¬ 
erally requires up to 20 minutes. This delay in 
outward signs of drug action makes it difficult to 
judge accurately the dose needed. Recover}' from 
anesthesia is usually complete within two to three 
hours. Because of its slow' onset and prolonged 
duration of action, hydrox}'dione is not as satisfac- 
tor}' as thiopental and related tliiobarbiturates for 
emergency use or for short operative procedures. 
The drug exerts an amnesic effect; little postopera¬ 
tive depression or nausea and vomiting are ob- 
seiA'ed after recover}' from anesthesia. 


Hydro.xydione sodium succinate prowdes little, if 
any, analgesia and does not affect glandular secre¬ 
tions. Hence, it should be used in conjunction with 
antisecretory, sedativ'e, and/or analgesic premedica¬ 
tion. The drug appears to depress lar}’ngeal and 
phar}'ngeal reflexes so that laiyngospasm is rarely 
a problem. It does not suppress the cough refle.x. For 
this reason, patients may buck or cough if an 
endotracheal tube is passed without prior applica¬ 
tion of a topical anes&etic. Since muscle relaxation 
with hydrox}'dione is only moderate, the drug 
cannot be depended upon to provide relaxation by 
itself. The usual anesthetic doses of hydro.x}‘dione 
produce little respirator}' depression, although 
apnea can occasionally occur; tach.vpnea, with rates 
of 30 to 40 per minute, is observ'ed in some patients. 
H}'potension, especially reduction in pulse pressure, 
attending the use of hydroxydione may also be ob¬ 
serv'ed, particularly when the rate of intrav'enous 
flow is too fast or when excessiv'ely concentrated 
solutions are used. This is usually slow in onset, 
with maximum depression in blood pressure gener¬ 
ally occurring 10 to 20 minutes after induction is 
completed. The h}'potension occasionally may be 
sufficiently severe to require the administration of 
vasopressor agents. The drug has, apparently, no 
tendency to produce cardiac irregularities. 

Hydro.xydione sodium succinate has a decided 
venous irritating effect, which constitutes a draw¬ 
back to its clinical use. Pain at the site of injection 
is frequently observ'ed, occasionally followed by 
chenaical thrombophlebitis. The irritating effect is 
more pronounced w'ith concentrated solutions. As 
with any intrav'enously administered solution, re¬ 
peated injections into the same v'ein apparentl}' 
enhance the likelihood of v'enous irritation. Ex¬ 
treme care should be taken to insure against acci¬ 
dental e.xtravasation of the drug into the tissues. 
The veins of the low'er extremities and the small 
v'cins of the hand and wrist should not be used for 
intravenous injection. 

Since die classical signs of anesthesia are ob¬ 
scured by administration of hydro.x}'dione, it is 
necessar}' to rely on the refle.x activity of the patient 
to determine the depth of anesthesia. The drug is 
contraindicated in patients w'ith h}-potension or 
tachycardia. It should be administered only by 
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anestlicsiologists well trained in the physiology and 

pharmacology of the respiratory and circulatory 
s\^stems. 

Hydroxydione is a new drug and may represent 
tnc pioneer agent in a new chemien} chss of intra- 
\'enous!y given anesthetics. However, much more 
clinical experience is necessary before its ukimate 
place in the armamentarium of anesthesiology can 
be determined. 

Dosege.—Hydroxydionc sodium succinate is ad- 
ininislcied b}’ intra'i’cnous injection only, preferably 
s ia the autccubital veins. The solution for injection 
should be freshly prepared from the dry powder to 
make a solution no more concentrated tJian 1% 
(f 0 mg. per cubic centimeter). The calculated dose 
is then injected at a rate of 250 mg, (25 cc. of a 1% 
solution) per minute into the tul)ing of a rapidly 
running intravenous solution (isotonic sodium 
.chloride solution or .5% de.xtrose in water for in* 
jection). 

Tlic total initial dose varies from 500 mg. to 1.5 
Cm. (.50 to 150 cc. of a 1% solution), depending 
on the weight of the patient, his level of airpvehen* 
.s’ion, and tlie contemplated duration of the surgical 
procedure. As a guide to total dosage in adults, 
500 mg. M'ill produce an effect for about 30 minutes; 
thus, for a one-hoiir procedure, a dose of 1 Gm. of 
hydroxydione is used. Dosage should he reduced 
somewhat for geriatric t^atients. For children be¬ 
tween 6 and 12 years of age, the initial dose should 
not exceed 500 mg. (50 cc. of a 1% solution). Gen¬ 
eral use in children under 6 years is not considered 
advisable at tin's time. 

Preparation.v; poH'der (injection} 500 mg. 

Applicable commercial name: Viadril. 

Pfizer Laboratorie.s, Divi.sion of Cbas. Pfizer & Co., Inc., 
cooperated by funii-sliing scientific data to aid in the evalua¬ 
tion of hydroxydione .sodium succinate. 

Iproniazid Phosphate.—l-Isonicotinoyl-2-isopro- 
pylh}'drazine phosphate,—The structural formula of 
iproniazid phosphate may be represented as follows: 


H3PO4 



CHj 
O^CNHNHCH 
CHj 


Actions and C/ses.—Iproniazid is the isopropyl 
derivative of isoniazid and, like isoniazid, has tu¬ 
berculostatic activity. It has been used for the 
chemotherapy of tuberculosis, particularly in infec¬ 
tions of the bones and joints. Because of various 
side-effects, notably toxic psychoses and manifesta¬ 
tions of central nervous system stimulation, the use 
of the drug as a tuberculostatic agent is now gen¬ 
erally discouraged. At tlie present time, the main 
therapeutic interest in iproniazid stems from its 
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ability to- change (usually in the direction of im 
provement) the mood and behavior of patients nith 
some types of mental depression. 

Iproniazid may be characterized pharmacoWic- 
any as a central nervous system stimulant of fe 
psychomotor type, although its actions differ in a 
number of respects from those of the ampheta¬ 
mines. The drug is a potent and irreversible in- 
u'bitor of monoamine oxidase, an enzyme involved 
in the metabolism of epinephrine, levarterenol 
(norepinephrine), serotonin, and otlier physiologi¬ 
cal]}' active amines. Increases in the concentration 
of these amines can be demonstrated in the brains 
of experimental animals after administration 0 ! 
large doses of the drug. The,clinical significance 
of these observations is uncertain, and, at present, 
the precise mechanism of action of iproniazid is 
unknown. The drug potentiates other central)}’ 
acting drugs, both depressants and stimulants, 
presumably by interfering with tlieir metabolism in- 
the liver. Although it has a slow onset of action,; 
iproniazid is a cumulative drug with a prolonged 
effect. Its metabolic fate is not completely under¬ 
stood; however, the isonicotinic acid moiety of the 
administered drug is known to be excreted in the 
urine. 

The principal therapeutic indication for ipronia¬ 
zid is in the ti-eatment of psychotic patients witli 
moderate to severe depressions. Even though all 
P’citients do not respond favorably, current evidence 
suggests that the drug may improve behavioral 
patterns without inducing artificial euphoria in 
some cases. Reported salutary effects include a feel¬ 
ing of well-being and increased vitality, decrease 
in psychomotor retardation, enhanced ability and/oi 
desire to communicate, and, in some severely with¬ 
drawn patients, a return to useful functions. 
Schizophrenic patients, including those with cata¬ 
tonia, have been reported as not benefited by 
iproniazid; symptoms may, in fact, be intensified if 
the drug is administered during the acute phases 
of the disease. The drug has been of little value in 
depressed patients w'itb organic bvain sj'ndrome. 
There is some evidence that younger patients seem 
to respond better than those in the older age group 
In general, therapy with iproniazid is best reseneo 
for those depressed patients who have not respond¬ 
ed to milder central nervous system stimulants such 
as amphetamine or methylphenidate. Most 
ties also advocate an adequate trial of electrosbof 
therapy before initiating iproniazid medication, 
should be borne in mind that, since the respons 
to iproniazid is slow, therapy should 
at least two months before being y 

successful. Because of its toxicity, iproniazid sh 
not be employed for the treatment of mi , 
neurotic depressive states. 
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Increase in appetite and consequent weight gain 
have been observed in many psychiatric patients 
during tlierapy with iproniazid, presumably the 
result of improved mental status rather than an 
inherent property of the drug. Although these ef¬ 
fects may be desirable in emaciated, debilitated, or 
chronically ill patients, there is no justification for 
the emplo\Tnent of iproniazid in underweight, but 
othervsnse normal, patients solely as an aid to weight 
gain. 

Iproniazid produces a wide variety’ of side-effects 
and untoward reactions, some of which are serious. 
Tlie physician using this drug should carefully 
weigh the advantages to be gained against the 
risks involved. If the indications for therapy are not 
clear, the drug should not be given. Although 
iprdniazid has been called a “psychic energizer,’ 
this term carries with it imsound and potentially 
dangerous psychological implications from the 
standpoint of self-medication. The definite incidence 
of untoward mental symptoms produced by the 
drug places it in a different category than caffeine 
or amphetamine. The ■wise physician wall therefore 
refrain from indiscriminate prescription use of the 
drug. 

Among tlie more frequent side-effects to ipronia¬ 
zid are unwanted psychological reactions, ranging 
in severity from minor inappropriateness in be¬ 
havior, hyperactivity, and exaggerated dreams to 
personality changes which may be frankly psy¬ 
chotic. These effects seem to be reversible when 
the drug is withdrawn. The drug also produces a 
number of side-effects referable to autonomic dis¬ 
turbance. Among these (not necessarily in order of 
frequency) are postural h>q)otension, constipation, 
dryness of tire mouth, diaphoresis, blurring of vi¬ 
sion, urinary' hesitation, impotence, and palpitation. 
Postural hypotension, in particular, may be suffi¬ 
ciently frequent and troublesome to require reduc¬ 
tion of dosage or cessation of tlierapy. Administra¬ 
tion of pressor amines is apparently of little value 
in overcoming this orthostatic type of hypotension. 
Neurological side-effects may also complicate ther¬ 
apy with iproniazid. These include hyperrefle.xia, 
clonus and tremors, paresthesias, peripheral neurop¬ 
athy, vertigo, dizziness, sy'ncope, and muscular 
weakness. Miscellaneous side-effects to the drug 
include peripheral edema (chiefly of tire ankles and 
thighs), gastric upsets, anorexia, dy'spnea, and ab¬ 
dominal pain. Mild hypochromic anemia sometimes 
occurs early in the course of therapy with ipronia¬ 
zid, Although this has been self-limiting, the 
physician using the drug should perform periodic 
peripheral blood cell counts, keeping in mind the 
possible subsequent appearance of more serious 
hematological effects. 


The most serious toxic effect referable to tlierapy' 
ivith iproniazid is the development of jaundice. The 
exact incidence of this complication is unknown 
although it is probably' quite low. Nevertheless, the 
appearance of jaundice must be regarded as an 
ominous sign, since this may be followed by ful¬ 
minating hepatitis which can be fatal. In fatal cases, 
the hepatitis has been sudden in onset with a rapid¬ 
ly' dov'nhill course. Postmortem examination of the 
liver in several of tliese patients has rei'ealed patlio- 
logical changes indistinguishable from acute viral 
hepatitis. It follows, tlierefore, that iproniazid is 
absolutely contraindicated in patients with eitlrer a 
history' or the presence of jaundice, liver disease, or 
impaired hepatic function. Periodic liver-function 
tests are mandatory' during therapy with this drug. 

Iproniazid should not be given to patients who 
are overactive, overstimulated, or agitated. It is 
probably contraindicated in epileptic patients. The 
drug should be used cautiously' and in low doses 
in patients wth impaired kidney function in order 
to prevent accumulation. Because iproniazid poten¬ 
tiates the action of certain other drugs, particularly 
alcohol, ether, barbiturates, meperidine, cocaine, 
procaine, and phenylephrine, it should be used with 
great caution whenever these drugs are employ'ed. 
The relatively high incidence of postural hy'poten- 
sion, with the attending danger of fractures and 
lacerations from falls, makes the use of the drug 
particularly hazardous in geriatric patients. 

Dosf/ge.—Iproniazid phosphate is administered 
orally. As mth other potent drugs, dosage should 
be adjusted to the individual patient. Since the drug 
has a cumulative action, the lowest effective dose 
should be employed at all times. Sy'mptoms attrib¬ 
utable to wthdrawal of iproniazid have been re¬ 
ported to occur mthin 48 hours after cessation of 
therapy which has been continued for several 
weeks. These symptoms include headache, exag¬ 
gerated dreams, \'ertigo, ner\'ousness, hyperreflexia, 
irritability, insomnia, and depression. For this rea¬ 
son, tire drug should be withdrav'n gradually unless 
other manifestations of to.xicity demand sudden 
cessation of therapy'. 

The initial dose for nontuberculous conditions 
should not exceed 1 mg. per kilogram of body' 
weight a day, given as a single dose. Dosage should 
then be reduced rapidly to lower maintenance levels 
of 0.2 to 0.5 mg. per kilogram of body weight daily 
Or every' other day until discontinuance of therapy' 
becomes feasible. 

Preparations: tablets 10, 23, and 50 mg. 

Applicable commercial name: Marsilid Phosphate. 

HofFmann-LaRoche, Inc., cooperated by furnishing scien¬ 
tific data to aid in the evaluation of iproniazid phosphate. 
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TEEN-AGE CLINICS 

HERE IS a grow'ing appreciation of the 
fact tliat teen-agers Inn'e special problems 
M'hich deser\'e more attention than they 
customarily receive. As children these 
patients M’erc taken to a pediafa'ician for a routine 
checkup but as teen-agers they are apt to feel 
equally out of place surrounded by infants in the 
office of a pediatrician and surrounded by adults 
in the office of an internist or general practitioner. 
For this reason a teen-age clinic was established in 
Boston in 1952 ’ and because of its success others 
have been or are being started. Gallagher" believes 
that the reason so little attention has been given to 
teen-agers as a special group has been their gen¬ 
erally low inorbidit)' and death rate and the fact 
that they fall in between the chief interest of the 
pediatrician and that of the internist. It is char¬ 
acteristic of the adolescent that he is striving for 
independence, social acceptance, and recognition 
as an individual who is no longer a child while at 
the same time clinging to the security enjoyed as 
a child.’’ 

One of the first aims of the teen-age clinic is to 
build a strong rapport betu'een physician and 
patient based on mutual understanding and re¬ 
spect. The patients whose ages are 12 to 21 may 
choose a male or female physician and once chosen 
they continue to see that physician as long as they 
attend the clinic. Should the advice of an allergist 
or other specialist be necessary this may sometimes 
be obtained by reviewing the case history without 
the presence of the patient. If the patient must be 


least, in tlio clinic and in the presence ot the „ 
emng physician. There are no subolinics i„ he 
teen-age chnic Even the magazines and Z 
fuinishmgs in the waiting room are chosen with 
teen-age interests in mind. 

Although the birth, developmental, and familv 
Instory are usually obtained from a parent, the rest 
of the history i.s obtained from the patient. This and 
t ie physical e.\-amination are accomplished without 
tile presence of a parent. This fact and the fact that 
examinations and recommendations are given to the 
patient rather than the parent help to establish the 
patient as a person and greatly facilitate treatment 
by oi'ercoming resistance which can otlienvise be 
a great stumliling block. The emphasis throughout 
is on the patient as an individual, not on the dis¬ 
ease. Careful records of changes in stature and 
development are made not only as a clue to the 
patients problems but also because of tire great 
importance the teen-ager attaches to these changes. 
Because of the adolescents lack of knowledge and 
curiosity about these matters much time is spent 
e.vplaining normal variations often to the great re¬ 
lief of the patient. Unless extremely atypical, size 
makes little difference to the child or the adult but 
it is highly important to the teen-ager not to be too 
short or too tall, too fat or too thin, too advanced 
or too delayed in the development of the secondary 
sexual characteristics. Teen-agers have a sudden 
release of unbounded energy. They no, longer just 
play around as do children nor do they just sit 
around as do adults. They go at things hard. Tliey 
are mixed up, confused, and bewildered and to an 
adult usually make very little common sense. 

Teen-age clinics are not only serving a formerly 
neglected group of patients, they are accumulating 
new knowledge about the medical problems of 
teen-agers. Because vast numbers of teen-agers are 
still under the care of general practitioners, pedia¬ 
tricians, and internists, these clinics offer training 
to members of these groups not so that they may 
become specialists in this field' but so that in their 
own setting they may have a better understanding 
of the problems of adolescents. The physician any¬ 
where who can convince a teen-ager that he is in¬ 
terested in his or her problems, no matter how trh- 
ial from a medical standpoint, is not only helping 
a patient, he is helping a young person througir a 
difficult period and assisting a mentally and ph>^!- 
cally healthy individual in adjusting to a better 

adult life. _ , 

1. GnllftRher, J. R.: Clinic for Adolescents, Children 1:16’ 


(Scpt.-Oct.) 1954. 


2. Gallagher, J. R.; The Adolescent and Pediatric Ediica i 


Fei- 


atrics 19:937-939 (May) 1957. „ t Cat 

3. Roth, A.; Weissman, A.; .and L™Ren, C.: Han for • 
for Adolescents, Pediatrics 18:86-89 (July) 1956. 
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COMPULSORY PREMARITAL' 

BLOOD TESTING 

Last year The Journal carried an editorial ’ 
calling for careful epidemiologic studies to either 
confirm or refute the value of the compulsoiy^ 
premarital blood test for sj'philis. This year one of 
tlie first of no doubt many such studies to come, 
has been published. The new report * states, “The 
statistical evidence suggests tliat, at least during 
the last decade, the mortahty and morbidity' from 
s^'philis were not influenced greatly by the compul¬ 
sory premarital blood test. The tremendous de¬ 
clines observ'ed seem attributable to other factors 
such as intensified case finding, the unde-spread 
e.xamination and treatment of pregnant women and 
particularly to improved therapy with penicillin.” 

Of the newly reported total cases of primary' and 
secondaiy^ syphihs in the United States in 1936 
(which do tend to show a slight rise over 1955), 
459 cases came from the state of South Carolina 
alone. The Chief of the Venereal Disease Section 
of tliat state, however, attributes the sharp rise 
primarily to intensified case finding programs. 

Tlie authors of the new report on whether pre¬ 
marital blood tests should be compulsor)’ feel the 
most dependable statistical measures to show the 
decline of s>'philis are (1) the rate of mortalit)’ 
from syphilis in infancy and (2) the reported mor¬ 
bidity from sj'philis in the primary' and secondarj’ 
stages. They feel these two indexes are least affect¬ 
ed by the distortions that result from multiple re¬ 
porting and prevent errors based on the late effects 
of syphilis contracted many years ago. During the 
entire period from 1910 until the present, the 
syphilis mortality of infancy dropped from 131.4 
to less than 1.0 per 100,000 infants, a decline of 
more than 99%. During the year 1955, 29 states 
reported not a single death from s)'philis in infancy. 
As to morbidity, the reported case rates from pri- 
marj'' and secondary syphilis, all ages, although 
subject to the vagaries of case reporting, have also 
declined rapidly. The case rate per 100,000 in 1946 
was 70.94 as compared to 4.16 ten years later. 

According to tlie two epidemiologic statistical 
methods cited above, the percentage decline has 
occurred about equally in all states regardless of 
whether they have a compulsorx' premarital blood 
test law. Furtliermore, die test reveals so few 
infectious cases of syphilis as to make it an unpro¬ 
ductive method of case finding as well as an 
enormously expensive one. 

Of even greater importance is die false-positive 
reaction to die serologic blood test. In a so-called 
high prevalence group (one which would be e.x- 
pected to have relatively few biologic false-positive 
reactors) 1270 n-ith a positive standard serologic 

1, Compulsor>' Blood Testing, editorial, J. A. M. A. 163:551 (Feb. 
16) 1937. 

2. Hedrich, A. W., and Sn\erman, C.: Should Premarital Blood 
Test Be Compulsory? Am. J. Pub. Health 48:125-132 (Feb.) 1958- 


test had negative reactions to the Treponema 
pallidum complement-fixation test. The impact of a 
false label of sj’philis must always be emphasmed, 
and a strong word of caudon is sounded against 
the damage that can result from an increased pro¬ 
portion of false-positive reactions. 

Everj' physician is direedy inr’olved nith legis¬ 
lation concerning compulsoiy blood testing. The 
subject matter in this editorial, however, pertains 
solely to premarital compulsor}' blood testing. Mffien 
it comes to prenatal blood testing, failure to 
recognize the presence of a sv'philitic infection in a 
pregnant woman and failure to treat her, with a 
resulting stillbirth, could lead to a lawsuit. Because 
sv'philis has such an effective treatment (sometimes 
accidentally treated through penicillin therapy for 
a nonvenereal infection) the private physician and 
the public health official have enjoyed tremendously 
impror'ed cooperation in controlling tliis disease. 
The private physician should now assume the addi¬ 
tional responsibility of weighing the penalties 
(e. g., faIse-positi%'es) of premarital compulsor}' 
blood testing against the benefits for our popula¬ 
tion, and he should not hesitate to express his 
clinical impressions to the proper authorities. As 
demonstrated b}' the reported findings in Soutli 
Carolina, our e.xcellent record should not cause us 
to become smug, but should conxince us that 
rngilance has paid off. 

MEDICINE AND LABOR 

Elsewhere in this issue of The Jouexal (page 290) 
is a brief report on a recent meeting between 
representatives of medicine and labor. One of the 
largest labor organizations in the nation, tire Inter¬ 
national Ladies’ Garment Workers’ Union, played 
host in August to leaders of medicine at a confer¬ 
ence on “third parties” in medical serxnce. This 
union has a yearly health and welfare budget of 
30 million dollars. The purpose of tlie meeting was 
to permit physicians and union leaders to meet, 
comment on their respective positions, exchange 
ideas, and e.xplore areas of mutual interest with tlie 
hope that from such a meeting would come oppor¬ 
tunities for the future. More such conferences xvill 
be held in the weeks to come, both at the local 
level in Pennsylvania and other states and at the 
national level in Chicago. Already the A.M.A. 
Council on Medical Sendee has developed plans 
for an informal conference in October with medical 
directors of 10 medical care programs sponsored 
directly or indirectly by labor groups. The purpose 
of this and future scheduled sessions with other 
“tliird parties” is to e.xplore general principles and 
policies which may be applied to the relationships 
betxveen members of the medical profession and 
other interested groups. Obxdously “third parties” 
in the field of medical service is a topic that falls 
within this general field. 
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MEDICINE MEETS WITH LABOR 

Onr Inimim nocds niul values ro beyond the aims 
of trade iimomsm. We are interested in the same 
t])in}:s ymi are-extension of life. It is tiic job of the 
onion to promote health eonseionsness. This is as im- 
imrtant, if not more important, than loRiier waitcs 
and better worlcing conditions. 

the above comment Da\'id Gingold, vice- 
pi esident of (he International Ladies’ Garment 
tyorkers’ Union, w'elcomed more tlian 100 physi- 
ciiins and union representatives, Avg. 26, at Unity 
House, an ultramodern resort wliicli tlic ILCWU 
operates tit Forest Park, Pa. It was the ILGWU 
winch, in 1913, establkslied tlie first union liealth 
center in the United States. 

Among tliose in\'ited by the union to the two-day 
conference on "The Third Party and Organized 
Medicine” u'ere ijlij'sicians and hymen from tlie 
labor organization's far flung medical centers and 
selected leaders from e\'er\' level of organized med¬ 
icine. Representing the American Medical Associa¬ 
tion was Dr. James Z. Appel of Lancaster, Pa„ a 
member of the Board of Trustees. Included among 
the guests were Dr. Norman IVelch of Boston, vice- 
speaker of the A. M, A. House of Delegates,- Dr, 
Ernest B. Howard of Chicago, Assistant E.xecutive 
Vice-president of the A. M. A.; and officials of 
medical associations from Massachusetts, Pennsyl¬ 
vania, New Jersey, and Philadelphia. 

At the close of the conference, at which differing 
viewpoints were e.xpressed alongside statements of 
cordiality, it was announced that similar meetings 
at local levels would be held by various ILGWU 
and medical society representatives in Pennsylvania 
beginning this month. The stated purpose of the 
conference was not to resolve any specific differences 
between organized medicine and organized labor 
but, rather, in the words of the union, “to explore in 
a-constructive fashion the issues which have arisen 
with the advent of the so-called ‘third party’ in the 
field of medical care.” (A meeting called by the 
A. M. A. Council on Medical Service with a similar 
goal is scheduled for next month [October] in Chi¬ 
cago. This will be an informal session with medical 
dn-ectors of 10 medical care programs sponsored 
directly or indirectly by labor groups.) 

Following are excerpts from papers delivered at 
the Unity House conference and also some selected 
comments made by participants and guests during 
periods for free discussion: 

Gus Tyler, director pf the ILGWU framing In¬ 
stitute: “We are concerned with the whole man in 
the community, just as Wicine is so concerned.” 


Dr. Appel: Since most third parties are in realitv ^ 
primarily financial organizations they might for fi- ' 
nancial reasons select poorly qualified and cheap ' 
plyysicians to render medical care to their bene¬ 
ficiaries in order to save money. . . . Money paid 
into a union health fund belongs to the worker. He 
is the one ^vho should designate how it is used, to 
whom it should be paid, and to what extent. . .. 

'Tlie American Medical Association at this time be¬ 
lieves that tlie patient should have the reasonable 
right, to select his or her own physician from among 
all physicians who are qualified and willing to ren¬ 
der the type of medical care indicated. . . . The 
ability of the physician and the evaluation of medi- y 
cal service rendered cannot be determined by ac¬ 
counting procedures, I. B. M. machines, electronic 
brains. The medical profession believes diat it and it 




Dr. James Z. Appel, a member of the A. M. A. Board of 
Trustees, addresses physicians and union representatives at 
meeting sponsored by International Ladies’ Garment Work¬ 
ers’ Union. At far left is Dr. Caldwell Esselstyn. Listening at 
right are ILGWU officials Adolph Held and Louis Rolnick 
and Dr. Herbert Abrams. 

alone is qualified to perform this job. Organized 
medicine is sincere in its desire to perform tlih 
function of policing itself.” 

Agnes Brewster, medical economist of the Social 
■ Security Administration: “Third party payments are 
part of the fabric of our times. Moving together in 
the space age can best be accomplished if the 
parties of the first and second part understand each 
other so that the party of tire third part can do a 
satisfactory job of bringing the other trvo together. 

John Tomayho, director of welfare and pensions 
for the steelworkers’ union: “I don t think that free 
choice of physician exists today, A patient simpl} 
goes to his neighborhood doctor to get care. 

Dr. Samuel B. Hadden, Philadelphia psijclMrist: 
"When people are sick they are sick in spirit, too. 
They cannot, like cattle, be treated on a mass pro¬ 
duction line basis.” 
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Dr. Caldwell Esselstyn, director of Rip Van 
Winkle Medical Clinic, Hudson, N. Y.; "He who 
pays the piper has a right to call the tune.,.. Some 
sort of government regulation is necessary in the 
health insurance field.” 

Dr. William B. Rarer, member of the Board of 
Trustees of the Medical Society of Pennsylcania; “A 
small minority' of doctors rest on their laurels after 
licensure and seldom read medical magazines or at¬ 
tend medical meetings. Organized medicine has no 
responsibilit}' to prowde economic security' for such 
doctors by insisting upon their inclusion in health 
and welfare fund programs. The medical profes¬ 
sion now recognizes the necessit)' for strict, impar¬ 
tial action against nonconforming doctors. We also 
recognize that varying degrees of training, e.vperi- 
ence, skill and competence e.vist among our mem¬ 
bers. . . . The medical profession is not demanding 
completely unlimited, unrestricted free choice. To 
do so would be very unrealistic. ... I suggest that 
unions be completely honest by adopting the fol¬ 
lowing course of action: 'When the total revenue 
available to a health and welfare fund has been de¬ 
termined, find out from insurance underuTiters %vhat 
medical services such an amount of money wall pur¬ 
chase for the total number of eligible participants, 
and then under free choice make these sersaces 
available in a way that wll be used by all members 
and their eligible dependents.” 

Dr. Herbert K. Abrams, Medical Director of Un¬ 
ion Health Center, Inc., Chicago; “Medicine is no 
longer a mystic undifferentiated art, in which die 
appellation of ‘Doctor’ evokes a picture of equal 
ability for all who have the title. Health education 
has begun to reap results. The public is beginning to 
ask for the same things in medical care which we as 
a profession have always subscribed to. . . . We 
physicians cannot afford to be destructive. Let us 
nourish our scientific curiosit)'. Let us all have, not 
merely tolerance for new solutions to improve medi¬ 
cal care, but let us be constructively enthusiastic to 
new ideas. More than this, let us as the medical pro¬ 
fession provide the leadership which societjf expects 
of us in sohfing the problems of adequate distribu¬ 
tion of medical care.” 

Martin Moran, an ILGWU representatice from 
Harrisburg, Pa.: "Before George Meany took over, 
we always had a pat answer to charges of corrup¬ 
tion, racketeering or communism in any union. The 
answer was one word; autonomy. It was a poor ex¬ 
cuse. Perhaps if a medical society is acting improp¬ 
erly, ‘autonomy’ also should not be used by the med¬ 
ical profession as an excuse. Perhaps the A. M. A. 
needs a George Meany.” 

Dr. Leo Price, director of the ILGWU Union 
Health Center in New York City: "Industr\' is allo¬ 
cating one and a half billion dollars a year to health 
and welfare funds. They have developed a market 
for medical care that certainly will affect the trends 
in medical service for a long time to come.” 


Dr. Edgar W. Meiser, former chairman of the 
committee on medical economics of the Medical 
Society of the State of Pennsylvania (recalling the 
start of the mine vvorkers union health and welfare 
program in 1946); “Medicine, with its heritage of 
idealism, and labor with its cold, calculated realism 
met on unfamih'ar grounds with an inherited mutual 
malignant distrust. Obviously, no rules of conduct 
had been agreed upon before this conflict began, 
and we both—labor and medicine—erected our first 
milestone of stupidity. In retrospect, one must won¬ 
der if there had been a conference held in an atmos¬ 
phere of respect and attempted understanding, 
w’hether mutual agreement of conduct could have 
been reached, and this present intolerable situation 
could hav’e been av'oided.” 

Adolph Held, director of the ILGWU Welfare 
and Health Benefits Department (at the close of die 
conference): “To all of you let me relay some fine 
advice given many j^ears ago by a wise labor leader: 
‘The greatest problem after a big strike is calming 
the pickets.’ ” 


OPTOMETRISTS WANT AMENDMENT , 
TO SOCIAL SECURm’ ACT 

June 28, 1958 

The Honorable Wilbur D. Mills, Chairman 
House Committee on Ways and Means 
House of Representatives 
Washington 25, D. C. 

Dear Mr. Mills: 

During the hearings just concluded on social 
security', the American Optometric Association 
urged an amendment to the Social Security' Act as 
follow's: 

“It is hereby declared to be the intent of Congress 
that the services of all duly licensed practitioners 
within the scope of their practice as prescribed by 
the laws of the jurisdiction in which die service is 
rendered shall be made available to all beneficiar¬ 
ies or recipients of federal aid and to that end the 
term “health care’ shall hereafter be deemed to 
supersede the term ‘medical care,’ save and except 
vv'here the service to be rendered can only be per¬ 
formed by a duly licensed physician.” 

The American Medical Association believes that 
the enactment of such an amendment would not be 
in the public interest. In fact, we .believe the 
language in existing law which permits optometrists 
to make determinations of blindness is contrarv’ to 
the public interest. 

It is the position of our Association that Title X, 
Section 1002 (a) (10) should be amended by de¬ 
leting from such subsection the words “or bv' an 
optometrist, whichever”. 
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To. gram oploniefrists tlie right to make exam- 
inationji for clotermining blindness may result in a 
taiiurc to ascertain the cause of blindness and thus 
pie\'ent the administration of necessary medical 
reJiab]litati\'c care. The application of medical skills 
by a doctor of medicine u'ill, in many cases, insure 
1 1 C detection and successful treatment of the or¬ 
ganic and systemic causes of lilindness. Unfortu¬ 
nately for the patient, such diagnosis and treatment 
cannot be provided bj' optoinctrists. 

It is my hope tiiat this statement can be made a 
part of the records of your hearings. 

Sincerely }'ours, 

F. j, L, Blasingamb, MD. 

Executive Vice-president 


Sept. 20,195S 


Tile Honorable Harrv F. Bvrd 
• • 

Chairman, Committee on Finance 
United States Senate 
^Vashington 25, D. C. 

Dear Senator Byrd; 


August 11,1958 


Committee by rejecting these proposals. We also 
urge that the Senate Finance Committee go t 

bj deleting from such subsection tlie words “or bv 
an optometrist, whichever.” 

Tlie granting to optometrists tlie right to make 
examinations to determine blindness may result in 
a tailure to ascertain the cause of blindness and 
tlius prevent the administration of necessary med¬ 
ical rehabilitative care. Unfortunately, in too manv 
cases proper treatment has been delayed or pos¬ 
sible rehabilitation or cure denied because of 
diagnoses rendered by others not qualified as med- 
icai praefitfoners. On the other hand, tlie medical 
skills possessed by physicians have resulted in tlie 
detection and successful treatment of the organic 
and systemic causes of blindness. 

It is my hope that this statement can be made a 
part of the record of your hearings. 

Sincerely yours, 

F, J. L. Blasingame, M.D. 

Executive Vice-president 


On Friday, August 8, 1958, the American Opto- 
metric Association urged an amendment to the 
Social Securih' Act as follows; 

“The Congress herebj^ declares tliat it is in the 
public interest tliat the services of optometrists 
should he available to beneficiaries of health pro¬ 
grams financed in whole or in part by funds appro¬ 
priated from the Treasuiy of the United States, 
Nothing in this act or in any other Act authorizing 
health programs xhall be construed to exclude die 
utilization of the services of optometrists within die 
scope of their practice as prescribed by die laws of 
the jurisdiction in wliicli the service is rendered.” 

The representatives of the Optometric Associa¬ 
tion also incorporated by reference an amendment 
offered before the House Ways and Means Com¬ 
mittee and further stated; 

“Both amendments we believe to be in the public 
interest and are willing to abide by the decision of 
this Committee as to which one is preferable.” 

The American Medical Association does not be¬ 
lieve that either of these proposals are in the public 
interest or that they are the only alternatives open 
to the Committee. We do not believe that proposals 
wliicli would, by one stroke of the pen, amend all 
federal statutes dealing with medical care should 
be considered lightly or be the subject of only two 
days of liearings. We believe that die federal agen¬ 
cies involved and die public at large should be 
given an opportunity to study the consequences 
and to express an opinion, 

’The American Medical Association therefore 
recommends that the Senate Finance Committee 
follow the example of the House Ways and Means 


VETERAN DELEGATE TO RETIRE 

Dr. Walter E. Vest of Huntington, W. Va,, who 
has served as one of die two A. M. A. delegates 
from that state since 1934, ^vill retire after the 
A. M. A. Clinical Meeting in Minneapolis in De¬ 
cember. During his tenure of ofBce as a member of 
the A. M. A. House of Delegates, he has not missed 
a roll call. The annual meeting of the West Vir¬ 
ginia State Medical Association in White Sulphur 
Springs, Aug. 21-23, was the 40di consecutive an¬ 
nual state meeting \vhich he has attended. 

Doctor Vest will continue as editor of the West 
Virginia Medical Journal, an office he has held since 
1937. He is a past-president of the West Virginia 
State Medical Association and of die Southern 
Medical Association and is now a member of the 
Council on Constitution and By-Laws of the 
A. M. A. 

Dr. Charles A. Hoffman, also of Huntington, im¬ 
mediate past-president of the West Virginia State 
Medical Association, was named by the House of 
Delegates as A. M. A. Delegate to succeed Doctor 
Vest. He will take office on Jan. 1, 1959. 


CHANGE OF ADDRESS 

If you change your address please notify The 
Toubnal at least six weeb before die change is 
made. Include the address label clipped from your 
latest copy of The Journal, being sure to clear^ 
state both your old and new address. If your m 
has Postal Zone Numbers, be sure to include tnu 
Zone Number in your new address. 
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CALIFORNIA 

Psychiatric,Meeting in Los Angeles.—The fifth an¬ 
nual meeting of tlie Southern California Psychiatric 
Society, a Branch of tlie American Psychiatric As¬ 
sociation, wll be held Oct. 4 at the Hotel Statler, 
Los Angeles. The morning program \H1I consist of 
workshops concerning the various phases of psycho¬ 
therapy. The afternoon program will be devoted to 
papers presented by authorities in psvchiatrs'. There 
will be an evening dinner dance. For infonnation 
vTite the Southern California Psychiatric Socieh’, 
427 N. Camden Drive, Beverly Hills, Calif. 

University News.—A portrait of Dr. Karl M. Bow¬ 
man, professor of psychiatry, emeritus, at the Uni¬ 
versity of California Medical Center, San Francisco, 
and retired medical superintendent of the Langley 
Porter Neuropsychiatric Institute, has been pre¬ 
sented to the university, the gift of a group of the 
psychiatrist’s friends and colleagues. Dr. Bownman 
was named chairman of the University of California 
department of psychiatry in 1942 and officially re¬ 
tired in 1956. 

COLORADO 

Annual State Meeting in Colorado Springs.—The 
88th annual session of the Colorado State Medical 
Society will be held at the Broadmoor Hotel, Colo¬ 
rado Springs, Sept. 24-27. The presidentiaUaddress 
will be given the afternoon of Sept. 25 by Dr. John 
Zarit, Denver, after which an Institute on Alcohol¬ 
ism will be held, moderated by Dr. Marvin A. Block, 
Buffalo, N. Y., chairman. Committee on Alcoholism, 
Council on Mental Health, American Medical As¬ 
sociation. Papers to be presented at the general ses¬ 
sion include “What Anesthetic Drug Shall I Use 
Today?,” by Dr. Charles R. Stephen, Durham, N. C., 
and “The Staff Physician and the Hospital Pharma¬ 
cist,” by Samuel H. Kohan, B.S., Denver. A panel 
discussion on "Problems of Hemorrhage from the 
Gastro-Intestinal Tract” will be moderated by Dr. 
Harold D. Palmer, Denver. Guest speakers include 
the followang; Sheldon D. Bacon, Ph.D., New 
Haven, Conn.; and Drs. Manan A. Block, Buffalo, 
New York City; Robert E. Fleming, Boston; Harold 
E. Himwich, Galesburg, Ill.; John B. Miale, Miami; 
Merle M. Musselman and Jackson A. Smith, Omaha; 
Louis E. Prickman, Rochester, Minn.; George E. 


Phjsicians are invited to send to this department items of news of 
general interest, for example, those relating to societ>* activities, new 
hospitals, education, and public health. Programs should be received 
nt least three weeVs before the date of meeting. 


Shambaugh Jr. and H\Tnan J. Zimmerman, Chicago; 
and William W. Scott, Baltimore. Question-and- 
answer and discussion periods and e.vhibits are 
planned. Entertainment includes a program of 
sports Sept. 24. 

IDAHO 

Regional Physicians Meeting at Sun Valley.—The 
first regional meeting of tlie American College of 
Physicians in Idaho will be held Sept. 27 in the 
Challenger Inn, Sun Valley, for the Idaho-Utah 
region. The meeting will be preceded by a meeting 
of the Idaho Society of Internal Medicine Sept. 26. 
Dr. Richard P. Howard, of Pocatello, governor of 
the college for Idaho, will present an address to 
open the meeting, and Dr. Theodore C. Bauerlein, 
Salt Lake City, governor for Utah, will preside at 
the afternoon session. Papers by imited speakers 
include; 

Medianism.s Controlling Blood Pressure with Emphasis on 
Hypotension, Dr. Fred Clausen, Salt Lake Cit>'. 
Doriden Intosication Treated wth the ArtiScial Kidney, 
Dr. George D. Gross, Salt Lake City. 

An Approach to Blood Coagulation Problems, Dr. Stanley J. 
Altman, Salt Lake City. 

Principal speaker of tlie evening wall be Dr. Chester 
S. Keefer, Boston, regent of the college. For infor¬ 
mation wTite the American College of Physicians, 
4200 Pine St., Philadelphia 4. 

ILLINOIS 

Hines Medical Chief Takes Post in Manila.—Accord¬ 
ing to the Chicago Tribune, Dr. Lyle A. Baker, 
chief of medical serv'ices at Hines Veterans Hospital, 
near Majavood, is leaving the Veterans Administra¬ 
tion to become chief medical advisor for the Phil¬ 
ippine Memorial Hospital in Manila. Dr. Baker, a 
World V'^ar II medical officer, has been at Hines 
since 1941 and with the VA for 27 years. He is a 
diplomate of the American Board of Internal Medi¬ 
cine and associate professor of clinical medicine at 
tlie University of Illinois. Dr. and Mrs. Baker w'ere 
guests at a farew'ell dinner at the Elmhurst Coun- 
tr\' Club, before lea\ang for Manila Sept. 1. 

Personal.—Dr. Frederick M. F. Mebcner, the first 
medical director of the Peoria Municipal Tubercu¬ 
losis Sanitarium and former member of tlie board 
of directors of the National Tuberculosis Associa¬ 
tion, has received the Alma B. Fringer memorial 
award from the Illinois Tuberculosis Association 
for “outstanding servace in the field of tuberculosis.” 
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--Dr. Leland E. Powers joined the staff of tlie IOWA 
As.socuition of American Medica] Colleges as asso- 
ciate director July 1 Dr. Powers has been director 
of he Scliool of Public Health and associate dean 
of die Faculty of the Medical Sciences, American 
university of Beirut, Lebanon, since 1954. 


J.A.M.A., Sept. 20 ,1935 


Chicago 

Organize Speakers Bureau.-The Chicago Medical 
School has organized a speakers bureau and will 
povidc faculty members to speak on medical top¬ 
ics. or on the histor)' and objectives of the school. 
The speakers subjects co\'er a variety of scientific 
subjects, particularly on allergies, metabolism, pedi¬ 
atrics, heart disease, leukemia, cancer, the Rh fac¬ 
tor, psj’chiatry and psychology, gynecology and ob¬ 
stetrics, medicine and religion, medicine as a social 
science, child-parent relationships, tuberculosis, 
arthritis, and other areas of medicine and surgerJ^ 
Inquiries regarding speakers should be addressed 
to the Speakers Bureau, The Chicago Medical 
School, 710 S. "Wolcott Ave., Chicago 12. 

Society News.—The officers of the Chicago Laiym- 
gological and Otological Society for 1958-59 are: 
president, Dr. J. Allan \Veiss and secretary-treas¬ 
urer, Dr. Marvin F, Austin, 700 N. Michigan Ave., 
Chicago 11.—At the annual meeting of the Chi¬ 
cago G)mecological Society, June 20, the following 
officers were elected: president, Dr, Heniy' C. 
Hesseltine,* president-elect, Dr. Clyde J. Geiger; 
vice-president, Dr. Alfred J. Kobak; secretary, Dr. 
William G. Cummings (Evanston); assistant secre- 
tar)% Dr. Edward S. Burge (Evanston); and treas¬ 
urer, Dr. Walter F. Dillon. 

Information for Parents on Hearing.—An informa¬ 
tion series for the parents of young deaf children, 
sponsored by the Advisory Committee on Hearing 
Conservation and Rehabilitation of the Illinois Com¬ 
mission for Handicapped Children, will be held at 
the Chicago Hearing Society, 30 W. "Washington 
St., Room 619, on six successive Wednesdays, 7:30 
to 9:00 p. m., Oct. 22 through Dec. 3. The series 
is designed to give parents information necessary 
to understand the handicap of deafness and to help 
their child in his early critical years. Speakers will 
include physicians, teachers, and technicians. This 
series is open to parents or relatives of young deaf 
children under 6 years of age living in the Chicago- 
land area. Admission is by referral only from the 
family otologist, pediatrician, public health depart¬ 
ment, or speech and hearing clinic where the child 
is known. Applications may be obtained from the 
Commission for Handicapped Children, 160 N. 
LaSalle St., Chicago; telephone Financial 6-2000, 
Ex. 835. 


General Praclice MeeHng in De, 

“f Genml 

raotice will hold its annual meeting at the Sawn 
Hotel, Des Moines. Sept. 21-23, with the annml 
business meeting scheduled for Sept. 21, 3 p, m 
The program includes the following out-of-state 
speakers: Drs. Joseph G. Molner, Detroit; Prisdiia 
vt hite, Boston; Francis D. Murphy, Milwaukee, 
n is.; Clark H. Millikan, Rochester, Minn.; Nelson 
W. Barker, Rochester, Minn.; and Bruce Cho\ui, 
Winnipeg, Manitoba, Canada. Luncheon addresses 
will be given by Dr. Jack McKenty, Winnipeg, and 
Mr. Loren Hickerson, executive secretary, State Uni¬ 
versity of Iowa Alumni Association, Iowa Cit)-, 
Twelve hours of category I credit will be granted 
to A. A. G. P. members who attend both days of 
the scientific sessions. Tlie annual banquet will be 
held Sept, 22, 

NEW YORK 

Rabies in Oswego County.—The New York State 
Health Department has certified Oswego County as 
one where rabies exist. Dr. Herman E. Hilleboe, 
state liealth commissioner, has announced. "Under 
tire state public health law, the certification places 
a quarantine on all dogs, whether or not they are 
vaccinated against rabies. No dogs can legally be 
at large in Oswego County. Dr. Hilleboe said that 
following two years during which no cases of rabies 
were reported in die county, diree cases of canine 
rabies have been reported this year. There are about 
13,000 dogs in Oswego County. A total of 109 cases 
of rabies in New York State has been reported this 
year, as compared with 141 for the first eight 
months of 1957. Of the eight cases of canine rabies 
reported, three have occurred in Oswego and tliree 
in Madison counties. Madison County has been 
certified since 1949. The other rabies incidence this 
year has been as follows: fox, 34; bovine, 43; and 
other animals, 24. The certification of Oswego 
County reportedly will continue until the threat 
has passed, and the quarantine can be removed for 
vaccinated dogs if 70% of the dogs in the count)- 
are vaccinated. 

New York City 

University News.-The Lord Cohen of Birkenhead 
has been appointed visiting professor of 
at the State University of New York Dow-ns. 
Medical Center in Brooklyn for the , 

to Sept. 30. He is a senior physician at ffie H ) 
Infirmary in Liverpool and chairman o the bt 
ing Medical Advisory Committee of the M - 
of Health, 
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Center for Service to Handicapped.—New York 
UniversiW has created a Center for Rehabilitation 
Services to coordinate and broaden the institution’s 
programs for tlie handicapped. The center -will be 
an intrauniversit)' agency witliin the oflSce of the 
universiW’s e.xecutive xace-president, John E. Ivey 
Jr., Ph.D. Indmdual schools and colleges wall con¬ 
tinue to operate rehabilitation programs independ¬ 
ently, with the center acting as an over-all coordi¬ 
nating and planning ofBce. A director of the center 
has not yet been appointed. The university’s ac- 
tmties in rehabilitation include the Institute of 
Physical Medicine and Rehabilitation at the NYU- 
Bellerme Medical Center, the training of personnel 
in adapted physical education and recreation for 
the handicapped within the School of Education, 
prosthetic research in the College of Engineering’s 
research division, the development of a cleft palate 
clinic at the College of Dentistrj', and clinical serv¬ 
ices offered by the psychology' department. Con¬ 
ducting related service programs are the Reading 
Institute and the Testing and Advisement Center 
in the Division of General Education. Several units 
of the university have undertaken activities in pre¬ 
retirement counseling and other services concerned 
with aging. 

OHIO 

Fellowships for Research in Central Ohio.—Grad¬ 
uate students, physicians, and investigators inter¬ 
ested in heart research are invited to apply for 
fellowships available from the Central Ohio Heart 
Association. Research grants are made to nonprofit 
institirtions in direct support of a particular in¬ 
vestigator. Prospective investigators must applv for 
a specific program of research under their direc¬ 
tion. Grants are awarded in support of research 
in the cardiovascular field or basic sciences related 
to it for periods of a year or more. The association 
is also taking applications for fellowships for re¬ 
search and training at Central Ohio institutions. 
Fellowships are available for one year and carry' an 
annual stipend of from .$4,800 to $7,000 a year. Basic 
science fellowships are open to those wth a bache¬ 
lor’s degree in a basic science, graduate students, 
or trainees in qualified research institutions. Fel¬ 
lows must engage in full-time basic science research 
related to cardiovascular disease. A clinical fellow¬ 
ship is open to those with an M.D. and two y'ears’ 
residency. Work may be conducted in any' prop¬ 
erly' qualified hospital in the Central Ohio area. 
The clinical Donald Mahanna fellowship is also 
open with the work being conducted at the Heart 
Station, University Hospital, Columbus. The sti¬ 
pend is $7,000 a y'ear. Deadline for grant-in-aid 
applications is Nov. 1 for fellowships starting July 1, 
1959. For applications uTite the Central Ohio Heart 
Association, 50 E. Broad St., Columbus. 


PENNSYLVANIA 

Health-Law Center in Pittsburgh.-The University 
of Pittsburgh has established a health law' center 
within the Graduate School of Public Health with 
John F. Horty Jr., attorney from Johnstow'n, the 
director. The purpose is “to pursue, on a sustaining 
basis, studies concerning tire legal aspects of medi¬ 
cine, dentistry', nursing, public health, hospitals and 
medical care.” The center xvill undertake a long- 
range program of research and teaching and w'ill 
establish a clearinghouse for legislative and other 
legal materials in the health fields. Since September, 
1956, a hospital law' research study has been under 
w'ay at the uni\'ersity. Financial support ($234,528) 
for this research has been provided by the Na¬ 
tional Institutes of Healtli to the program in hos¬ 
pital and medical administration under Dr. John R. 
McGibony. A research team of six attorneys, two 
hospital administrators, and staff has been gathering 
material pertinent to the field of hospital law and 
is analy'zing it; Mr. Horty' has ser\'ed as director 
of the research study'. 

Philadelphia 

Dr. Ravdin Named University Vice-President.—Dr. 
Isidor S. Ravdin, John Rhea Barton Professor of 
Surgery' at tlie University of Pennsy'lvania, has been 
appointed wee-president of tlie university for medi¬ 
cal development, following the recent resignation 
of Dr. Norman H. Topping, w'ho was elected presi¬ 
dent of the University of Soutlrem California after 
hawng ser\'ed as wee-president for medical affairs 
at Pennsy'lvania since 1952. Dr. Ravdin will con¬ 
tinue in his capacity as chief of surgery' at the 
Hospital of the University of Pennsy'lvania and as 
chairman of the department of surgery. He is also 
chairman of the board of regents of the American 
College of Surgeons and president of the American 
Surgical Association. 

PUERTO RICO 

Dr. Mandry to Be Honored.—The Sunderman 
aw'ard, presented to “The Clinical Scientist of the 
Year,” w'ill be given to Dr. Oscar Costa Mandry', 
Santurce, Puerto Rico, at tlie annual meeting of 
the Association of Clinical Scientists, New' York 
City, Oct, 11, 6:30 p. m., at The Park Sheraton 
Hotel. Dr. Frederick W. Sunderman, associate pro¬ 
fessor of medicine, Jefferson Medical College of 
Philadelphia, w'ill present the aw'ard. “The Devel¬ 
opment of Clinical Science in Puerto Rico” is tlie 
title of Dr. Mandry'’s award oration. 

^TRGINIA 

Medical Seminar on Personal Injury Problems.—Tlie 
Department of Legal Medicine, Medical College 
of Virginia, and tlie Virginia State Bar ha%’e an- 
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nounced that their. two-day Medical Seminar for 
La\\ycrs dealing with personal injury problems re¬ 
sulting from trauma, particularly automobile acci¬ 
dents, will be conducted Oct, 17-18 at the Medical 
College of Virginia, Richmond. The seminar will 
be limited to 100 attorneys. The program is de¬ 
signed to increase the proficiency of lawyers han- 
dfing litigation in which medical testimony is in- 
\'ol\'cd, A staff of over 25 physicians w'ill conduct 
the course. For information WTite Mr. Thomas D. 
Jordan, Medical Seminar for Lawyers, P. O. Bo.v 41, 
MCV Station, Medical College of Virginia, Rich¬ 
mond 19, Va. 

WASHINGTON 

Annual Strauss Lecture.—On Nov. 5, 8:15 p. m., in 
the Auditorium of the Health Sciences Building, 
University of Wa.shinglon, Seattle, Prof. Charles 
F W Illingworth, Regius Professor of Surgery at the 
UniN^ersitv of Glasgow, Scotland, will give the ninth 
annual Alfred A. Strauss Lecture sponsored by the 
department of surgen' of the university. Professor 
Illingworth, president of the British Society 
Gastroenterolog)' and past-president of 
ciation of Surgeons of Great Britain and Irdand 
and the Surgical Research Society, wall speak on 
“The Endocrine Aspects of Breast Cancel. 

New Programs for Intcrnsl.ip aod 
intemslito.-.nd residency programs wdl ^ 

W Sf Universit,. of W.asl.ington School of Med>- 

S;e"heglning July 1, 1® — 

around the new University Hospital, "™ch expects 
to receive its first patients ne.xt May and will gre 
niv build up to its 300-bed capacity over a pe- 
Vif? of months During the build-up period, other 

1 s." ». vracnnnsihilitv Thcsc are King 

supervised patient f sponsibil > Q,iiaren’s 

County, Veterans ,’capacity totaling 

Orthopedic hospitals, wi h | 

niore than 900. The University Hospital 
center, an inptmnt p y , regular 



features of a teaemng uu.i - . . ^ 

mixed, torn or rue i in curverv and one 

major in med,cme>'.r^ Ull be $1S0 per month 
‘r. sS oo?"nce. Uniforms and laundry 

Sicfar^ree Housing Will be « 


make use of the facilities of affiliated hospitals, la- 
quiries should be addressed to Medical Director, 
University Hospital, University of Washingtoa, 
Seattle 5, 

WEST VIRGINIA 

State Medical Election.-Officers elected at the 91st 
annual meeting of the West Virginia State Medical 
Association include tlie following: president, Dr, 
George F. Evans, Clarksburg; president-elect, Dr. 
Jacob C. Huffman, Buckliannon; vice-president, 

Dr. John W. Hash, Charleston; and treasurer, Dr. 
Thomas M. Barber, Charleston. 

A* 

Personal.-Dr. William D. McClung, of Richwood, 
has been appointed by Governor Underwood a 
member of die West Virginia Board of Healtli for 
die nine-year term ending June 30, 1967. The gw- 
ernor also announced die reappointment of Dr. 
Clark K. Sleeth, of Morgantown, as a member (ff die 
West Virginia State Board of Examiners for Prac¬ 
tical Nurses. He will serve for a five-year term end¬ 
ing June 30, 1963.—Dr. Paul L. Conrad, of Gary 
has left for Dhamton, M. P., Mia, where he w.l 
resume his old post as general superintendent ot. 
100-bed hospital owned' and operated by k 
M ennonite Church in India. Dx. 
overseas will be Christian Hospital, Dhamto 
M. P., India.—Dr. Everett H. Starcher, of Log.r 
has been appointed by Governor Underwood . 
member of the Medical Licensing Board for tlie 
five-year term ending June 30,1963. 

Physicians Meeting in f Sj of 

Rinia regional meeting of the Amencjin Co leg ! 
Ihysiciam will be held at the Prichard Hotel.» 
ington. Sept 20 . Pap« “ 

CrtTS Unlal Case,” by Dr. Sanurd Hm 

Huntington au^ 

”'h SencLlm, of Urban, tt, 

lights of college .'.otmt.es ^ ft, 

of the program, a summary a jgsijent anS 

Maurice C, Ptaooffs, liA, Dr, 

regent of the college. Virginia, as toast- 

H^Revercomb, g"-®™. 1 address. 4 
master. Dr. for regisua*- 

ladies program is p E. 

social hour, and dinner, Va., is SS. 

Bray Jr., 1016 6tli Ave., Huntington, 
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General Practice, will be held at the Shenandoah 
Hotel, at Martinsbiirg, Sept. 27-28. The institute 
will begin at 9 a. m , Sept. 27, when a surgical pro¬ 
gram will be presented with a panel discussion to 
follow. Other sessions will be devoted to medicine, 
pediatrics, and obstetrics and gynecolog)'. A total 
of IS papers are scheduled for presentation. At a 
luncheon at noon. Sept. 28, Capt. William M. Snow¬ 
den, M. C., U. S N., of M^ashington, D. C., depuW 
director, Aination Medicine Operations Bureau of 
Medicine and Surgery', N'a\w Department, wll speak 
on “Man In Space ” Capt. Maurice M. Mh’therspoon, 
Chaplain’s Corps, U. S N. (Ret.), will be guest 
speaker at the banquet Sept 27 His subject \nll 
be "Let’s Live and Like It ’’ Members of the Ameri¬ 
can Academv of General Practice will be granted 
12 hours category' one credit for two day's attend¬ 
ance at the meeting For information write the 
General Chairman, Dr Halvard Wanger, Shep- 
herdstown, W. Va. 

Society News.—At the annual meeting of the West 
Virginia Society' of Anesthesiologists the folloiring 
officers were elected: president. Dr David A. 
Haught, Huntington, vice-president. Dr Logan W. 
Hovis, Parkersburg, and secret m'-treasurer. Dr 
Eldon B Tucker Jr, Morgantoira —The West 
\hrginia Chapter of the American College of Sur¬ 
geons has installed the folloiring oflBcers. Dr 
William D McClung, Richwood, president. 
Dr. Kenneth G. MacDonald, Charleston, vice- 
president, and Dr. Victor S. Skaff, Charleston, 
secretary'-treasurer.—Dr. Seigle W Parks, of 
Fairmont, was installed as president of the ^Vest 
Virginia Chapter of the American Academy' of 
General Practice in May’ succeeding Dr. Halvard 
M'anger, of Shepherdstown Dr. My’er Bogarad, of 
M^eirton, who sen'ed as v'lce-president dunng the 
past year, was named president-elect and nail as¬ 
sume his duties as president at the annual meeting 
in Charleston next May. Other officers are. Dr 
Jerome C. Arnett, of Rowlesburg, x’lce-president. 
Dr. James K Pickens, of Clarksburg, secretary' (re¬ 
elected); and Dr. Don S Benson, of Moundsrille, 
treasurer (reelected). 

GENERAL 

Diabetes Week.—The week of Nov. 16-22 will be 
obsen'ed as Diabetes Week. Each year the week 
which precedes Thanksgiiang is the official Dia¬ 
betes Week as selected by' the Council of the Amer¬ 
ican Diabetes Association upon recommendation of 
the executive committee. Affiliate associations and 
committees on diabetes detection of county’ and 
state medical societies are being urged to note these 
dates in making plans for development of public 
education and detection programs. 


Postdoctoral Study in Statistics.—Awards for study- 
in statistics by persons whose primary field is not 
statistics but one of the physical, biological, or so¬ 
cial sciences to which statistics can be applied are 
offered by the department of statistics of the Uni¬ 
versity’ of Chicago. The awards range from 83,600 
to 85,000 on the basis of an 11-montli residence. 
The closing date for application for the academic 
year 1959-60 is Feb. 16, 1939. Information may be 
obtained from tlie Department of Statistics, Eck- 
hart Hall, University- of Chicago, Chicago 37. 

Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomy-elitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
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Essay Contest on Chest Discascs-Tl.e Aracrican 
College of Chest Pliystciuns has announced the 

awards to winners of the 
1.J5J prize essay contest: first prize, $500; second 
prize, $300; third prize, $200. Each ^vinner will 
also rccei\'c a certificate. The contest is open to 
undergraduate medical students throughout tlie 
world. Essays ma\' be written on any phase of 
the diagnosis and treatment of chest diseases (car¬ 
diovascular or pulmonary).'The contest closes April 
15, 1059. For application and information write the 
American College of Chest Physicians, 112 E. Chest¬ 
nut St., Chicago 11. 

Funds for Heart Hcscarch.—Campleting a first 
decade of research support, the American Heart 
Association has announced that a total of about 
S million dollars, the largest sum the association 
and its affiliates have ever spent for cardiovascular 
research during a single 12-month period, will be 
expended for scientific studies during the 1958-59 
fiscal year. Funds for this research come from pub¬ 
lic contributions to the annual Heart Fund appeal. 
Dr. Robert W. \^h'lkins, American Heart Associa¬ 
tion president, said that $3,063,604 represents 
awards made by the association’s National Office. 
Mh'th its affiliates, the American Heart Association 
has e-xpended about $31,500,000 for cardiovascular 
research since 1948, when it was reorganized as a 
national voluntary health agency. 


J-A.M.A., Scpl. 20, 


students to broaden their Itnowledge in the Held,I 
Hie alkigic diseases by research and clinical M.. 

awards were made possible bv nanls 
to the Allergy Foundation of American by the Gw 
tayus & Louise Pfeiffer Research Foundation Mr 
John D. Rockefeller Jr., Mr. Peter Kuhn, and the 
Barker Welfare Foundation. The students selected 
were nominated by the deans of their respective 
medical^ schools in collaboration with the heads of 
basic science departments at these institutions. The 
Allergy Foundation of America, with headquarters 
at 801 Second Avenue, New York City, was estab¬ 
lished late in 1953, not only to promote medical 
education and research in the field of allergic dis¬ 
eases, but to e.xpand public education.” 

Recreation Congress in Atlantic City.-The 40l!i 
National Recreation Congress, sponsored by the 
American Recreation Society, the National Recrea¬ 
tion Association, and the Public Recreation Asso¬ 
ciation of New Jersey, will be held Sept. 22-26 at 
the Ambassador Hotel, Atlantic City, N. J. Speeches 
will be given by Dr. Horvard A. Rusk, New York 
City, on “An Integral Part of Rehabilitation,” and 
by Dr. Roland H. Spaulding, New York City, 
on “Motivation for the Patient, His Family and 
Friends.” Nine special sessions on "The Ill and 
Handicapped” are scheduled, including “Recreation 
—A Positive Force in Preventive Medicine,” with 
Dr. Alexander R. Martin, chairman. Committee on 


Hospital Association Dedicates New Headquarters. 
-r-The American Hospital Association has dedicated 
its new headquarters building, currently under con¬ 
struction at the corner of Lake Shore Drive and 
Pearson Srieet, Chicago. Mr. Arthur S. Flemming, 
Secretary of Health, Education, and Welfare, was 
tlie principal speaker. The 12-story building is 
scheduled for completion in December. The Ameri¬ 
can Hospital Association will occupy nine floors 
and the remaining three w'ill house the American 
Association of Hospital Accountants, the American 
Association of Medical Record Librarians, the 
American College of Hospital Administrators, and 
the Illinois Hospital Association. The $7,851,900 
building includes an auditorium and a series of 
conference rooms and classrooms. Four dining 
rooms, a cafeteria, and a kitchen are among the 
facilities. The association’s headquarters have been 
located at 18 East Division Street since 1926. 

Allergy Awards to Medical Students.—The Allerg)' 
Foundation of America has announced awards of 
$500 summer or quarterly scholarships to 22 medi- 
-cal students from medical schools throughout die 
United States and Canada “to encourage young 


Cooperation with Leisure Time Agencies, American 
Psychiatric Association, Washington, D. C., as 
speaker. There will he workshops, demonstrations, 
and discussions covering special recreation program 
activities, use of volunteers, problems of supervi¬ 
sion, etc. For information wite Mr. Willard B. 
Stone, Secretary, National Recreation Congress, 
8 W. Eighth St., New York 11. 


iVinners of Ophthalmology Fellowships.—Six piiysi- 
;ians who are beginning their residency training m 
iphthalmology have been announced as the 195S 
Vinners of fellowships provided by tlie Ophtiwi- 
nology Scholarship Fund of the Guild of Prescrip- 
lion Opticians of America, Inc. Each fellow will 
receive $1,800, paid in monthly stipends over the 
three years of residency Gaining. This year’s fellow¬ 
ship recipients and the institution in which wch 
will serve his residency are: Drs. Rolfe A, Becker, 
of Seattle, at the University of Minnesota, Minne¬ 
apolis; Norman Sanders, of Miami Beach, Fia., a 
the Jackson Memorial Hospital. Miami; Bon W 
M. H. Pinkerton, of Montreal, at the Montreal 

eral Hospital, Montreal; ” j^is 

veston, Texas, at the University of Texas Hosp - 
Galveston; Blaine S. Boyden, of Harvaii, ct 
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Presbyterian Hospital, New York CiW; Edward F. 
Becker, of Lansdowme, Pa., at the Jefferson Medi¬ 
cal College Hospital, Philadelphia. This brings to 
17 the present number of recipients of guild fellow¬ 
ships. 

Society News.—The officers elected at the annual 
meeting of tlie American Gastroenterological Asso¬ 
ciation are; president. Dr. Clifford J. Barborka, 
Chicago; president-elect. Dr. H. Mar\nn Pollard, 
Ann Arbor, Mich.; vice-president. Dr. Hugh R. 
Butt, Rochester, Minn.; treasurer. Dr. George G, 
McHardy, New Orleans; secretan,'. Dr. Franz J. 
Ingelfinger, Boston; and members of the council, 
Drs. Julian M. Ruffin, Durham, N. C., Samuel A. 
Wilkinson Jr., Boston, and Charles A. Flood, New 
York City.—The officers of tire National Medical 
Association, Inc., are as follon’s: Dr. Relliford S. 
Smith, Macon, Ga., president; Dr. Edward C. Ma- 
zique, Washington. D. C., president-elect; Dr. John 
W. Maxsvell, Milwaukee, first sice-president; Dr. 
Paul T. Robinson Sr., Richmond, Calif., second sice- 
president; Dr. Horace L. Small, t)enton, Md., third 
sice-president; Dr. John T. Givens, llOS Church St., 
Norfolk, Va., executis'e secretars'; Dr. Alfred C. 
Fentress, Norfolk, assistant e.vecutis'e secretars'; and 
Dr. Eugene T. Taylor, St. Louis, treasurer. Detroit 
svas selected as the place for tlie association meeting 
on Aug. 10-13, 19.59, and the headquarters ssill be 
at the Sheraton-Cadillac Hotel. 

Study of Pregnancy at High Altitudes,—A team of 
si.x doctors from fis'e medical schools ssill go to the 
Perusian Andes this fall for special studies of preg¬ 
nancy at high altitudes. One objective of the e.xpe- 
dition ssill be to study how human beings and 
animals has'e made necessary biological adjustments 
to a lack of o.vs'gen. For several years tbe six doc¬ 
tors have collaborated on sea-level studies of preg¬ 
nancy in animals. The. e.xpedition to Peru, financed 
by a grant from the Josiah Macs', Jr. Foundation, 
ssill be headed by Dr. Donald H. Barron, professor 
of physiolog}' at the Yale Unis'ersits' School of Medi¬ 
cine, Nesv Has'en, Conn., and ssill include Dr. Wil¬ 
liam E. Huckabee, Boston Unis'ersity' School of 
Medicine; Dr. James Metcalfe, Hars'ard Medical 
School, Boston; Dr. Harrs' Prs'stosvsks', University 
of Florida Medical School, Gainessille; Dr. Andre 
E. Hellegers, Johns Hopkins Unis'ersity School of 
Medicine, Baltimore; and Dr. Giacoma Meschia, of 
Yale Unis'ersity. They ssill conduct their investiga¬ 
tions at the Institute of Andean Biologs' in Moro- 
cocha, 15,000 feet abos’e sea les'el. Dr. Alberto 
Hurtado, director of the Institute and Dean of the 
Medical School of tlie National Unis'ersity of San 
Marcos, Peru, ssill be host to tlie sisitors. The groujp 
svill return to the United States in mid-Nos'cmber. 


Meeting on Psj’chosomatic Medicine in Nesv York 
City.—The fifth annual meeting of the .Academy of 
Psychosomatic Medicine ssill be held Oct, 9-11 at 
the Park Sheraton Hotel, Nesv York City'. Dr. Ber¬ 
nard B. Raginsks', of Montreal, Canada, president 
of the academy, ssill open the meeting ssith an ad¬ 
dress. Nine luncheon panel discussions and the fol- 
lossing three ssinposiums are arranged: "Mental 
Health and the General Phs'sician,” “Depression 
and Pss'chophysiologic Disease (An Attempt at ~ 
Interdisciplinars' Integration),” and “Pss'chopharma- 
cologs'.” Ai session on psychotherapy the afternoon 
of Oct. 11 ssill include the folloss'ing: 

Communication and Pss-chotherapy, Dr. Tlieodore Rothman, 
Los Angeles. 

Minor Psychotherapy, Dr. Rudolf Dreikurs, Chicago. 
Potentialities for Training in Fss'chiatrs' for the General 
Physician, Dr. Charles E. Goshen, Washington, D. C. 

A movie session and technical and scientific ex¬ 
hibits are scheduled. At the academy banquet (SIO) 
8:30 p. m., Oct. 10, an ass'ard of merit ssiU be pre¬ 
sented to Dr. Wilfred Dorfman, Brookls'n, secretary 
of the academy. Fee for nonmembers is S5 (resi¬ 
dents, interns, and nurses, S2). For information 
ss'rite Dr. Bertram B. Moss, Suite 1035, 55 E. ll’ash- 
ington St., Chicago 2. 

Report on Cancer Mortality.—Cancer mortality' 
among industrial policyholders of the Metropolitan 
Life Insurance Company has shouTo notable changes 
over the last 15 years, the deatli rate from this cause 
decreasing 15% for females and increasing 8% for 
males, the company’s statisticians report, based on a 
comparison of the cancer death rates among white 
industrial policyholders in 1936-1940 and 1951-1955. 
As a consequence of tlie contrasting trends for men 
and women, the death rate from cancer among 
males exceeded that among females by 20% in 
1951-55, whereas 15 years earh'er there was almost 
no difference. The report noted a large reduction 
(27%) in mortality' from cancer of tlie reproductive 
organs among females. The adverse cancer mor¬ 
tality' trend among males reportedly is due mainly 
to the large increase in the recorded death rate 
from respiratory' cancer. Tlris increase was about 
140% in tire period under study, tlie deatli rate ris¬ 
ing from 9.8 per 100,000 in 1936-40 to 23.6 in 1951- 
.>5. During this period diese malignancies increased 
from one-ninth to one-fourth of the total cancer 
death rate among males in tliis insurance experi¬ 
ence. The respiratory' cancer death rate for males 
now is more than eight times that for females. 
Otlier malignancies shouting considerable increases 
as a cause of deatli among both males and females 
were leukemia and Hodgkin’s disease. 
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^^tdwcst Physicians Meet in MiI\vaukee.~The Mid- 
west regional meeting of the American College of 
Physicians xvill be licld Sept. 21 at the William L 
Cottey Memorial Auditorium of the Milwaukee 
County Hospital, Milwaukee, Wis. The midwest 
region comprises Illinois, Indiana, Iowa, Minnesota, 
scientific program will include 
the tollowing papers to be read by invited guest 
authors: 


J.A.M.A,, Sept. 20 

examinations 

AND 

ilCENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES, INC. 


Studies on Gamma Globulin Deposition in the Human Kid¬ 
ney m Health and Disease, Drs. Philip Freedman, John H. 
Peters, and Robert M. Karfc, ChicaKo. 

Serum Isocitric DchydroRcnase Activity with Particular Ref- 

Drs. Richard L. Stcrkcl, Sidney 
K. Woifson Jr., and H. G. Williams-Ashman, Ph.D., 
Chicago, 

Plasma Optical Density as a Screening Test for Malnbsorp- 
tion Drs. Arthur W. Horsley, James A. Clifton, III, and 
W^iluam E. Connor, Iowa City, 


Experiences with Disseminated Liipirs Erytiiemafosis in 
Twenty-Eight Hospit.nh>crl Patients Over a Five-Year 
Period, Drs, Robert E. Johnston, P.'uil J. Fonts, and 
Richard Dyke, Indianapolis. 

Bone Marrow Findings in Hurler’s Syndrome, Drs. Louis F. 
jermain, Roliert J. Rohn, and William H. Bond, Indian- 
apoli.s. 

Systematic Manifestations Associated with Keratoconjuncti¬ 
vitis Sicca and Sjogren’s Syndrome, Including a Study of 
Hematologic and Protein Abnormalities, Drs. Cynthia A. 
Stoltze, David G. Hanlon, Gertrude L. Pease, and John 
W. Henderson, Rochester, Minn. 

PathopIiy.siologic Ciianges in the Adult Fanconi Syndrome, 
Drs. Robert E. Dcclmon, Jay H. West, and Theodore B. 
Schwartz, Chicago. 

Effects of Estrogen on Circulating Thyroid Hormone, Drs. 
Nonnan H. Engbring and William W. Engstrom, Mil¬ 
waukee. 


Presiding officers are Drs. Wesley M. Spink, Min¬ 
neapolis; Wright R. Adams, Chicago; Willis M. 
Fowler, Iowa City; and Kenneth G. Kohlstaedt, In¬ 
dianapolis, The meeting will be opened by Dr. 
Frederick W. Madison of Wisconsin. At tlie evening 
session Dr, Francis D. Murphy will be toastmaster 
and Dr. Howard P, Lewis, president-elect, Ameri¬ 
can College of Physicians, will be the speaker. For 
information write Dr. Mark W. Garry, Veterans Ad¬ 
ministration Hospital, Wood, Wis. 


LATIN AMERICA 

Medical-Surgical Seminar in Dominican Republic.- 
A scientific seminar covering all aspects of medicine 
and surgery will be held at Ciudad Trujillo, Do¬ 
minican Republic, Nov. 12-14. Under the auspices 
of the Asociacion Medica Dominicana (Dominican 
Medical Association). Those who may desire to 
attend and tliose who may desire to present papers 
should communicate with the Honorary Consul of 
the Dominican Republic, Dr. Charles L. Ruben- 
stein, c/o Polyclinic Hosjrital, 1055 Pine St., San 
Francisco 9, Calif. The Dominican Republic public 
health officials and the Dominican Medical Associa¬ 
tion are arranging the scientific and social programs. 


Educational Council for Foreign Medical Graduates. Inc.; 
Die i^erican medical qualification examination to be 
given henceforth hvice a year for foreign medical grad¬ 
uates Medical Schools in the United States and Ford® 
Countnes, Sept. 23. Final date for Sling application wss 
June 23. Dates for the 1959 e-vaminations have been se! 
for Feb. 17 and Sept. 22. Executive Director, Dr. DeanF. 
Smiley, 1710 Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 

Alaska: On application in Anchorage and Juneau. See,, 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau, 
Califoknia: Written Examination. Sacramento, Oct. 20-2^ 
Oral Examination. San Francisco, November 15. Oral onl- 
Clinical Examination for Foreign Medical School Gradii- , 
ates. San Francisco, June 15; Los Angeles, August 17;''' 
San Francisco, November 16. Sec., Dr. Louis E. Jones, 
1020 N Street, Sacramento. 

CoLoiuDO: Endorsement. Denver, Oct. 14. Written. Denver, 
Dec. 9-10. Exec. Sec., Mrs. Beulah H. Hudgens, 713 
Republic Bldg., Denver 2. 

Guam; Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Maine; Examination and Reciprociiij, Portland, Nov. 12-H. 

Sec., Dr. Adam P. Leighton, 142 Higli St., Portland. 
Montana: Examination and Reciprocity. Helena, Oct, 7. 

Sec,, Dr. Thomas L. Hawldns, 555 Fuller Ave,, Helena. 
New Mexico:* Examination and Reciprocity. Santa Fe, Nov. 
17-18. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fe, 

Ohio; Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, August 18; October 6 and Dec. 16-18. Sec., 
Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 
South Carouna; Endorsement. Columbia, Dec. 9. Sec., 
Dr. H. E. Jervey, Jr., Blanding Bldg., Columbia. 

Texas;* Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Wyoming: Examination and Reciprocity. Cheyenne, Oct. 6. 
Sec,, Dr, Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Alaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Ham'sm 
Leer, Room’ 204, Alaska Office Bldg., Juneau. 

Arkansas; Examination. Little Rock, Oct. 6-7. Sec., Dr. 

S. C. Dellinger, Zoology Department, University ot Arm- 
sas, Fayetteville. ^ 

District of Columbia; Reciprocity. Examination. 
ton, Nov. 13-14. Deputy Director, Mr. Paul Foley, U® 
Massachusetts Ave., N. W., Washington 6, 

Kansas; Examination and Reciprocity. Kansas City, Nov. 

25. Sec., Dr. L. C. Heckert, Pittsburg. ^ , ,n .i 

Michigan; Examination. Ann Arbor and Detroit, Oct. w- - 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason BWg., 
W, Michigan Ave., Lansing 15. , r 

Texas: Examination. Oct. 13-14. Certficates y 
procity and waiver on the first and fifteenth o e< 

Sec., Bro. Raphael Wilson, 407 Perry-Bmoks Bldg-. 
Wisconsin; Examination. Milwaukee, Dec. o. 

W. H. Barber, 621 Ransom St., Ripon. 


“Basic Science Certificate required. 
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ATOMIC ENERGY COMmSSION 

AEG to Lease or Sell Heavy Water.—The U. S. 
Atomic Energ)' Commission has established a pol¬ 
icy to lease or sell hea\y water for use in domestic 
or foreign research, medical or testing reactors. The 
requestor will have a choice of leasing tire material 
at 4% per annum of the sales price or of purchasing 
hea\y water at tlie established price of S28 per 
pound. Hea\y water will be leased in quantities of 
one short ton or more for the initial inventory re¬ 
quirement of the reactor. 

For domestic research or medical reactors, the 
term of the lease will be for the period for which 
- the reactor is licensed; for foreign research, medical 
or testing reactors, the term of lease will be for die 
period of the estimated useful life of the reactor. 
Hea\y water for domestic testing reactors ivill be 
leased for five years, subject to renewal for the 
duration of the period for which special nuclear 
material is also leased. All transfers of hea\y' water 
abroad, either by lease or sale, uoll be subject to ap¬ 
propriate safeguards. 

Information regarding domestic lease of heary 
water can be obtained from die U. S. Atomic Ener¬ 
gy Commission, Savannah River Operations Office, 
P. 0. Box A, Aiken, S. C. Persons interested in for¬ 
eign lease of heavy water should contact the U. S. 
Atomic Energj' Commission, Division of Interna¬ 
tional Affairs, Washington 25, D. C. 


AIR FORCE 

New Air Force Hospital in Illinois.—The new U. S. 
Air Force Hospital at Scott Air Force Base, Illinois, 
completed in June, 1958, is a five-story, reinforced 


J «n Um nj OT ?B » . 
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Air Force Hospital, Scott Air Force Base. 


concrete, air-conditioned, 250-bed facility. This hos¬ 
pital will be a tuberculosis and dioracic surgical 
center for the Air Force medical sendee. Its other 
services include general medicine and surgety, or¬ 
thopedics, ophdialmology, otolaiyngolog}', pedi¬ 
atrics, obstetrics and gsmecologi', neurologi,' and 
psi'chiatrj', radiolog)', urolog)', and aidation medi¬ 
cine. Col. C. B. Stilson, M.C., is die Commandant. 


ARMY 

Army Medical Service Formulary.—The Army Med¬ 
ical Service Formulary (Technical Manual S-245), 
the first publication of its kind in the history' of mili¬ 
tary' medicine, was released in August for world¬ 
wide distribution throughout the U. S. Army' Medi¬ 
cal Sendee. Compiled by' Lieut. Col. M''illiam L. 
Austin, chief pharmacy' consultant to the Army 
surgeon general, it wdll provide a coni'enient refer¬ 
ence source of essential data on the Army’s current 
therapeutic armamentarium and wdll foster uni¬ 
formity in military' medical therapeutics. It mil be 
available on request through regular Adjutant Gen¬ 
eral channels and wdll sen'e as the basic source of 
reference for clear, concise, and definitive informa¬ 
tion concerning drugs, bodi standard and nonstand¬ 
ard, available to military' physicians for use in the 
treatment of disease. Part 1 contains general infor¬ 
mation relative to pharmacy management and pre¬ 
scription writing; part 2 contains a series of mono¬ 
graphs on indmdual drugs, arranged according to 
therapeutic use. or pharmacologic action; part 3 con¬ 
tains information on poisons and their suggested 
antidotes; and part 4 contains standard stock form¬ 
ulas for those preparations most frequently re¬ 
quested in Army pharmacies. 

NAVY 

Symposium on Space Medicine.—The Fourtli Naval 
District announces the Ninth Annual Military' 
Medico-Dental Symposium on Space Medicine for 
all armed forces of the United States, to be held 
Oct. 22-24 at the U. S. Naval Hospital, Pattison Ave¬ 
nue, Philadelphia, to which physicians, dentists, 
nurses, students, interns, residents, and hospital ad¬ 
ministrators are cordially invited. Retirement point 
credits \rill be awarded for those in attendance, 
including Army, Air Force, and Na^'al Reserx'e offi¬ 
cers. There rrill be a symposium on human factors 
in extra atmospheric flight; a symposium on the 
management of head and neck injuries; a session on 
psychiatry'; a session on medicine; and an evening 
session on Friday for medical students, interns, and 
residents, at which the chairman will be Rear Adm. 
J. R. Fulton, District Medical Officer, and the 
moderator. Dr. Elmer Hess, past-president of the 
American Medical Association and chairman of 
the National Ads'isoty Committee for the selection 
of physicians, dentists, and alh’ed scientists for the 
armed forces. Many otlier distinguished speakers 
will discuss such subjects as lipids, stress and 
atherosclerosis, biochemical aspecte, patliological 
aspects, endocrine aspects, clinical studies witli 
lipid mobilizer hormone, and there u-ill be an 
address by the Assistant Secretary of Defense for 
Health and Welfare, The Hon. Frank Berry, M.D. 
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Admns, Granville Quinn ® Houston, Texas; born 

1907; Johns Hopkins 
University School of Medicine, Baltimore, 1933- 
sei-TOd on the faculty of Baylor University College 
01 Medicine; fellow of the American College of 
Surgeons; specialist certified the American 
Board of Surgery; an organizer of tJie Houston 
urgieal Sociel}', of whicli he W'as secretar}', vice- 
president, and president; associated with the Her¬ 
mann, Melhodlst, ]eSerson Davis, and St. Lukes 
Episcopal hospitals; coirsultant at San Jacinto Me¬ 
morial Hospital in Baj'toiim and the Te.xas Chil¬ 
drens Hospital; died in tlie Hermann Hospital 
July 29, aged 50. 


Alexander, Monroe Layfclte ® CanutiJJo, Texas 
(licensed in Texas under the Act of 1907); died in 
El Paso July 16, aged 82. 

Allen, Greer A. <3) Springfield, Oliio; Meharry Medi¬ 
cal College, Nashville, Tenn., 1921; on the staff of die 
Springfield City Hospital; died in the Clark County 
Tuberculosis Sanatorium July 24, aged 64. 

Appleton, Thomas J. Jr., Los Angeles; College of 
Physicians and Surgeons of San Francisco, 1906; 
died Ma)' 11, aged 72, of emphysema and cor pul¬ 
monale. 


Asbury, Charles Lowery, Timmonsville, S. C.; Me- 
harrj^ Medical College, Nashville, Tenn,, 1914; died 
in the Duke Hospital, Durham, N. C., June 21, aged 
68, of carcinoma of the bladder, postoperative hy¬ 
pertension and arteriosclerosis. 

Backman, Peter Louis ® Jerome, Pa.; McGill Uni¬ 
versity Facult)^ of Medicine, Montreal, Que., Can¬ 
ada, 1926; member of the board of directors of 
Conemaugh Valley Memorial Hospital in Johns¬ 
town; died in the Mercy Hospital, Pittsburgh, 
July 26, aged 56, of rupture of abdominal aortic 
aheurj'sm. 

Baker, Roscoe Edward, Brookfield, Mo.; St. Louis 
University School of Medicine, 1927; veteran of 
World War II; died in the Veterans Administration 
Hospital, St. Louis, June 28, aged 56. 

Barnes, Walter Steele ® Chicago; University of 
Buffalo School of Medicine, 1892; veteran of World 
War I; served on the faculty of Northwestern Uni¬ 
versity Medical School; fellow of the American 
College of Surgeons; on the staff of the Mercy 
Hospital, where he died Aug. 2, aged 89, of cere¬ 
bral thrombosis and arteriosclerosis. 

(g) Indicates Member of the American Medical Association. 


® Antonio, Texas; Univer- 
sity of Texas School of Medicine, Galveston, I 9£3 

of wLm College of Surgeons; veteran 

of U odd ^ ar II; associated with Baptist Memorial 
Hospital Santa Rosa Hospital, and the Nix Me¬ 
morial Hospital, wliere he died July 27 aged &S 
of embolism. ' . 


Bell, Bichard Parker Jr, ® Lakewood, Ohio; bora 
m Cleveland Jan, 24, 1920; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1945; vet 
eian of IVorld War II; specialist certified by tiie 
American Board of Ophthalmology; member of 
the American Academy of Ophthalmology and Oto-' 
laryngology and the Association for Besearch in 
Ophthalmology; fellow of the American College of 
Surgeons; served on the faculty of his alma mater;' 
associated with the Community Hospital in Berea, 
Lakewood (Oliio) Hospital, and tlie Universit}' 
Hospitals, where he died in the Hanna House, 
July 26, aged 38, of glioblastoma multiforme of 
the left temporal lobe. 

Birenboim, Irvin Myron ® Kansas City, Mo.; born 
in Kansas City April 25, 1920; Washington Univer¬ 
sity School of Medicine, St, Louis, 1944; assistant 
clinical professor of otorhinolarymgology at the Uni¬ 
versity of Kansas School of Medicine in Kansas 
City, Kan.; formerly on the faculty of his alma 
mater; specialist certified by the American Board 
of Otolaryngology; at one time secretary of the 
Jackson County Medical Society; member of the 
American Academy of Ophthalmology and Oto- 
laryngolog}'^; veteran of World War II; formerly 
secretary of the Washington University School of 
Medicine Alumni Association; associated with Uni¬ 
versity of Kansas Medical Center in Kansas City, 
Kan.; Kansas City General Hospital, Research Hos¬ 
pital, and die Menorah Hospital Medical Center; 
died July 24, aged 38, of a malignant granuloma. 

Bolander, Lewis Paul ® Van Nuys, Calif.; College 
of Medical Evangelists, Loma Linda and Los An¬ 
geles, 1927; past-president of die San Fernando 
Valley Brancli of the Los Angeles County Medical 
Association; found dead July 26, aged 58. 

Boyd, Lee Jackson, Houston, Te,xas; (licensed in 
Texas under the Act of 1907); died April 22, ag 
84, of acute cerebrovascular accident. 

Gaboon, Daniel 
of Chicago, The 
on the faculty of 
of the University 
associated with’d 


H. ® Roswell, N. M.; Univenib’ 
School of Medicine, 1941; sewed 
the Southwestern Medical Sclioo 
of Texas in Dallas, where he 
le Parkland Memorial and \Woa- 
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law'll hospitals; on die staffs of die Eastern New 
Mexico Medical Center and St. Mary’s hospitals; 
veteran of World War II; served in the regular 
Army; transferred to the U. S. Air Force in 1949, 
resigning in 1951; died July 25, aged 45, of acute 
myocardial infarction. 

Ferrier, Paul Alexander ® Pasadena, Calif.; bom 
in Libert 5 ', Neb., Dec. 14, 1884; University of 
Pennsylvania School of Medicine, Philadelphia, 
1911; specialist certified by the American Board of 
Urolog)'; formerly on die faculty of the University 
of Southern California School of Medicine in Los 
Angeles; member of the American Urological As- 
sociation; fellow of die American College of Sur- 
r geons; formerly on die staff of the Mayo Founda- 
M tion in Eocbester, Minn.; on the staffs of the 
Collis P. and Howard Huntington Memorial Hos- 
pital and St. Luke Hospital in Pasadena and die 
:ii Los Angeles County General Hospital; died in 
-"i Braewood Sanitarium in South Pasadena, July 10, 
.'-p aged 73, of bronchopneumonia and generalized 
‘J' arteriosclerosis. 

Gellert, Edmund ® Kerhonkson, N. Y.; Regia Uni- 
versita degli Studi di Bologna, Facolta di Medicina 
e Chirurgia, Italy, 1936; member of the American 
Trudeau Society; associated with Kingston (N. Y.) 
Hospital and the Veterans Memorial Hospital in 
' Ellemdlle, where he died June 27, aged 47, of acute 
r pulmonar)' edema secondar)' to clironic congestive 
r heart failure. 

Harris, Stephen Howat ® Oakland, Calif., Cornell 
^ University Medical College, New Yoik City, 1935; 
specialist certified by the Ameiican Board of 
Urology; interned at Rhode Island Hospital in 
Providence; fonnerly a resident at the New Eng¬ 
land Deaconess Hospital in Boston, San Francisco 
Hospital, and Franklin Hospital in San Francisco; 
veteran of World War II; chief of urology the 
Veterans Administration Hospital, where he was 
' found dead in the washroom July 15, aged 49, of 
poison, self-administered. 

Jackson, Chevalier, Schwenksxdlle, Pa., recipient of 
the 1940 Distinguished Service Medal of tire Ameri¬ 
can Medical Association, died in the Temple Uni¬ 
versity Hospital, Philadelphia, Aug. 16, aged 92, of 
lobar pneumonia. Dr. Jackson was bom in Pitts¬ 
burgh Nov. 4, 1865. After studying at Western Uni¬ 
versity of Pennsylvania, now the University of Pitts- 
= burgh, he went to Philadelphia, where he received 
his degree of doctor of medicine from Jefferson 
Medical College in 1886. He became professor of 
larx'ngology at the University of Pittsburgh School 
of Medicine from 1912 to 1916, when he accepted 
a similar appointment at Jefferson Medical College. 
In 1915 the New York Post-Graduate Medical 
School and Hospital elected him professor of bron¬ 
choscopy. He resigned in 1917 in order to curtail his 
work necessitated by the recradescence of tuber¬ 


culosis, his third attack. In 1924 he became pro¬ 
fessor of bronchoscopy and esophagoscopy at Jef¬ 
ferson. He held a sindar position at the University 
of Pennsx'lvania Graduate School of Medicine from 
the time the department was created in 1919 to 
1930, xvhen he resigned. At tliis time he also re¬ 
linquished a similar professorship in the University 
of Pennsylvania undergraduate school and his asso¬ 
ciation wth Jefferson, retaining at the latter, the 
title of permanent Wilh'am Potter Memorial lec¬ 
turer. He was president emeritus and emeritus pro¬ 
fessor of bronchoesophagolog>' at the Woman’s 
Medical College of Pennsylvania, where in 1934 
he xvas named professor of bronchoscopy and 
esophagoscopy, in charge of a new bronchoscopic 
clinic. He was honorary professor of lanmgology 
and bronchoesophagolog)' at Temple University 
School of Medicine, where in 1930 he was elected 
professor of bronchoscopy and esophagoscopy, re¬ 
signing in 1938 when he retired from practice. 
For a number of years prior to his death he was 
xdsiting professor of bronchoscopy and esophagos¬ 
copy at the Louisiana State University \Iedical 
Center in New Orleans. He taught abroad, and a 
ward in Children’s Hospital, Paris, bears his name 
as a testimonial for his work there. The Chevalier 
Jackson Bronchoscopic Clinic at the Pennst'h'ania 
Graduate School is one of a number tlnroughout 
the world that carries his name. In 1909-1910 he 
was chairman of the Section on Larjuigology and 
Otolog}’ of the American Medical Association. He 
organized a committee on lye legislation to which 
is largely credited subsequent legal protection in 
the sale and labeling of lye and caustics. In 1925 
he was awarded the'American Medical Associa¬ 
tion’s certificate of merit for an exhibit of bron- 
clioscopie work, in 1927 received the Silver Medal 
for an exliibit showing household accidents to chil¬ 
dren and their prevention, in 1931 received special 
mention, and in 1932 received a certificate of merit 
for an exhibit on trnnors of the lungs. Dr. Jackson 
was president of tlie American LarxTigological 
Rhinological and Otological Society in 1911, the 
American Bronchoscopic Society in 1917, the 
American Larxmgological Association in 1926, Pan- 
American Medical Association in 1934, and the 
American Therapeutic Society in 1937. He was a 
specialist certified bx' tlie American Board of Oto- 
larxmgology. During his professional life time, he 
was awarded the Bigelow, de Roaldes and Cresson 
medals, the Stnttmatter award, and the gold medal 
of tire Radiological Society of North America. In 
1924 he received the Kiwanis medal for perfecting 
the bronchoscope. He was decorated by Franc ■ 
Belgium, Italy, and Brazil. In 1927 he received the 
Bok award from the city of Philadelphia, given to 
tire resident who in the preceding year “performed 
or brought to its culmination an act or contributed 
a service calculated to advance the best interests 
of the community.” Among his greatest contribu- 
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lions were ibe perfecting of the esophagoscope and 
the bronchoscope whose development stemmed 
from a wooden instrument that lie devised while a 
child for a worker in the Pennsylvania oil fields to 
reco\'cr a bit lost at the bottom of a well. He is 
credited with saving the lives of many persons 
suffering from foreign objects in their lungs. His 
uTitings include twelve books devoted to his spe- 
cialt)' and many contributions to systems of medi¬ 
cine and surgery. He published his autobiog¬ 
raphy in 1938. He was particularly interested in art. 

Dr. Jackson w'as known throughout tlie world as 
one of the greatest of leaders in the field of otolar- 
yngolog>^ 

Toseph, Major Henrj^ Philadelphia; Medico-Chi- 
rurgical College of Philadelphia, 1912; an associate 
member of the American Medical Association; died 
in the Philadelphia General Ho.spital June 28, aged 
68, of cerebral thrombosis. 

luster, Vincent tic Paul ® Jamaica, N. Y.; St. Louis 
UniversiW School of Medicine, 1926; served on the 
facultv of New York Medical College, Flower and 
Fifth Avenue Hospitals in New York City; fel ow 
of the American College of Surgeons; 
dent of the Medical Society of Queens Coun^, 
veteran of World IVar I; chairman of the medical 
board of the Citv Emplo)'ees Retirement System 
in the Bureau of Retirement and Pe^^jons; on tlm 
staffs of the Queens General Hospital and Ma^ 

Immaculate Hospital, where he 31 

tire medical board, and where he dred Jut) 

aged 63. 

.sstn, sssE 

rfesSSSS 

time resident surged c t 

diers in Noroton Heigli , Hospital in Rocky 

Connecticut ^^Sateml lobar pneumonia. 

Hill July bilateial iopai i 

Kendrick, “Anidicte^DnAam: 

University School of h d 

veteran of World residency at the Medi- 

(W. Va.) Hospital; serr-ed a rj,,,,. 

cal College of 0 ')^ General Hospital; 

o^the staff of tire Caldwell Menrorial Hos- 

;«:fXr?L W 31, aged 50, of cancer 

Kleinman, Samuel Bernard » 

Rush Medical College, i ‘ Q veteran of 

the Cook County leukemia. 

World War 11; died July 1», 


VVUliV-* 1 f r ^ A'rtck 

Konaelnraun, John ^ South togag^. 

N. J.; Temple fAmerican 

delplria, 1941; “ „f *e American So- 

rte* »oal‘'PaAologists; interned at the At- 


lantic City (N, J.) Hospital, where he sen-ed a 
residency; formerly a resident at the Jefferson Med¬ 
ical College Hospital in Philadelphia; died July 29, 
aged 44, of pneumonia and multiple sclerosis. 

i 

Lazarus, Joseph, Kew Gardens, N. Y.; Universit'al 
Koln (Cologne) Medizinische Fakultat, Koln, Prus¬ 
sia, Germany, 1920; member of the Medical Society 
of the State of New York; died in the Kew Gardens 
General Hospital July 20, aged 64, of coronar)’ 
thrombosis with myocardial infarction. 

Leblieq, Fernand Joseph, Sandusky, Ohio; 
land-Pulte Medical College, 1913; veteran of World 
War I; chief surgeon at the Soldiers’ Home; died in 
the Providence Hospital July 17, aged 66. 

Ludwig, David Boyd ® Pittsburgh; Jefferson Medi¬ 
cal College of Philadelphia, 1911; specialist certi¬ 
fied by the American Board of Obstetrics and 
Gynecology; member of the American Association 
of Obstetricians and Gynecologists; fellow of 
American College of Surgeons; on the staffs of th( 
Columbia (Pa.) Hospital and the AHeghenj Gen 
eral Hospital; died while vacationing V^rei 
Point, N. Y., July 19, aged 75, of a heart attack. 

MacNamee, William Hiram, North Tarrytow 
R W University of the City of New Yjk Meaic; 
Deoartment New York City, 1893; died in th 
Mps Menlorial Hospital July 22, aged 93, of lok 
pneumonia and arteriosclerotic heart disease. 

Maier Henry Whitfield, Greenville Texas; Soutl 
^ Medwdist University Medical Departmer 

Mlafl»berof^eTe.a«^ 

«nn- veteran of World War 1; died July 
70 of injuries received in an automobile acciden 

wlntcll, Sol R;, Brooklyn; 

SI 0 ^ 

“rk; died June 28, aged 57, of acute myocardol 
infarction. 

Martin, Thomas 3 !e 

rScaf Siege SX'S 

his alma mater; a inemb corporate 

of Blue Shield and a at St. 

board of Blue Crops; member 

Jolrrr’s, St. Anthony s, S', ^ *e SI. Lo«« 

Skin and Cancer tyP 'f ■ “f,.” 55, of an* 

Police Department; died July 21. age 

coronary occlusion. WashiagW 

Mathes. Sydney B““”;^ ® LonS, 

Tlniversity School of Meaicm , S. Army, 

IZ&l '0 .1® -^.f^LSoan Boari of.>«: 

Specialist certified by ^ Barnes Hospit^^ 

tLal Medicine; mtemed |the Geneml 

residency at the aair i- 
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■ Hospital in Salt Lake Cit\% Utah and Jewish Hos- 
'■ pital; formerly on the staff of New Biloxi Hospital 

in Bilo.xi, Miss.; died June 1, aged 34, of cerebral 
-■ aneuiy'sm. 

May, James Robert @ Belmont, Ohio; M'estem Re- 
. serve Universits' Scliool of Medicine, Cles’eland, 
- 1936; for many years health commissioner of Bel- 
1 mont Counts'; veteran of World War II; member 
-• of the American Trudeau Societs'; died July 22, 
aged 48. 

’ Moore. Dan Miller, Oklahoma Citj'. Okla.; Univer- 
i sit)' of M^est Tennessee College of Medicine and 
: Surger)', Memnhis, 1912; veteran of M'orld War I; 

died in the Veterans Administration Hospital July 
, 12, aged 69, of atherosclerotic heart disease. 

: Morris, Charles David, Louisville, Kv.; Universit)' 
: of Louisville Medical Department. 1901; died in the 
r Kentuck)’ Baptist Hospital July 19, aged 80. 

r Mulford, Henry Jones, Buffalo; Universit)' of Buffalo 
J School of Medicine, 1889; formerly on the facult)' 
of his alma mater, and past-nresident of its alumni 
association; served on the staffs of the Childrens 
Hospital, Crippled Children’s Guild Hospital, Ed- 

■ ward J. Meyer Memorial Hospital, and the Buffalo 
. Eye and Ear Infirmary; died July 19, aged 91, of 
' arteriosclerotic heart disease. 

Neumann, Theodore MTlliam ® Central Valley, 
N. Y.; bom in New York Cit)' Aug. 29, 1892; 

• Medico-Chirurgical College of Philadelphia, 1914; 
; specialist certifi^ed by the American Board of Psy- 

* chiatry and Neurolog)'; member of the American 
. Psychiatric Association; physician in charge and 
; owner of the Falkirk in the Rampos; consultant, 

Cornwall (N. Y.) Hospital and St. Luke’s Hospital 
' in Newl',ur?h, at one time practiced in Pough¬ 
keepsie, where he was associated with the Hudson 

■ River State Hospital; past-president of the school 
hoard and the Central Valley National Bank; died 
July 27, aged 66. 

' Nichols, Dan O. ® Charlottesville, Va.; University 
of Virginia Department of Medicine, Charlottes- 
' s'ille, 1926; member of the American Academy of 
General Practice; died July 24, aged 56. 

, Nienstedt, Elam J. ® Sikeston, Mo.; National Uni- 
, versity of Arts and Sciences Medical Department, 
. St. Louis, 1913; sers'ed as president and secretar)’ of 
the Southeast Missouri Medical Association; for 
many years president of tire board of education of 
Blodgett; on the staff of the Missouri Delta Com- 
munit)' Hospital; died June 29, aged 80, of heart 
disease. 

■ ODell, Harry Clay ® Farmersburg, Ind.; Indiana 
Universit)’ School of Medicine, Indianapolis, 1913; 
' served overseas during World War I; associated 
rvith Union Hospital in Terre Haute; died July 19, 
aged 73. 


Oppenheimer, Sali ® Oakland, Calif.; Universitat 
Heidelberg Medizinische Fakultat, Baden, Ger¬ 
many, 1914; died June 5, aged 67, of arteriosclerotic 
heart disease. 

Packard, Frederic Henry ® Marblehead, Mass.; 
Harv’ard Medical School, Boston, 1902; member of 
tire American Psychiatric Association; for many 
years superintendent of the McLean Hospital in 
Waverley; died July 15, aged 83. 

Palmer, Clayton Hall, Hartford, Mich.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1931; associated xHth Memorial Hospital in St. 
Joseph, where he died July 16, aged 63, of pyogenic 
meningitis. 

Pitkin, Horace Collins ® San Francisco; Columbia 
Universit)' College of Physicians and Surgeons, 
New York Cit)', 1924; died in St. Francis Memorial 
Hospital June 29, aged 60, of adenocarcinoma of 
the right lung. 

Pomper, Irving, Brooklv'n; Long Island College 
Hospital, Brooklv'n, 1927; member of the Medical 
Society of the State of New York; veteran of World 
War II; serv’ed on the staff of the Kings Count)- 
Hospital, where he died July -23, aged 55. 

Rambo, William Harold ® Rolling Hills, Calif.; 
College of Medical Evangelists, Loma Linda and 
Los Angeles, 1926; member of tire American Uro¬ 
logical Association; fellow of the International Col¬ 
lege of Surgeons; served on the staff of the Haw¬ 
thorne (Calif.) Communit)- Hospital; died July 20, 
aged 58. 

Reed, Elizabeth Bass ® Keene, N. H.; M'oman’s 
Medical College of Pennsylvania, Philadelphia, 
1891; died June 19, aged 93, of bronchopneumonia. 

Russell, Chester ® Artesia, N. M.; Barnes Medical 
College, St. Louis, 1898; past-president of tlie New 
Me.xico Medical Society', Pecos Valley Medical So¬ 
ciety', and tire Eddy Coimt)' Medical Society-; asso¬ 
ciated with Artesia General Hospital, where he was 
a member of the board; serv-ed on the school board 
and city’ council; for many' y-ears local surgeon for 
the Atchison, Topeka and Santa Fe Railway; in 
1954 was named “Practitioner of the Year” in New 
Me.xico; died July 15, aged 85, of cerebral hemor¬ 
rhage. 

Sclrlesinger, Louis Hertz, Narberth, Pa.; Long Is¬ 
land College Hospital, Brooklyn, 1899; died June 4, 
aged 80, of heart failure. 

Silvert, Michael, New Y’ork City'; University and 
Bellev-ue Hospital Medical College, New York City-, 
1931; member of the Medical Society of the State 
of New York; veteran of World War II; killed him¬ 
self May 2, aged 49. 

Smith, Stephen Decatur ® Columbia, Mo.; Wash¬ 
ington University’ School of Medicine, St. Louis, 
1896; for many years head of the Missouri State 



306 


deaths 


Comniiltee for Edocation on AlcohoJism; associated 

u a m T dted July 

io), sigcd 91, of cerebral accident. 


Sonncnfeldt Gcrlrud ® Sykc.svi}Ie, iVfd.; Friedrich- 
dlic ms-Univer.s-itat jMedizinfsche FakuJtat, Ber- 
hn, Prussia, Germany, 1923; member of tlie 
American Psj'cliiatric Association; associated with 
Springfield State Hospital; died in fobns Hopkins 
Hospital, Baltimore, June 2, aged 62, of carcinoma 
of the breast. 


Sproc, Charles ® Oak Park, Ill.; Chicago College 
• Surgery, 1913; formerly practiced 

m Chicago, where he was on the staff of the Luth¬ 
eran Deaconess Hospital; died Jnb' 24, aged 66, of 
acute coronal-)' thrombosis, 

Sturkic, Daniel R., North, S. C.; University of Geor¬ 
gia Medical Department, Augusta, 1900; served as 
a member of the state legislature, and as a trustee 
of the Medical College of South Carolina in Charles¬ 
ton; associated with the Orangeburg (S. C.) Re¬ 
gional I'lospital; died Julv 19, aged S3, of coronary 
thrombosis. 


Swank, L. Forrest ® Elkhart, Ind.; Indiana Uni¬ 
versity School of Medicine, Indianapolis, 1921; vet¬ 
eran of IVorld War I; died July 16, aged 60, of 
coronary occlusion. 

Sweng Nathan ® Trenton, N, J.; Jefferson Medical 
College of Philadelphia, 1922; specialist certified by 
the American Board of Internal Medicine; fellow 
of tlie American College of Physicians; member of 
the American Academy of Allergy and the Ameri¬ 
can College of Allergists; served on the faculty of 
his alma mater; consultant in medicine, Orthopaedic 
Hospital and Dispensary; associated witli St. Fran¬ 
cis Hospital, where since 1956 he was medical di¬ 
rector; died July 27, aged 61. 

Tronnes, Nils Laurantz, Fargo, N. D.; ICongelige 
Frederiks Universitet Medisinke Fakultet, Oslo, 
Norway, 1903; member of the North Dakota State 
Medical Association; fellow of the American Col¬ 
lege of Surgeons; received the Knight of St. Olaf 
medal from the King of Norway for his contribu¬ 
tions to the honor of Norway, while serving as a 
physician in Fargo; one of the founders and on the 
staff of Si. Luke’s Hospital where he died July 21, 
aged 81. 

Tucker, Winston Harris ® Evanston, Ill.; born in 
Calumet, Mich., June 5, 1901; The School of Medi¬ 
cine of the Division of tlie Biological Sciences, Uni¬ 
versity of Chicago, 1934; specialist certified by the 
American Board of PreventiA'e Medicine and Public 
Health and a member of its founders group; past- 
president of the Illinois Public Health Association 
and the Illinois Association of Public Health Offi¬ 
cers; member of the American Trudeau Society; 
served as professorial lecturer on public health at 
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coordinating epidemiok 
f <^epartment of public health; since M 

health officer of Evanston; held a degree of doS, 
of philosophy from the University of Chicago- 5 
mown for his work on immunization against per- 
tussis; died m the Evanston Hospital Aii« 3 ' 
aged 57. ■ 


Ware, Dudley B,, Fitzgerald, Ga.; Universty of 
Georgia Medical Department, Augusta, iS9S; on 
the staff of the Ben Hill County Hospital, wlm 
he died July 6, aged 83, of bronchopneumonia and 
cerebral hemorrhage. 

WiIJiston, Thomas Augustus, Washington, D. C; 
Howard University College of Medicine, Washing, 
ton, 1932; attending physician of the District ol 
Columbia Health Department Tuberculosis Bureau 
for IS years; on the staff of Freedman’s Hospital; 
died in the Trafalgar Hospital, New York City, 
July 26, aged 51, of cancer of the pancreas. 

MYtherspoon, Waldorf Henderson, Louisville, Ky.; 
Louisville National Medical College, Medical De¬ 
partment State University, 1905; died July 17, 
aged 79. 


Worthing, Harry Jennings, West Brentwood, N. Y.; 
born in Norwood, April 14, 1888; Syracuse Univer¬ 
sity College of Medicine, 1913; member of the Med¬ 
ical Society of the State of New York; life fellow of 
die American Psychiatric Association and past- 
president of the Suffolk County Branclr; served as 
a member of the New York State Department of 
Mental Hygiene; veteran of World War I; formerly 
on the staffs of tire St. Lawrence State Hospital in 
Ogdensburg, Harlem Valley Hospital in Wingdale, 
Potsdam (N. Y.) Hospital, and Southside Hospital in 
Bay Shore; at one time superintendent of the Wil¬ 
lard (N. Y.) State Hospital; director of the Pilgrim 
State Hospital; a director and vice-president of the 
First National Bank of Bay Shore; died July 22, 
aged 70, of coronary thrombosis. 


Wright, Frank Taylor © Lincoln, Neb.; LincoSn 
Medical College, 1907; served on the staffs of the 
Arizona State Hospital in Phoenix, and the Lincoln 
State Hospital; died in Kansas City, Mo., July 21, 
aged 83, of coronary disease. 


Young, Clifford William, On-awa, Iowa; State Uni¬ 
versity of Iowa College of Homeopatiric Medicine. 
Iowa City, 1911; died in the Methodist Hospital 
Sioux Cit)', June 27, aged 72, of coronary occlusion 


i, Poe-Eng ® Middletown, Conn.; University d 
ichigan Medical School, Ann 
ilist certified by the American Board of , • 

d Neurology; member of the American Ps) 

•ic Association; veteran of World a 

ited with Connecticut State Hospital; diedmt^^ 
assachusetts General Hospital, Boston, - 

ed 59, of cancer. 
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BELGIUM 

Asian Influenza.—At the meeting of tlie Society of' 
Virolog)" in March, E. De Mayer and co-workers 
reported their experience in tire isolation of influ¬ 
enza virus of the Asian t>'pe. They concluded that 
the isolation of fire virus is best accomplished when 
blood is taken within tire first four days of the dis¬ 
ease and that antibodies have already begun to 
decrease four weeks after the onset. Vaccination 
witlr an appropriate antigen gives protection. In an 
epidemic, drose persons who have a predisposition 
to complications, such as those witlr cardiac or 
pulmonars' disease, should be vaccinated. 

Latent Urinary Tuberculosis.—Patients noth latent 
urinary tuberculosis should be thoroughly exam¬ 
ined, since failure to recognize this condition may 
lead to death. Auvery {Acta urohgica belgica) 
obsen’ed 116 patients with isolated tuberculous 
bacilluria, in whom at the time of diagnosis no other 
lesion could be detected by roentgenography or by 
cystoscopy. A diligent search for Mycobacterium 
tuberculosis in tire 24-hour urine was made in most 
of the patients, many of whom were not suspected 
of having tuberculous bacilluria; 19 patients were 
lost to follow-up. Regular investigations, consisting 
of urography, cystoscopy, urinalysis, and general 
examinations were carried out in the remaining 97. 
Of these, 34 continued to present simple bacil¬ 
luria, although a diagnosis of urinary tuberculosis 
could not be proved. These patients were not given 
specific treatment. The bacilluria in most patients, 
did not last longer than six months. 

The diagnosis of tuberculous bacilluria was prob¬ 
able in 15 patients who had tuberculosis in other 
locations, general signs of tuberculosis, and urinary' 
symptoms. These patients were given specific treat¬ 
ment, which was without effect on the bacilluria. 
This latter did not generally last longer than six 
montlis. The diagnosis of tuberculous bacilluria was 
confirmed in 46 patients with the aid of guinea pigs 
inoculated with vesical or pyelic urine, obtained 
aseptically, roentgenographic or cystoscopic exam¬ 
ination, persistent amicrobic pj'uria, hematuria, and 
genital lesions in men. Urinary' symptoms were al- 
u’ays manifested within 18 months. Permanent cure 
of the sj'mptoms was obtained by specific treatment 
in these patients, but it had no effect on the bacil¬ 
luria, which in 75% of the patients lasted for more 
than six months. Its gradual regression wth time 

Tlie items in these letters are contribvxted by regular correspondents 
in the various foreign countries. 


was much slower than in the other two groups of 
patients. It was not obser\'ed in any patient after 
a lapse of five years. Some patients were given 
specific preventive treatment, which neither pre¬ 
vented nor retarded the appearance of the con¬ 
firmatory signs. In riv'o patients severe urinary 
tuberculosis developed and led to rapid destruction 
of the kidneys. 

Meeting on Mih'tary Medicine.-The International 
Ofiice of Documentation on Military’ Medicine held 
its 20th meeting in June in Liege and Brussels. It 
was one of tlie manifestations organized xritlun the 
framework of the International Exposition in Brus¬ 
sels, An international training course in military' 
medicine to give all future armed forces physicians 
of the whole world basically identical training was 
approved. Tire need for a standard program for the 
dissemination of the Geneva Conventions was 
stressed. 


FINLAND 

Serum Cholesterol.—Ancel Keys and co-workers 
{Lancet 2:175, 1958) investigated the serum cho¬ 
lesterol of people living in urban and nrral districts 
of Finland, where tire mortality and morbidity' 
ascribed to cardiovascular and coronary' disease is 
higher than in any otlrer European country'. In 
Finland coronary' disease is common among manual 
workers, and its occupational distribution rather 
negates the general belief that coronary' disease 
affects the professional and sedentary' more than 
tlie manual worker. The total cholesterol and that 
in the a- and R-lipoprotein fractions were measured 
in S69 healthy men, aged 29 to 59, in Helsinki 
and in Uvo rural regions. The total cholesterol lei'cls 
tended to be higher tlian in other populations 
studied by the same methods by' Key'es in Naples 
and Minneapolis, and this excess was accounted for 
by |8-lipoprotein cholesterol, which was separated 
by' paper electrophoresis. Farmers’ u'ives resembled 
the men in the rural areas with respect to total 
cholesterol, but they had higher levels of a-h'popro- 
tein cholesterol. In the age group 40 to 49, the men 
in occupations demanding heavy' physical work had 
lower cholesterol le%'els than had the men in lighter 
work, but at other ages the cholesterol level ap¬ 
peared to be unrelated to habitual physical actix'ity. 
Smokers tended to have higher cholesterol levels 
and lower blood pressures than nonsmokers. At all 
ages and at all lev'els of actis'ity' the men in east 
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Finland tended to have liigher levels of total cho- 
k'stcrol m thmr serum than tliose in west Finland, 
and this difference was entirely accounted for by 
/?-iipoprolein cholesterol. 


Use of Skin in Arthroplasty.-In the Uelsinh Vni- 
I'eisity Iw’o studies have been made concerning the 
n-sefulnoss of full-thickness skin as an interposition 
material in arthroplasties. Dr. Kettunen (Supple- 
ment 29 of Acta ortopaccHca scandimcica, 1958) 
studied the fate of the skin so used in e,vperimental 
animals and Dr, Erkki Kallio (Supplement 30 of 
same iournal) conducted a clinical follow-up in 
human cases. In the animal-e.vperiment operation 
the joint cartilage of the acetabulum was removed 
and a full-tliickncss skin graft was inserted into the 
acetabulum so that the epidermis faced the fresh¬ 
ened articular surface. Controls were subjected to 
the same operation, but without interposition. The 
periods of obser\'ation were 7 to 240 days after the 
operation. The joints operated on were observed 
macroscopicalh' and bj' roentgenography. The fate 
of the interposed skin material was studied histolog¬ 
ically, histochemically, and historadiographicall}'. 
Tlie author concluded that the autogenous full¬ 
thickness skin graft with subcutaneous fat was em¬ 
inently suitable as an interposition material. The 
epidermis of the skin was destroyed by the u'eight 
and function of the joint, and the connective tissue 
acting as interposition material underwent function¬ 
al metai)lastic development into cartilage. When no 
inteiposition material was used, articular weight 
and function tended to destroy the granulation tis¬ 
sue growing from the freshened articular surface so 
that in these joints the articular surface consisted of 
naked bone. 

Dr. Kallio's material consisted of 171 patients 
with hip arthroplasty; 35 with vitalHum cup, 83 witli 
endoprostliesis, and 53 witli skin arthroplasty. In 
160 the indication for the operation was osteoarth¬ 
ritis, which in 84 patients was primary and in 76 
secondary. The follow-up examinations of these pa¬ 
tients were made from two to seven years after the 
operation. Independent of the method of operation 
used, 67% of the patients stated that they were ei- 
drer satisfied or pleased with the result. An affirma¬ 
tive reply to the question whether the new joint 
felt natural was given by 81% of those with skin 
arthroplasty, 60% of those with an endoprosthesis, 
and 44% of those with a vitaliium cup. Work had 
been resumed on the average six months after oper¬ 
ation. Absence or definite relief of the preoperative 
pain was reported by 62% of tire skin artlrroplasty 
group, 65% of the vitaliium cup group, and 87% of 
the endoprosthesis group. About the same mobility 
value was found in tire three groups at the follow¬ 
up e.xamination regardless of the preoperative mo¬ 
bility of the joint. In patients in whom the hips be¬ 
fore operation has been practically stiff, after oper- 
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KTf In the latter patients the mi 

Wity had not notably increased. The movemetiH 
of the V w^n the patient began weight-heann? 
improved ihghdy m the course of one yeaifei 
tJiCTeafter remained practically unchanged. 

ihe least number of complications occurred in 
the patients with skin arthroplasty, in whom them- 
cidence was 11.3%, There were no infections in this 
group. No new osteophyte formation was seen in 
the femoral head in these patients. It is possible 
that also in man tlie sfa’n under favorable conditions 
may, due to function, develop into metaplastic carti¬ 
lage. Clinical experience definitely indicates that 
full-thickness skin may safely be used as an inter¬ 
position material and that there is every’ reason to 
develop arthroplasty further on this biological basis. 
Tlie interposition material, however, is only one of 
manj^ factors which influence the result of an ar¬ 
throplasty. Because of its weight-bearing, the hip is 
disadvantageous for experimentation ivith new bio¬ 
logical interposition materials. 


Meprobamate in Psychiatry,—The effectiveness of 
meprobamate in tlie treatment of psychic disturb¬ 
ances was investigated by Dr, Arno Hormia (An- 
■nales inedicinae internae Fenniae, vol. 47,1958) in 
a series of 158 patients. Of them 30 were schizo¬ 
phrenic and the rest psychoneurotic. The dose of 
tlie drug was 400 to 800 mg. four times a day. The 
only side-effects observed were urticaria in two pa¬ 
tients and restlessness and dizziness in one. In tlie 
schizoplirenic group the effect of meprobamate was 
poor. In the psychoneurotic group on the other 
hand the results were good. Marked improvement 
or complete cure resulted in 66%. Acute and sub¬ 
acute cases benefited most. Of the psychoneurotics, 
those w’ith anxiety and tension states responded 
best. In these meprobamate is the drug of choice. 


Peroral Therapy for Diabetes.—Ikkala and Kaipai- 
nen (Annales medicinae internae Fenniae, vol. 41, 
1958) gave carbutamide or tolbutamide to 147 dia¬ 
betics. Another 33 patients started this therapy but 
had to discontinue it. Most of the patients selected 
were young, thin, and had taken insulin for several 
years, or used large quantities of insulin. Those 
who were predisposed to ketonuria were 
eluded, pf the total, 27% were fresh cases, 43% had 
earlier been on dietary therapy alone, and 30% had 
earlier been on insulin tlierapy. Over half were to- 
lowed up for over one year. A distinctly better sugar 
equilibrium was generally established in the res t 
cases and in those who had earlier been on mm 
therapy alone. Of another 459 patients on msu 
61 switched to oral therapy. In 44 of 
could be replaced by peroral treatment; m 9 1 so 
of-them did not meet die requirements ^ sekeho j 
peroral tlierapy was ineffective; and in 81 
continued for other reasons. Insulin therap) 
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thus replaced by peroral therapy in 9.6% of this 
series. A weight gain, especially among diabetics 
who had earlier been on dietarj' therapy alone, was 
observ'ed in spite of a warning to tire patients that 
they should keep to their previously issued dietar}' 
instructions. Of tlie 33 patients for whom therapy 
had to be terminated, 6 were clearly outside the 
category for selection, therapy was considered un- 
necessarj' for 6, and rvas discontinued for 10 at the 
patients’ request although no detrimental side- 
effects were noted. Therapy had to be terminated 
because of ineffectiveness in eight patients. Therapy 
was discontinued in three on account of allergic re¬ 
actions. 


FRANCE 

Carcinogenesis.—At a meeting of the Academy of 
Science, Professor Champy stated that t\vo j^ears 
ago S. Hatem ascertained that organic carcinogens 
were fi.xed by histamine and that noncarcinogenic 
substances were not so fixed. It has now been showni 
that histamine also fixes carcinogens of mineral 
origin such as nickel. On the contrary, lead, which 
is not carcinogenic, is not fixed by histamine. These 
observations support the thesis of Coujard and 
Champy according to which an alteration of nerve 
fibers is an essential factor in carcinogenesis. The 
sjmpatlretic nervous system is known to play a 
part in the growth of tissues and the regulation of 
this growdh. Every injury to the nervous fibers due 
to histamine can interfere with the normal multipli¬ 
cation of cells and initiate a cancer. 

Pulmonary Metastasis.—A. P. Naef {Journal 
frangais de medecine et chirurgie thoraciques, vol. 
4, 1957) reported that pulmonarj’^ metastasis is 
seen more frequently than primary bronchial can¬ 
cer and that 25% of all elderly persons xvith cancer 
have single isolated metastasis. The histological 
diagnosis is not always easy. A thoracotomy should 
be performed and tlie metastasis removed. The 
chances of prolonged surx’ival are better if the 
metastasis is small, the interx'al between the primarj^ 
operation and resection of the metastasis is long, 
and the primar>' tumor is growing slowly. In such 
patients witli renal, uterine, or intestinal cancers, 
and a small metastasis discovered before Ijunphatic 
invasion allowing performance of a segmentectomy 
or lobectomy, five years of survival was observed 
in 27%. 

The Premenstrual Syndrome.—}. Durlach {Revue 
jrangaise de gynecologic et d’ohstetrique, January, 
1958) gave 17 patients with premenstrual sjmdrome 
3 to 16 250-mg. tablets of potassium nitrate daily 
from tlie date of expected premenstrual signs till 
the onset of menstruation. Tlie drug acts as a diu¬ 
retic. The results were good in 13 (9 recovered com¬ 


pletely), fair in 2, and poor in 2. The same treat¬ 
ment w'as used in 13 pregnant women udth the 
painful osteomuscular articular abdominopelxic 
syndrome described by Lacomme and Jamain and 
characterized by a decrease in blood potassium. 
For not more than 10 successive days the patients 
were given six 250-mg. tablets of potassium nitrate 
daily. The results were excellent in 10, fair in 1, 
and poor in 2. The patients tolerated this treatment 
w'ell. 

Postmaturation.—Toulouse and Dubois {Revue 
frangaise de gynecologie et d'obstetrique, Decem¬ 
ber, 1957) found in 4,120 deliveries 63 cases of 
postmaturation or 1.5%. These xvere all primiparas 
or pauciparas. Postmaturation recurred in three. 
The age of the patient did not appear to be related 
to the prolongation of pregnancy. Of 38 dystocic 
deliveries, forceps were used in 21 and a cesarean 
section was performed in 17. Signs of fetal suffering 
were observed in 17. The state of 45 of the infants 
on birth was satisfactory, 12 required resuscitation, 
and 6 were stillborn. 


NORWAY 

Anticoagulant Treatment.—Prof. P. A. OwTen 
{Tidsskrift for den norske laegeforening [June 15] 
1958) compared the results obtained with Quick’s 
and his own methods for controlling the coagula¬ 
tion of the blood. He found the latter more accu¬ 
rate and less hampered by sources of error as well 
as possessing the practical advantage that it can be 
performed on samples of blood that are a day or 
two old. His patients were grouped according as 
they had rheumatic heart disease, myocardial in¬ 
farction, or angina pectoris. Seventeen patients in 
the first group had been subject to recurrent 
thromboembolic episodes before treatment was 
started. Only one such episode occurred during 
treatment, whereas there had been 27 such epi¬ 
sodes in an earlier corresponding observation pe¬ 
riod. There was no recurrent embolic episode 
among 15 patients receiving anticoagulant treat¬ 
ment for a total of 45 patient-years after their first 
attack, whereas in a control group of 17 patients 
observed for 55 patient-years, there w'ere 20 recur¬ 
rent major embohc episodes. The second group 
included 308 patients w'ith myocardial infarction 
who had been under permanent anticoagulant treat¬ 
ment for 904 patient-years w'ith an average mortal¬ 
ity of 4.85% per year. This, Ownren pointed out, w-as 
about half the mortality of the untreated controls. 
The third group included 471 patients with angina 
pectoris who had been under permanent anticoag¬ 
ulant treatment for 1,399 patient-years xvith an 
average mortality of 3.6% per year. This, again, 
W'as less than half the mortality in the control 
group. 
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Owrcn also quoted the observations of two Nor¬ 
wegians whose findings have supported his own. 

ic) \\cie Bjcikclund, who studied suiwival rates 
in patients with myocardial infarction, and Waaler 
wdio for sov'cral years kept a close watch over 275 
ot Owrcn s patients undergoing permanent anti- 
coagulalion (rcalmcnl for angina pectoris. For lack 
ot a corresponding Norwegian control material, 
\\ aaler used material from the Mayo Clinic and 
lound trcalmonl to be most effective when started 
early, the mortality from angina pectoris being 
reduced from 15 to less than 1% in its first year, 
whereas when it liad ahead}’ lasted several years 
little could be claimed for this treatment. Tlie pa¬ 
tients with angina who.se symptoms had not lasted 
for more than hvo years derived the most benefit 
from anticoagulant treatment. 


Nephritis in Childhood.-In 1945 Frisk and Klack- 
enberg conducted a follow-up investigation of 214 
children with acute glomerulonephritis in Sweden. 
Permanent renal damage was found in 5.6% after 
10 years, and 4.7% had douhtful renal changes. As 
tlicre had been a mortality of 2.3% in the acute 
phase of the disease, a complete cure could be 
claimed in only 87.4%. These findings may be com¬ 
pared with those of Steen and Rinvik {Journal of 
the Oslo CHtj Hospiials [May] 1958) who have con¬ 
ducted a follow-up examination of 150 children 
with this disease. Few of the patients were severely 
ill on admission, and .several presented neither 
lix'jrertension nor edema. Complete rest in bed until 
the urine liad become normal was ordered, and 
after discharge rest u'as recommended until macro¬ 
scopic hematuria had ceased. Penicillin was in¬ 
jected daily in the first 10 days in hospital. At the 
follow-up examination all but three patients could 
be regarded as completely cured within two years 
of the onset of the disease. With regard to edema, 
hypertension, and hematuria, the authors found that 
the hematuria was the slowest to disappear. After 
six months nearly 30% of the patients still had slight 
hematuria. After one year this figure was reduced 
to 7%, and even after 18 months diere were still 5% 
excreting -an abnormal number of red Irlood cells in 
tlie urine. 

Pyelonepbrilis.-Much of Kordisk medicin for June 
26 was devoted to a discussion of chronic p)’elone- 
phritis. Professor E. M. Blegen admitted that for 
some unknown reason both chemicals and anti¬ 
biotics have proved disappointing in tlris field, the 
more so because chronic pyelonephritis is so com¬ 
mon and so likely to result in uremia. One con¬ 
tributor after another stressed his ignorance of the 
genesis of this ailment as well as his impotence to 
treat it successfully. Professor ]. Boe said tliat 
antibiotics should not be given without identifica¬ 
tion of the causative organism. Many agreed that 
the tubercle bacilli should be looked for even when 
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tuberculosis is not suspected. Catheterization mav 
be mimous, particularly for rvemen. SulfoMfc 
ate still to be recommended, though their modeol 
action remain obscure. 

American Surpons Visit Oslo.-Tlie visit in Jmeol 
members of tlie American College of Surgeons to 
Oslo started with a welcoming ceremony in tfe 
Auia Hall of the University, where an orclieslra, 
composed of doctors, supplied music suitable to the 
occasion. The visitors then broke up into groups, 
escorted by their Norwegian hosts, in order to wit¬ 
ness demonstrations at various surgical centers. An 
airplane flight to the North of Norway enabled 
several of the visitors to verify for themselves tlie 
much-advertised charms of the midnight sun. The 
editors of the Journal of the Oslo City Hospitals 
celebrated the occasion by a special number be¬ 
ginning with an open letter of welcome to their 
American colleagues. 


PORTUGAL 

Poliomyelitis.—In Portugal poliomyelitis is not com¬ 
mon. Every fall a few cases appear in the coastal 
region. Therefore the cost of an active immuniza¬ 
tion program would be out of proportion to tlie 
expected gain. As in many countries where there 
are but few cases, most of these are severe and the 
case fatality rate is high. For this reason vaccina¬ 
tion, tliough not compulsory and not furnished free 
by tbe government, is strongly recommended. 


Total Gastrectomy.—Prof Lima Basto {Arq. pat. 
28;205-235 [Dec.] 1956) has used a technique for 
total gastrectomy that he devised on a series of 30 
patients. In his hands tire operation gives excellent 
results. He anastomoses the first loop of tlie jejunum 
to tbe esophagus to create a pouch over 10 cm. 
long. The afferent loop of the pouch is cut and an 
anastomosis to the efferent loop is made 8 cm. 
below tire pouch. The technique is based on the 
fact that when a large longitudinal incision is made 
in the jejunum a spasm occurs. The pouch retains 
the food. Tire new stomach empties slowly, the 
spasm working as a new sphincter which opens 
regularly. There is no regurgitation of bile into the 
pouch and esophagus, and therefore esophagi^ 
is, never observed. The stimuli for pancreatic awl 
biliary excretion are similar to normal, proving that 
prosecretin exists in tire first segments ^ ® 
jejunum, and the administmtion of hydrochionc 
acid with the food reproduces tire physiologma 
conditions of a noitnal stomach. The slow emptpng 
of the new stomach prevents jejuniUs, increases 
peristalsis which permits a better mixtme o 
food, and provides a better contact wiA the 
cosal folds. The patients have no ‘''“'■f; 
time after the operation the pouch takes the P 
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of a real stomach mth an air chamber, the mucosal 
folds become broader and thicker, and the color 
changes to an orange yellow similar to that of the 
normal stomach. The patients, after a period of 
adaptation of one to tliree months, can take normal 
meals and are able to live a normal life. Tests show 
absorption to be generally normal. The deficiency in 
absorption of vitamin B 12 and the absence of 
intrinsic factor are not resolved by this technique, 
but this is true of any other technique used. 


UNITED KINGDOM 

Arsine Poisoning.—In reporting tliree cases of arsine 
poisoning arising from cleaning sulfuric acid tanks, 
one of which proved fatal, A. T. Doig (Lancet 2:88, 
1958) noted that arsine is one of the commonest 
causes of industrial toxic jaundice in peacetime, 
when trinitrotoluene is not being manufactured on 
a large scale. During the 12 years, 1945-1936, 13 
cases, 4 of them fatal, came to the notice of the 
British Factory' Department. The 13 cases occurred 
in seven incidents. The occupations of these 13 
persons were tin smelters handling arsenical dross, 
6; workers cleaning sulfuric acid tanks, 3; labora¬ 
tory workers, 2; cleaning reaction in vessel which 
had contained arsenic acid, 1; and mixing oxalic 
acid and other chemicals in a vessel contaminated 
with AsjOs,!. In the three cases reported by Doig, 
all the tanks had held acid made from pyrites, in 
two cases exclusively. In the third, a tank used for 
transporting acid by rail, fuming sulfuric acid had 
also been carried occasionally. It was recommended 
that, in so far as possible, acid tanks be cleaned 
without entry. MTien the deposit is soft, this can 
usually be done by repeatedly flushing with water 
and draining. Mflien the deposit is hard, softening 
may be effected by strong alkalis or by steam. In 
discussing treatment, it is noted that dimercaprol 
has been used in most of the recently reported 
cases, but the results have been far from convinc¬ 
ing, even when the dosage was adequate. 

Expectation of Life Among Radiologists.—Accord¬ 
ing to a report by the United States National 
Academy of Sciences, the average age at death of 
American radiologists is about five years less tlian 
tliat of their professional colleagues not continually 
exposed to radiation. Brow'n and Doll have studied 
the causes of deatli of 1,377 male British radi¬ 
ologists from 1897 to 1957 (Brit. M. J. 2:181,1938). 
A comparison of the obserx'ed and e.xpected num¬ 
bers of deaths from all causes prowded no ewdence 
tliat occupational exposure to ionizing radiations 
caused a detectable nonspecific shortening of the 
expectation of life of radiologists. This obserx'a- 
tion is particularly striking since the numbers in¬ 
cluded most of tlie pioneer British radiologists, 
many of whom suffered from such effects of over- 


e.xposure as radiation dermatitis and sldn cancer. 
A significant excess of deaths from cancer occurred 
among those practicing radioing}’ before 1921, the 
year in w’hich the first committee met to dex’ise 
methods of protection against ionizing radiations. 
These excess deaths were mainly due to tumors of 
the skin and pancreas and to leukemia. 

No excess mortality from cancer was found in 
radiologists who entered their specialtx' after 1920, 
but it is too early to be certain tliat the hazard of 
cancer has been eliminated in those radiologists 
still alive. A small risk in a group of this size would 
not be easy to detect. A much larger number of 
persons are employed in industrial plants associated 
with the use of ionizing radiations that are more 
powerful and intense than those issuing from diag¬ 
nostic x-ray machines. Some, for example, are e.x- 
posed to fast neutrons, for which Ae relative 
biological efficiency for the induction of delayed 
radiation effects may be greater than that of gamma 
rays or medium voltage roentgen rays. The findings 
do, however, show that as long as care is taken to 
observe protective measures tlie long-term somatic 
risks of radiation are probably small. 

Diabetic Coma in Infancy.—Diabetes is rarely seen 
under the age of one year. Beaven reported two 
infants under this age with diabetic coma. (Brit. 
M. J. 2:198, 1958). Both were admitted wth rapid 
respiration, dehydration, and drowsiness, and in 
each a tentative diagnosis of pneumonia was made. 
As a result of increasing drowsiness and dehydra¬ 
tion the blood sugar was determined. It was 400 
mg. % in one and 1,000 mg. % in the other. The 
serum electrolytes showed a severe primarx’ met¬ 
abolic acidosis. Both infants recovered after treat¬ 
ment wth 80 to 100 units of soluble insulin and a 
solution containing M/6 sodium lactate and isotonic 
saline solution given intravenously. After the blood 
sugar level fell, a 5% dextrose solution was given. 
One of the infants suffered from fits and t^tching 
which were controlled by calcium gluconate. Be¬ 
cause cases of infantile diabetes may masquerade 
as pneumonia or meningitis, the blood sugar should 
be estimated when these conditions are diagnosed 
and the infant shows signs of dehydration. 

Russian Vaccine for Multiple Sclerosis.—Pressure 
from political quarters has been put on the medical 
profession to investigate claims made for a Russian 
vaccine for the treatment of multiple sclerosis. This 
vaccine, known as the vaccine of Shubladze and 
Margulis, was prepared in tlie Ix’anovskx’ Institute 
of Virologx’, Moscow. Professor George Dick, of 
Queen’s Universitx’, Belfast, who has examined the 
virus from which it was made and states that it is 
similar to rabies x'irus, has xdsited the Sowet Union 
for discussions xvith its originators. They confirm 
that it is antigenically indistinguishable from rabies 
x'irus and that it came from a strain isolated from 
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tile blood of a patient with a peculiar acute en- 
ccphaiomyclitic syndrome. There is no evidence that 
It is causally related to multiple sclerosis, or for 
that matter that any virus is. As far as the vaccine 
IS concerned, no satisfactory trials have been made 
u ilh it, cither in U. S. S. R. or in other countries 
wiiere it has been tested. Such a vaccine may 
actually l)e harmful and both Dick and Shubladze 
suggest that further investigations be made before 
any more patients are given the vaccine. It is un- 
foi tunate that it was made available before there 
was an\' reliable e\-idcncc of its clinical value and 
that discussions on it entered the political arena. 

Medical Ilcscarch Councirs Report.—The Medical 
Research Councils 43rd Annual Report (Report 
Mcdi'cf// Research Council for the year 
1956-1957, London, Her Majesty’s Stationery Office, 
1958) stated that great interest lias been shown in 
the discox'cry of “interferon.” One \’irus grov'ing in 
tissue culture pre\'cnts other umelated \'iruses 
from growing in the cells. This interference is due 
to a chemical substance, interferon, a product of the 
activity of the first virus and its cell host. It is a 
sort of viral antibiotic, and is thought to act by 
interfering with nucleic acid metabolism. It has 
been shown that a factor in the th)'mus predisposes 
mice to radiation-induced leukemia. Thymectomy 
on the other hand protects them. Studies on the 
mechanism of fever luu’e shown that the pyrogens 
of bacteria, which are of lipopolysaccharide nature, 
probabl)' do not act directly on the temperature 
regulating center of the brain but on the white 
blood cells, which liberate an agent exerting a 
thermostatic control. It sets the temperature at an¬ 
other level. 

Surveys of rheumatic conditions showed that in 
Whiles and Lancashire rheumatoid arthritis is equal¬ 
ly common in both sexes and not, as generally 
supposed, more common in women. Much of the 
formerl)' diagnosed rlicumatoid arthritis in women 
has turned out to be osteoarthritis. In men it seems 
that rheumatoid arthritis predisposes to pulmonary 
tuberculosis and pulmonary nodular fibrosis. 

Wolfson Foundation.-The creation of a new chari¬ 
table foundation with a capital of nearly 17 million 
dollars has been announced on behalf of Mr. Isaac 
^Vo}fson. This is the largest trust since the establish¬ 
ment of the Nuffield Foundation with a capital of 
28 million dollars in 1943. The new foundation will 
have an income of $1,120,000 a )’ear. As with all 
charitable trusts, this will be free of income tax. The 
purpose of the foundation will be to advance edu¬ 
cation and health in the United Kingdom and Com¬ 
monwealth, with particular reference to scientific 
and technological education; build facilities for 
higher education; and foster youth activities, gen¬ 
eral medical research, cancer research, and medical, 
surgical, and nursing services. The foundation is 
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also empowered to act in the United States and 
Israel. Within its chosen fields it will direct its effort 
where private donations can do most to initiate Z 
projects. 


^ of peptic U cer.-Possible etiological factors 
in 100 ptients with peptic ulcer were investigated 
by Allibone and Flint (Brit M. J. 2:179, 1958) 
These patients u'ere hospitalized for massive duo¬ 
denal hemorrhage or duodenal perforation. A 
matched series of patients who were admitted for 
another nontlioracic surgical emergency or accident 
seived as controls. The incidence of acute respira¬ 
tory infection and chronic bronchitis, uncompli- 
cated by anoxia or heart failure, and the consump¬ 
tion of alcohol, aspirin, and other drugs was similar 
in the two groups, but the number of cigarette 
smokers among the men was significantly higher in 
those with ulcer than in the controls. It was con¬ 
cluded that there was no causal relationship be¬ 
tween respiratory infection and gastric or duodenal 
hemorrhage, although such a relationship has been 
claimed by some. The relatively high incidence of 
chronic bronchitis in men both with and without 
peptic ulcer merely reflects the high prevalence of 
the disease in the industrial cities of England. 
Aspirin, although a gastric irritant, was rarely found 
to be a cause of hematemesis. This confirmed the 
authors’ observation that even the large doses taken 
for suicidal purposes rareh' cause massive hemor¬ 
rhage. 


Noise Abatement in Hospitals,—Tlie annual report 
of the King Edward’s Hospital Fund (Brit M.},, 
Aug. 2, 1958) stated that it is the unnecessary 
noises made within or near the hospital u'ard such 
as the squeaking wheel, the heavy footstep, and 
the slamming door that cause most disti-ess. All the 
patients in Paddington Hospital over a period were 
asked to send to the fund a statement on the noises 
that bothered them most. The hospital manager 
was then asked to eradicate these noises insofar as 
possible. Over the course of several months he suc¬ 
ceeded in doing this. Bed screens were stopp^ 
from rattling and banging; doors and litter wheels 
were oiled and repaired; student nurses were sup¬ 
plied with quiet, comfortable shoes; and dressing 
cart tops u'ere covered with a sound-deadening 
material. These measures cured much of the noise, 
but the noisy patient and, worse, the snoring pa¬ 
tient are still unsolved problems. 


ring on National Health Service.-Mr. 
h. Minister of Health, announced in House 
;ommons that surveys are being h 

ms hospitals to promote greater efficiency«« 
nmy. He said there had been a striking cha g 
“reatmont of disease. About 98% of tb^J 

ritain are registered with Sf 
Bevan (Labor) said that the National H 
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Sen'ice has organized medical practice in such a 
way as to help those who need it most. On the 
therapeutic side there was general satisfaction with 
the ser\'ice, but he was a little worried about mount¬ 
ing costs. He rejected the insurance principle as 
being wholly inapplicable to medical care, because 
you cannot give different t^'pes of treatment for 
different orders of contributions and you cannot per¬ 
form a second-class operation on a patient if he has 
not paid up. Payments to the ser^^ce are not in¬ 
surance but tax. He said that there was no organic, 
financial, or administrative link between the Nation¬ 
al Insurance and tlie National Health Seiaice. By 
assuming such a link, instead of increasing taxation 
to provide the additional money, the government 
had called for the money from the National Insur¬ 
ance fund. He believed this to be inimical to the 
scheme because it would appear to justifs' gradual 
transfer of die whole cost of national health to the 
shoulders of the poorest members of the commu- 
nit^^ 

The cost of the serxdce to the present government 
is a smaller percentage of the national income than 
it was in 1950. Mr. Bevan accused the treasury of 
nibbling away at the service. He beliei’es there 
have been too many Ministers of Health and diat 
they have not acquired sufficient stature in their 
office to oppose the treasury'- He charged that hos¬ 
pital consultants, if they can get a paying patient 
into a hospital, jump the waiting list and get him in. 
This is a serious abuse. Hospital management com¬ 
mittees should make a greater effort to assure that 
patients are admitted for medical reasons first, and 
that no one can buy his way in ahead of those who 
are more in need of hospitalization. Mr. Bevan as¬ 
serted that if diis was not stopped he would send 
the names of these consultants to the Minister of 
Health and see what happened. 

Mr. Walker-Smith, speaking of the progress 
achieved over the last 10 years, said the number 
of effective beds was up by 6.5%, that of inpatients 
admitted by 29.5%, that of new outpatients treated 
by 12%, and that waiting lists were dowm by 11.5%. 
Deaths from tuberculosis had declined from nearlv 
22,000 in 1948 to under 5,000 in 1957. In 1940, 
46,000 cases of diphtheria and nearly 2,500 deaths 
were reported, but last year only 37 cases and 6 
deaths were reported. There had, however, been an 
increase in cancer of the lung, leukemia, and arterio¬ 
sclerosis. An active program of poliomyelitis vac¬ 
cination was carried out in 1958 and up to and in¬ 
cluding the 29th week of the year there had been 
fewer total cases and fewer paralytic cases than in 
the same period of any recent year. The problems of 
an aging population and of mental health demand 
increased attention. More than 40% of all hospital 
beds are being used for those suffering from mental 
disorder. A shift of emphasis to outpatient treat¬ 
ment is being sought. Only in this way can tlie 


healtlr service meet the needs of patients without 
creating a crushing financial burden on the people. 
There has been an increase in capital expenditure 
on hospitals. A group of management consultants 
has offered to undertake a series of surv'eys at their 
owm expense to demonstrate economies and im¬ 
provements in efficiency which could be achieved 
in the hospital sendee. The minister accepted tlie 
offer. 

Orf.—Human orf is due to a virus of tlie pox group, 
but is distinct from vaccinia or con-pox, and is a 
hazard of handling sheep. E. L. Garin (The Prac- 
iitioner 181:204, 1958) reported four cases which 
he saw this year due to the handling of pet lambs. 
In his area. Count}' Carlow, Eire, orf has been un¬ 
usually prevalent among lambs tliis I'ear, possibly 
due to the e.xceptionally heaw rainfall. The four 
human cases, three in adults and one in a child, 
were all from different families. All three adidts ac¬ 
quired the infection from feeding infected pet 
lambs, and the child, aged 2 years, had had close 
contact \rith an infected lamb. It is recommended 
that such cases be treated conserv'atively. Incision 
should be avoided. Penicillin or other antibiotics 
are ineffective e,xcept for secondarx' infection. 
Garin, however, believes that painting xrith tinctme 
of naphthyl methane disulfonate hastens resolution. 

Poliomyelitis Vaccination.—Hitherto vaccination 
against poliomi’elitis has been restricted to children 
under 15, e.xpectant mothers, general practitioners, 
hospital and ambulance staff, and certain members 
of their families. Tlie government hopes in the au¬ 
tumn to raise the vaccination age to 2.5 and to make 
a start with third injections of persons who have 
already had two. It is estimated that there are 
6,250,000 people in the 15 to 24 age-group, and 
that tliose ehgible up to March 31, 1959, for a tliird 
vaccination may total 6,500,000. The intention is that 
third injections should be offered not less than seven 
months after tlie second. American and Canadian 
vaccine is still providing the bulk of die supplies, 
and there is litde eridence yet of more than a trickle 
of British-produced vaccine coming into use. 

Peptic Ulcer and Tuberculosis.—Eridence of a 
higher than average, significant ocairrence of pep¬ 
tic ulcer in tuberculosis was adduced b\’ D. M. 
Kissen {Health Bull [Edinburgh] 16:44, 1958). 
Among the 829 patients attending bis tuberculosis 
follow-up clinics in 1956, he found 34 with peptic 
ulcer—an incidence of 4.1%. In 15 the peptic ulcer 
occurred before, and in the same number after, die 
onset of tuberculosis. In four, because of the pro.x- 
imih’ of the diagnosis or onset of symptoms \rith 
one another, it was not possible to say which oc¬ 
curred first. The finding of as many patients devel¬ 
oping their ulcer after tuberculosis as before it, es- 
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pccially with such long intervals between~up to 11 
years (average 7)—is not in keeping with the theory 
that the malnutrition of peptic ulcer is a main factor 
in the association of these two conditions, nor does 
the finding of more ulcer patients having had medi¬ 
cal than surgical treatment-eight and seven, respec- 
ti\'cly, only four with partial gastrectomy-support 
the view that surgical treatment, especially partial 
gastrectomy, predisposes to the development of 
tuberculosis. The association between the two 
conditions can be better understood if it is appre¬ 
ciated that both have a psychological basis in their 
etiology. If there is a psychological association be¬ 
tween pulmonary tuberculosis and peptic ulcer, 
then successful orthodox treatment of one affection 
may sooner or later be followed by the develop- 
meiit of the other. It w'ould appear therefore that 
successful orthodox treatment of the particular con¬ 
dition, be it tuberculosis or peptic ulcer, may be 
insufficient for the complete treatment of the pa¬ 
tient. In other words, treatment by psj'chotlierapy 
should also be given as an adjuvant to ordinary 
treatment with a vieu' to possible prevention of the 
de^'elopment of other psychosomatic conditions and 
the prevention of relapse. 

Leukemia due to Irradiarion.-A fatal case of acute 
granulocytic leukemia in a 10-month old infant i 
which the cause may have been excessive x-u^s of 

the mother during pregnancy, ms 
W Gunz and co-workers {Lancet 1:190,195b). 
child was a fourth child, and was apparently normal 
Xn born .-.fter 

weight being 4,422 Gm. (9 1 ■ - n kd was well 
<med much as her three siblings had and ms mil 

autopsN. no8 kg 1) and, because of doubt 

Ls.'she was ^ 

tee times, with a of b™ exp 

"”“cZs These were earrirf out on Nov. 15 and 

^and Dec 7 (the day before delivery). Because 

iir^t-esZ estimated that the total dose 

to the fetus was 25.35 r. 


General r«<=‘^-ZtTce®rtbe onty SZpU^ 
National Health in Great Britain 

man, goodwill, according to 

who IS forbidden to sell his g Qg^enal Prac- 

a memorandum entitled ^ in Medicine 

tice” by the Fellowship dentist 

(„,e Tins re- 

on a sdiZployed person does not apply 


anywhere else in the world. Entry into general 
practice under the N. H. S. is controlled by execu¬ 
tive councils supervised by a body known as tlic 
Medical Practices Committee. 

There are now three main methods of establish 
ment in general practice in the N. H. S.; (1) entr\ 
into partnership, after a period as assistant witb a 
view to partnership, (2) appointment to an execu¬ 
tive council vacancy, and (3) “squatting.” Alltkee 
methods have certain difficulties. In the case of tbe 
first, if prospects and conditions are good tliere are 
likely to be as many as a hundred applicants. Tbere 
is no legal requirement that the principal musl 
share his income with the assistant; hence tlie“\’iev 
to partnership” has tended to become an illusion. In 
addition, there are difficulties in obtaining satisfac- ! 
tory terms in the partnership. Should the partner¬ 
ship be dissolved, the junior partner may sufiei 
great hardship. He cannot sell his share of good¬ 
will and buy a partnership in another district, as in 
former daj'S, so that he may well be forced to ac¬ 
cept most of the work for a small share of the in¬ 
In the case of obtaining an appointment to a 
vacancy, the major difficulty is that these vacancies 
are scarce. In 1956 less than a third were adver¬ 
tised, and the average number of applicants was 4o. 
Even when the appointment has been obtained, 
there is difficult)' in finding practice premises lu 
there is no obligation on, or incentive to, the re- 
toing physician or widow to provide premm 
There is no personal introduction and there is offer 
taraday between the retirement or dead, of t « 
previous physician and the appointment of the 
one. “Sqiuitting” or opening an office in competitioi 
with an established practice has always been risk, 
Ze xo now that nearly all the popata 
registered under the N. H. S. and less than 2% c 
■dl glneral medical care is through private practio 
To wercome these difficulties the Fellowship pi 
lorwX detailed scheme for the restoration of 
purchase of goodwill. 

Rone Meal and Anthrax.-Seven cases of anthn 
re'ott meal tvere reported 

Robert Lamb (Limcef I'lSl-y®)' ™ 
cutaneous anthrax reWng. T' 

duces animal charcoc Pakistan, and tl 

teoryimpmts bones fmm hia, PaW , 

Argentine. Ine oones ^ crushing mills 

and the fine ^er Frequent sa 

collected arrd sold ^ a„dt 


collected arrd sold as bon~ , 

pltag of the >f"’,''™?™nd CTsyrvhere in 
bone dust, wliicb found 

tory, even Edition to the four cases 

lent anthrax bacdli. I reported two cases of 

hactory in which ^ 
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was informed that in investigations of bone meal 
for anthra.x, clostridial growth must be suppressed 
before inoculating guinea pigs, he suggested that 
such infection may be a further hazard of workers 
in tliis industry. 

Green and Jamieson (Lancet 1:153, 1938) re¬ 
ported four cases of cutaneous anthra.x, three of 
which occurred after the handling of bone fertiliz¬ 
ers. The three were a farm laborer who had been 
handling a commercial fertilizer that probably con¬ 
tained bone meal; a farm manager who had been 
spraying fields witli bone-meal fertilizer; and a boy, 
aged 15, who had been preparing soil for growing 
tomatoes w’hich involved the use of bone-meal. The 
fourth was a veterinar\’ surgeon w'ho contracted the 
disease through contact with an infected animal. 
The bone-meal products were apparently Indian or 
Argentinian in origin. In an addendum a further 
case was reported in a seedsman, aged 17, and Ba-‘ 
cillus anfhracis was isolated from a sample of bone- 
meal handled by him. 

Implantation of the Pituitary rvith Yttrium-90.—A 
new’ technique for the implantation of yttrium-90 
in the pituitary was described by A. P. M. Forrest 
and co-workers (Lancet 1:192, 1958). This is said 
to ensure more accurate placement of the rods of 
j'ttrium-90. Using this method, 14 patients witli 
metastatic mammary cancer, considered unfit for 
adrenalectomy, were treated by introducing twin 
screws, each loaded w’ith 5 to 7 me. of yttrium-90, 
into the pituitarj'. Three died from progression of 
the cancer w'ithin eight days of the implantation, 
and in all tluree the gland w’as entirely destroyed 
except for a single layer of subcapsular cells. In 
another patient who died six weeks after implanta¬ 
tion, there was complete destruction of the pituitary’. 

Damages for Doctor’s Widow.—Dr. Baker, of 
Ashby-de-la-Zouche, was stopped by the police be¬ 
tween calls to patients and asked to help two men 
overcome by fumes from a gasoline-driven pump in 
a 50-foot well. He tied a rope around iris w’aist and 
W’as lowered to the men, but as they w’ere dead and 
he could no nothing for them, he signalled to be 
pulled up. The rope fouled on an obstruction and 
when Dr. Baker was rescued by firemen he w’as un¬ 
conscious. He died from carbon monoxide poisoning 
on tlie w'ay' to hospital. His xvidow' subsequently 
brought an action on behalf of herself and her rivo 
children against tire employers of the men involved 
in the fatality’, charging diem w’ith negligence in 
allowing flie use of a gasoline-driven pump in a 
well w’itliout any safety' measures or means of test¬ 
ing the air, and W’ithout warning employ’ees of the 
danger. The employers were said also to ow’e a 
duty to those w’ho, in common humanity, might go 
to the rescue in an attempt to save life. The judge 
gave judgment for Mrs. Baker for $33,720. He ig¬ 
nored the defense that Dr. Baker had voluntarily 


undertaken the risk of rescuing the men. It would 
be a slight on the legal profession, said the judge, 
to hold that such conduct on the part of a brave 
and humane physician could not reasonably be e.x- 
pected by those whose negligence created the peril 
which he sought to forestall. 

Coronary Disease in Rural Areas.—In a random 
sample of 96 men, aged 35 to 64, draw'n from a rural 
area in southwest Scotland and studied by Kennedy’ 
and Cowan (Scot. Med. J. 3:283, 1958 ) 43 w’ere ac¬ 
tively’ engaged in agriculture; 23 had eridence of 
coronary heart disease, and of these, 8 w’ere agri¬ 
cultural workers. The authors concluded that in the 
rural area studied coronary’ heart disease is com¬ 
mon. There appeared to be no diflFerence between 
the smoking habits of the coronary’ and the noncoro- 
nary’ group. The average w’eight of the coronary’ 
group was 167.5 lb. (range 122 to 250 lb. [55 to 113 
kg.]) compared w’ith 155.6 lb. (range 115 to 232 
lb. [52 to 105 kg.]) for the noncoronary’ group. Nine 
of the 23 subjects in tlie coronary’ group and 35 of 
the 73 subjects in the noncoronary group had a dias¬ 
tolic blood pressmre of 100 mm. Hg or over. The 
mean blood pressmre of the coronary’ group was 
159.9/96.5 mm. Hg, and that of the noncoronary’ 
group 162.9/93.3 mm. Hg. 

Splinter Hemorrhages.—Splinter hemorrhages have 
been recognized as a characteristic physical sign in 
patients svith subacute bacterial endocarditis since 
they were first described by Lord Horder in 1920. 
Platts and Greaves examined the fingernails of 429 
patients and normal persons and 35 cadavers in a 
search for splinter hemorrhages (Brit. M. J. 2:143, 
1958). They found that these hemorrhages -occur 
in many patients who are not suffering from bacte¬ 
rial endocarditis. Thus they’ occurred in 44% of pa¬ 
tients W’ith uninfected mitral stenosis, in 27% with 
rheumatic fever, and in 12 to 20% of those w’ith 
arthritis, renal disease, blood disease, malignant neo¬ 
plasms, heart disease (other than mitral stenosis), 
pulmonary disease, and peptic vdeer. No splinter 
hemorrhages were found in 35 normal subjects, al¬ 
though 12 acquaintances in normal health stated 
that tliey had them. Hemorrhages were found in 
17.5% of all the subjects examined. Histological and 
histochemical examination suggested that they are 
due to emboli in the terminal vessels of the nail bed. 

Tongue Biopsy.—Althouglr tongue appearances and 
tongue prints have been used in the study of ane¬ 
mia, deficiency’ diseases, and subacute combined de¬ 
generation of the spinal cord, tongue biopsy’ does 
not seem to have been employed except for the in¬ 
vestigation of such local lesions as cancer. Taft and 
co-w’orkers described their experience w’ith tongue 
biopsy’, using a new’ suction biopsy tube that Aey 
designed (Lancet 2:69, 1958). At first fine scissors 
were used to cut fragments of tongue, but it was 
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difficult to oblaiii sufficient depth end it produced 
• ubscqucnt pain. The suction biopsy fubi is “per 

ira{,ment of tongue, anesthetized with 3% cocaine 
IS sucked into a hole and cut off. After removal the 
ragment is fixed in 10% formal in physioheical 
sahne solution and embedded in paraffin. The auth¬ 
ors have made 50 succc.s.sful biopsies in 40 persons 
With normal tongues or tongues sliowing atrophv 
or inflammation. The .specimen was usuall}' taken 
irom an area about 2 cm. from the tip of the 
tongue and midway between the median groove 
and lateral edge. Three failures to obtain biopsy 
specimens were all in patients with marked epitlic- 
lial atrop]})*, as in perniciO[i.s anemia and atrophic 
glossitis. No major discomfort was felt either during 
or after removal of the .specimen. 

Biopsi' material from normal tongues showed 
the superficial squamous, prickle, and basal cell 
lai'ers. Certain regions sliou'ed evidence of more 
rapid proliferation of the basal cells, these cells 
forming a layer three to si.x cells thick and being 
cuboidal or low columnar in shape, with darkly 
staining oval nuclei and scant}' cytoplasm. More 
superficially the cells w'ere jirickle-cell in type, form¬ 
ing a la)'er about six cells thick. Here the cells were 
oval or spindle-shaped, with paler staining and ir¬ 
regularly sliaped nuclei and peripheral intercellular 
bridges visible under liigli magnification. More su¬ 
perficial!}' again there was a squamous cell layer, 
often containing keratoliyaline granules. At the 
surface these cells formed filiform papillae wliose 
surface was roughened b}' desquamating cells. 
When there was macroscopic atroph)' of the tongue, 
good correlation was found with tlie histological 
appearances. With the development of atrophy the 
basal cell proliferation became slower and more 
even, producing a thin smooth epithelium. In a pa¬ 
tient with pernicious anemia the administration of 
vitamin Biu was followed by a cellular response to¬ 
wards a more normal epithelium. The authors sug¬ 
gested that studies based on tongue biopsy may 
throw further light on the degenerative processes 
in various diseases, especially with regard to the 
cellular and tissue changes. Serial biopsy may also 
aid in assessing the value of treatment. 


Cascara Poisoning.-Severe hypokalemia following 
illnesses associated with chronic diarrhea is well 
known. Aitchison recorded a case of severe hypo¬ 
kalemia developing in an elderly patient from abuse 
of cascara (Lancet 2:75, 1958). A preliminary diag¬ 
nosis of coronary thrombosis was made in a man, 
aged 78, who was hospitalized because of sudden 
loss of power in his arnis and left leg, but a routine 
electrocardiogram showed changes indicating hypo¬ 
kalemia, which was confirmed biochemically. The 
patient had been living for years on a diet consist¬ 
ing largely of bread, margarine, and tea, with little 
or no meat. He had the idea that he suffered from 
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body odor and took six cascara tablets a dav tn 

a day. This and his unbalanced diet produced W 
kalemia, with a serum potassium of only 2.3 2 
per liter. Recovery was rapid on a full diet and I 
chloride four times daily bv 
mouth. The patient, however, could not be curdcf 
nis addiction to purgatives. 


Hypophysectomy for Breast Cancer.-Hypopliysec- 
tomy IS an effective means of palliation in a signifi. 
cant proportion of patients with metastatic breas 
cancer. The technical difficulties of complete re 
moval are formidable and a postoperative labors 
tory test would he useful to decide if this has beei 
complete. Bulbrook and co-workers correlated tin 
e.vcretion of estrogen with the preoperative am 
postoperative clinical state of patients sufferim 
from metastatic breast cancer and subjected to hv 
pophysectomy (Srif. M J. 2:15, 1958). Theyfoim 
that patients in whom regression followed hype 
physectomy tended to have a low preoperative levf 
of urinary estrogen and in most the estrogen ex 
cretion virtually ceased after operation. On th 
other hand continued estrogen excretion did not al 
ways exclude objective regression. Patients derivinj 
no benefit from hypophysectomy tended to have i 
high preoperative estrogen excretion and continue: 
to excrete estrogen after operation. 


Phenylethyldiguanide in Diabetes.—Bloom and co 
workers treated a series of 40 diabetics with phenyl 
ethyldiguanide (DBI) (Brit. M. J. 2:74, 1958) 
The diabetes was of all grades of severity'. The pa 
tients’ ages ranged from 18 to 78, and the 38 ol 
them whose weights were normal were given 15( 
mg. of DBI 30 minutes before breakfast on the first 
day of treatment On the second and subsequen! 
days 50 mg. was given three times daily before 
meals. The full course lasted six weeks. The 24-l)oiir 
urinary output of glucose was measured and the 
blood sugar levels were estimated daily at midday 
before lunch. In sensitive patients a hypoglycemic 
response occurred in 4 hours, was ma-vimal in 8 
hours, and was not measurable 10 hours after tak¬ 
ing the drug. A significant fall of blood sugar level 
occurred in 26 of the patients. At a dosage of 50 mg. 
three times daily DBI reduced the blood sugar to 
normal levels, in some patients in the presence ot 
ketomiria and in some who failed to respond to tol¬ 
butamide. Nausea, abdominal discomfort, vomiting, 
and diarrhea were severe enough in 25 to newssi- 
tate withdrawal of the drug. Symptoms 

subsided on cessation of treatment. Onh'^B ot 

original 40 patients were continued on um n 

satisfactory control. The fact that 

peared with normoglycemia m some pahents 

it likely that-carbohydrate -oxidation 

pletely rectified-even-^when-the blood ^ 

turned to normal. There was no increase in thep 
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prandial fall of serum inorganic phosphorus, nor 
could any effect on the plasma amino-acid nitrogen 
be demonstrated. The authors concluded that DBI 
is unsuitable for general use in tlie treatment of 
diabetes because of the high incidence of unwanted 
side-effects. 

Cancer Campaign Report.—The annual report of 
the British Empire Cancer Campaign stated that 
attempts to produce tumors in animals by painting 
the sldn with carcinogens or administering orally the 
carcinogens from cigarette tar have not been re¬ 
warding. E.-qperiments in which animals of several 
species have inhaled tobacco smoke for long periods 
have likevdse not produced tumors. An extensive 
surr'ey of patients treated in the past witli estrogens 
showed that only 2 of 530 subsequently developed 
carcinoma, 1 of the uterus and 1 of the breast. Of 
120 patients until carcinoma of the breast, only 5 
were found to have been taking estrogens for more 
than a year at some time pre\iously. It was found 
that estrogens continue to be excreted in tlie urine 
even when h)'pophysectomy or adrenalectomy is 
complete. 

Tlie increased use of exfoliative cxiiology in the 
diagnosis of cancer revealed that 3 to 4 women per 
1,000 attending g)Tiecologic clinics have a s^miptom- 
less carcinoma of tlie cer\ax, usually in situ. By 
means of cytologic techniques, it was estimated 
that 2% of the women attending some clinics had a 
clinically undiagnosed pelvic cancer. Measurement 
of minute auantities of radiation, such as are emit¬ 
ted by the human body, particularly the skeleton, 
has been made possible by new techniques elabo¬ 
rated in the Campaign’s laboratories. Even the 
fetus shows measurable radioactivit^^ 

An American Looks at the National Health Serx'ice. 
—Professor P. F. Gemmill, of the Universit)'^ of 
Pennsylvania, reported in the British Medical Jour¬ 
nal his impressions of the National Healtli Service. 
In reply to the question “Do you find the volume of 
paper work ven' burdensome?” only 39% of the 372 
general practitioners he questioned replied in the 
affirmative. Some were pleased that they no longer 
had to send out bills for services rendered to private 
patients. The trend towards general-practitioner 
partnerships has helped to lessen the burden of 
paper work because the partnership can usually af¬ 
ford secretarial assistance, whereas the single-hand¬ 
ed practitioner cannot. Patients sometimes make a 
nuisance of themselves because treatment is free. 
Of the physicians questioned 497o said that patients 
often consulted them for trivial reasons, 30% said 
that this happened occasionally, and 21% said that 
this occurred rarely. Some of the doctors, however, 
-welcomed-visits, even for apparently trivial reasons, 
because tliey argued that reassurance of the-patient 
is part of tlie doctor’s job, and 11% drought that 


serious ailments miglit be diagnosed in the early 
stages by patients seeking advice on what at first 
sight appeared to be a trivial condition. 

The average number of patients per general prac¬ 
titioner in Professor Gemmill’s surv'ey was '2,283. 
but 53% of the doctors had less than this number 
and 47% had more. A few had die ma.\imum per¬ 
mitted, or 3,500. About 59% said that they could 
cope with dieir list of patients, 38% found it diffi¬ 
cult, and 3% reported diat it was almost impossible 
to giv'e adequate service. Visits by patients were 
rarely by’ appointment and as a result some of them 
might hav'e to vv’ait some time to see the doctor in 
liis office. The vv’aiting time in hospital outpatient 
departments varied greatly’; 13% of die patients 
said that they usually’ had to wait more than two 
hours, 25% vv’aited as long as this at times, and 62% 
hardly’ ev'er waited tiiis long. Although there is a 
shortage of hospital beds, 73% of the general practi¬ 
tioners had no difficulty’ in getting patients hospi¬ 
talized. Tlie rest e.vperienced difficulty’ unless the 
case was really urgent. The greatest difficulty was in 
finding beds for chronic invalids and the aged. 

Tlie gross remuneration of the general practi¬ 
tioner vvidi an av’erage number of patients w’as S6,- 
874, and w’idi the ma.ximum numbet was $9,730. 
After allovv’ing for die cost of running the practice, 
the net incomes before taxes would be about $4,584 
and $6,488 respectively. It must be borne in mind 
that the cost of living is at least 25% higher in the 
United States than in Britain. In hospitals the basic 
salary’ for full-time speciah'sts is $8,680 a year, but 
“distinction awards” may bring an additional $1,400 
a year to 20%, $4,200 to 10%, and $7,000 to 4% of 
the total number of specialists. Incomes of general 
practitioners vvitii the av’erage number of patients 
were within the upper 2.4% of the nation’s incomes. 
Those of doctors with the ma.ximum number of 
patients were witiiin the upper 1.4%, as were those 
of specialists of at least three years’ standing. 

Patients disliked (1) waiting in doctors’ offices 
and hospital outpatient departments, (2) the small 
amount of time devoted to them by some doctors, 
(3) paying for dental and ophthalmic care, and (4) 
free medical care for foreigners. On the odier hand 
they appreciated the fact that medical care is now 
a right and not a eharity’; that the best medical 
treatment is now av’ailable to those of low income; 
and that a sev’ere illness would not ruin a patient 
financially’. About 91% thought the health serviee 
satisfactory’ and 76% said that tliey had excellent 
care for serious illness. Physicians complained that 
practices could no longer be bought and sold; that 
they were unable to mov’e freely from one area to 
anotlier; that pay increases had not kept pace with 
the rise in the cost of liv’ing; and that private pa¬ 
tients paid twice for every’tliing. On the otlier hand 
they’ vv’ere pleased- tliat -they’- could prescribe the 
medicine they deemed best for the patient, regard- 
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less of expense; llial they could visit the patient as 
otteii as necessary without the charge of fee-snatch¬ 
ing; tlial their ser\'ice was pensionable after 10 
>'cars; that they received fewer night calls owing 
to the increase of group practice and partnerships; 
and that thej' w'cre spared sending out bills and try¬ 
ing to collect bad debts. About 92% thought, that 
the national health service had come to stay. 

Lung Canccr.-In the period March, 1955, to July, 
1957, five young soldiers (aged IS, 19, 20, 21, and 
23) in the Connaught Hospital (Army Chest Cen¬ 
ter ) were found to hai'c lung cancer. In view of 
the infrequency of the disease in this age group. 
Large and Morgan (Brit. ]. Tuhcrc. 52;1S5, 1958) 
reported these cases in detail. Tv'o u'ere discovered 
by mass radiography. Initially, the patients com¬ 
plained of no symptoms, even when pressed to do 
so. Botii had peripheral growths. Tu'o otliers com¬ 
plained of producb'i'c cough and hemoptysis which 
could be attriijuted to the growths. Both had hilar 
and parahilar lesions. In the fifth patient, the pre¬ 
senting symptoms, lieadache and vomiting, were 
due to metastases. In one of the cases discovered 
b)' mass radiography the grou'th, w'hich had orig¬ 
inally been situated in the peripliera of the apex of 
the lower lobe, grew so rapidly that, by tlie time 
the patient was bronclioscoped, it had replaced 
most of the left lung and had occluded the left 
main bronchus completely. In every case the 
growth was an anaplastic carcinoma composed of 
oat cells, small round cells, or both. It is admitted 
that in the two cases detected by mass radiography 
the final diagnosis was unnecessarily delayed by a 
too ready assumption tliat the lesions were tuber¬ 
culous. One had a fairly well demarcated circular 
opacity wdiich in an older man would have aroused 
suspicion and led to an earlier bronchoscopy. In 
tire other the reporting of tuberculous granulations 
on pleural biopsy and a favorable response to anti¬ 
tuberculous therapy led to a minimizing of the 
importance of the bloodstained aspiration fluid. 

In spite of the comparatively early diagnosis in 
the series as a whole, only two patients were 
judged operable, and they survived operation 
(lobectomy in one and pneumonectomy in the 
other) by only six months. Two patients had deep 
x-ray therapy; one after a course of nitrogen mus¬ 
tard and the other as a postoperative measure. Of 
the three patients not operated on, one lived 17 
days from the onset of his first symptom, one three 
months, and one five months. 

Diets of Occupational Groups.—The annual report 
of the National Food Survey Committee for 1956 
contains an analysis of household diets according 
to occupational groups. This shows tliat the con¬ 
sumption of most main foods declined steadily from 
class 1 (professioniil and technical occupations) 


letters 


J-A.M.A,, Sept. 20, 195 S 


to class 5 (unskilled occupations), tlie sradah'm, 
beng deepest for fel, fruit F„rL,,d a?d S 
toes, marg,irine and tea, the class gradient is« 
sumphon was reversed. Somewhat snrpmlnl 
l eversed class gradients in consumption were * 
shown for bacon except for a peak in class 2 ,1 
for cakes e.vcept for a fall in class 5. Downwar, 
ciass gradients in the consumption of several food 
were reversed in class 5 households who consume 
more meat fish, eggs, butter, oatmeal, and presem 
than households of class 4 rvorkers. The values ft 
class 1 were the highest, particularly for vitamii 
A and C. This class also obtained 8 to 9% ma 
animal protein and riboflavin tlian the nation 
avei'age, but slightly less iron, findings which x 
fleet their higher consumption of fresh fruit, veg 
tables, milk, cheese, and meat and their low 


consumption of bread and flour. Tlie intake 
class 2 equalled or slightly exceeded the nation 
average for all nutrients except vitamin A. Minei 
households were above average for all nutrien 
except vitamin A. Their large consumption of breai 
flour, and potatoes contributed to their high intah 
of iron, thiamine, and nicotinic acid. Agricultun 
W'orkers' families obtained 14% less vitamin A an 
10% less vitamin C than the average, mainly 
cause of their relatively low' consumption of live 
carrots, and fresh fruit, especially citrus fniit. 


New' Hypotensive Agent.—A preliminary clinic 
trial of a' new hypotensive agent, Pempidin 
(l;2:2:6:6-pentamethy]piperidine) is reported I 
M. Harington and co-wmrkers {Lancet 2:6, 1958 
It is similar in many ways to mecamylamine, bein 
rapidly and completely absorbed from the intestin 
readily crossing cell membranes, excreted moi 
readily in acid than alkaline urine, and easily crosi 
ing the blood-brain barrier. On the other ham 
there are certain differences. Although 25% c 


mecamylamine is bound to plasma protein, Pemp 
dine is not so bound, and therefore all tlie drug i 
the plasma is pharmacologically active. Furthe: 
Pempidine is more rapidly excreted, w'hich reduce 
the risk of toxic accumulation in die body. Cor 
tiniious oral treatment was investigated in 27 pa 
tients, and it was concluded that a steady h)'poten 
sive effect could be maintained throughout the da; 
when Pempidine was given orally at five-hour in 
tervals. Because of the rapid elimination of «« 
drug, the dosage could be quickly increased. Mos' 
patients in whom treatment with Pempidine wa 
maintained experienced some side-effects, the siTup 
toms being similar to those usually observed dunni 
treatment with ganglion-blocking agents, j 
side-effects ran parallel with the hypotensive ad 
of the drug, coming on about 30 minutes aft ^ 
oral dose, being at their maximum for one or 
hours, and often wearing off before ; 
was due. All side-effects disappeared rapidl) 

omitting the drug. 
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PENICILLIN REACTIONS 
To the Editor:—In an article entitled “Follow-up 
Study of Fatal Penicillin Reactions” []. A. M. A. 
167:1118-1121 [June 28] 1958) it was stated that 
“one should not under anj' circumstances abandon 
the use of penicillin . . . despite a few tragic mis¬ 
haps.” These deaths are not, by my standard, few. 
The article mentions the investigations of 30 known 
deaths due to penicillin in New York Cit^' in a 
period of five years. How many more were un¬ 
known and not investigated, in New York City and 
throughout the nation, it is impossible to estimate, 
since, as the author admits, "it is obwous that one 
is hardpressed in making a sur\'ey of this type to 
get the crucial information because of tlie subse¬ 
quent possibility of a legal problem.” Further, the 
Lilly Physician’s Bulletin, Feb. 15, 1938, stated: “It 
has been estimated that more than one thousand 
fatalities have occurred following the use of paren¬ 
teral penicillin.” 

RTiile tile author advocates the continued use of 
penicillin, here are statements which, taken to¬ 
gether, tend to disavow this advocacy: 1. “Instances 
of fatal reactions to penicillin are still occuning.” 
2. “There are reports of fatal and near-fatal reac¬ 
tions not only from orally administered penicillin 
but ei'cn from sucking a lozenge containing only 
20,000 units.” 3. “Even [skin or/and conjunctival 
testing] has its pitfalls, for ... a physician . . ., in 
using the conjunctival test, had a near-fatal reaction 
in his office.” 4. “It is hard to picture the busy 
general practitioner on his rounds of house calls, 
skin-testing every squirming youngster when in 
doubt.” 5. “IVe have a choice of many neiv anti¬ 
biotics, some of which have an unusually wide spec¬ 
trum of applicability.” 6. “There well may be in one 
out of seven people [a patient .sensitive to penicillin 
or with a histoty of allergy].” 7. “Even the greatest 
care in inquiring about any previous use of peni¬ 
cillin and/or reactions thereto may fail to reveal 
unknown sensih'zation.” 8. “There is no longer any 
doubt as to tire ability of [penicilh'n] to cause fatal 
reactions,” 9. Trere were only "12 [of 30 fatalities] 
in which the use of penicillin was [considered] 
indicated.” 

I must take special issue with tire statement that 
“the patient has to shoulder some of the responsi¬ 
bility for these [deaths] because the patient often 
says to the physician, ‘Just give me a shot of peni¬ 
cillin and I’ll be O. K,’ ” Then the author im¬ 
mediately contradicts himself by properly stating 
tliat “the physician must be the sole and final judge 
as to what medication is needed,” and, I say, the 
physician must therefore be solely responsible. 
MTiile, as tire author states, "penicillin is [admit¬ 
tedly] tire least toxic ... of all the antibiotics,” this 
cannot be interpreted in favor of its continued use. 


since it is also the most allergenic. Thus, the pro¬ 
fusion of penicillin reactions is emphasized by the 
author’s ownr quotation of figures taken from a 
three-year natiomr-ide surr^ey by the Food and 
Drug Administration, invobing 800 hospitals and 
over 1,600 physicians, that “of the reactions caused 
by S09 preparations . . . 793 -were caused by peni¬ 
cillin with 72 deaths; and 16 reactions caused by 
streptomycin, dihydrostreptomycin, chlorampheni¬ 
col, and tetracycline, with 2 deaths.... It has been 
estimated that the incidence of reactions [to peni¬ 
cillin] seems to be increasing by approximately 
1% a year,” 

I long ago abandoned the use of penicillin e.\'cept 
where proper studies indicated it to be the only 
antibiotic capable of affecting a given organism 
and in certain other limited specific indications. In 
doing so, and in using the safer broad spectrum 
antibiotics, I have witnessed no increase in mor¬ 
bidity, no prolongation of illness, no comparable 
toxicity, and no fatal reactions. Thus, my results 
have convinced me tliaf this has been right for 
me and my patients. Jxnxs Coopeb, M.D. 

723 Washington Ave. 

Woodbine, N. J. 

SURGERY FOR PARALYSIS AGITANS 

To the Editor:—In his article in the July 5, 1958, 
issue of The Journai, page 1195, Dr. L. j. Doshay 
called attention to the re\1val of interest in the 
surgical management of paralysis agitans. Much of 
the vigor m'th which this problem is being attacked 
surgically stems from the rapid and far-reaching 
advances that have been made by Cooper, beginning 
with the anterior choroidal artery ligation and fol¬ 
lowed by chemopallidectomy and, most recently, 
chemothalamectomy. Developments by several 
neurosurgical investigators in the last year xvould 
justif}’^ modibing the statement concerning surgical 
attainments \vhich appeared in The Joukxal that 
“Some favorable, though transient results, have been 
achieved in younger patients suffering from uni¬ 
lateral symptoms.” 

A sjTnposium on basal ganglia surgery for in- 
voluntarx' movement disorders, sponsored by the 
.American Rehabilitation Foundation and tire Sister 
Elizabeth Kenney Foundation, was held at Ne%v 
York University in May, 1958. Neurosurgeons and 
neurologists, including Spiegel, Kjellberg, Sweet, 
Bertrand, and Reichert, reported on the growing 
number of stereota.xic instruments that are being 
used successfully for the increasingly accurate 
placement of lesions in a variety of basal ganglionic 
structures. At the same meeting, remarkable ameli¬ 
oration of tremor and rigidity was shown to be 
attainable through destruction of basal ganglia by 
means of chemicals (Cooper), electrical methods 
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(Wycis) and ultrasound (Meyers). Tlie ideal can¬ 
didates for operations would appear to be good 
operative risks with predominantly unilateral symp¬ 
toms, but at the sj'mposium over 100 postoperative 
patients u'cre demonstrated b}' Cooper and Wycis 
many of whom were elderly, had had bilateral 
mvoivemcnt, and showed profound or complete 
relief of symptoms for periods up to five years. 

An example of the increase in government and 
public interest in paralysis agitans alluded to bv 
The Journal is the work of the Sister Elizabeth 
Kenney Foundation. This voluntary health agency 
has shoum a continuous interest in the hyperkinetic 
disorders, having helped support the Cooper work 
for more than five years. This foundation is sponsor¬ 
ing a growing number of clinical and basic research 
projects in this field. These projects are designed 
to improve methods for placement and production 
of lesions and to delineate anatomically, physio¬ 
logically, and pathologically those structures in the 
central nervous system that are responsible for 
both the production and relief of extraneous human 
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&Jged in the ordinary practice of their profession 

swiJ 

gnmg the affidavits m respect to his mental con 
Ahon were those of witness. Furthermore tee 
o.xam.nmg physicians did not issue the order <5 
commitment and detention; that too was done bv 

le court clerk. The rule in this jurisdiction, con¬ 
tinued the court, is that a defamatory statemen! 
made by a witness in the due course of a judicial 
proceeding, which is material to the inquiry, is 
absolutel)' privileged, and cannot be made the basis 
ol an action for libel or slander, even though the 
testimony is given with express malice and knowl¬ 
edge of its falsity. Physicians, who are witnesses in 
judicial proceedings to commit an alleged mentally 
disordered person for confinement, have been ac¬ 
corded this absolute immunity from civil liabilit}' 
for their material and pertinent affidavits, certifi¬ 
cates, and testimony. The judgment in favor of the 
e.vamining physicians was therefore affirmed. Bailey 
V. McGill, 100 S.E.(2) 860 (N. G, 1957). 


movements. 

Frank H. Krusen, M.D. 

Paul M. Ellwood, Jr. 

The American Rehabilitation Foundation 
1800 Chicago Ave. 

Minneapolis 4. 
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MEDICOLEGAL ABSTRACTS 

False Affidavit as Basis for Commitment to Mental 
Hospital: Physician’s Liability.—This was action for 
damages against tlie defendant physicians arising 
out of the detention of the plaintiff in a state men¬ 
tal hospital. From an adverse judgment, the plain¬ 
tiff appealed to the Supreme Court of North Caro¬ 
lina. 

In accordance with the statutes of Nortli Caro¬ 
lina, the clerk of the Superior Court of Cleveland 
County appointed two of the defendant physicians 
to e.vamine the plaintiff as to his mental condition. 
On the basis of such examination the plaintiff was 
sent to a state mental institution. The third de¬ 
fendant was the plaintiff’s attending physician prior 
to his commitment. The plaintiff contended that the 
examining phy.sicians did not give him more than a 
hurried, superficial, and totally inadequate e.vami- 
nation and that he should not have been hospital¬ 
ized on the basis of the certificates they executed. 
His suit was in tlie nature of a libel action. 

The Supreme Court pointed out that these two 
physicians did not institute the proceeding, nor did 
they, or either of them, have anything whatsoever 
to do with the institution thereof. They were di¬ 
rected by the clerk of tlie court to perform an im¬ 
portant duty. In discharging it, they were not en- 


Workmen’s Compensation Act as Bar to Action for 
Malpractice Against Physician.—This was an action 
for damages for injuries caused by the alleged mal¬ 
practice of the defendant phy'^sicians. From a judg¬ 
ment in favor of the defendants, the plaintiff ap¬ 
pealed to the Supreme Court of Washington. 

The plaintiff, employed in an extrahazardou.*; 
undertaking, experienced a pain in his side and 
went to the defendant physicians for examination. 
The defendants recommended an operation for the 
repair of a bilateral hernia, which they subsequently 
performed. During the course of this operation the 
defendants, either through negligence or because 
the plaintiff was mistaken in tlie operating room 
for another patient of the defendants, severed the 
plaintiff’s vas deferens, that is, sterilized him. This 
action of the defendants was not reported to the 
department of labor and industries, so the plaintiff 
received no time loss or disability rating by reason 


if the severance of liis spermatic ducts. He ac- 
ordingly' decided to sue the defendants for mal- 
iractice to recover for such injury^ The defendants 
jontended that the plaintiff was limited in his re- 
;overy to an application for an award under the 
iVorkmen’s Compensation Act and that he could 
lot sue the defendants directly. 

The Supreme Court pointed out that the alleged 

;terilization operation had no connection with the 
industrial injurv sustained by the plaintiff which 
resulted in the bilateral hernia. Furthermore the 
defendants were not co-employees with the plain¬ 
tiff and bore none of the burdens imposed on an 
employer by the Workmen’s CompensaUon Ac^ 
Accordingly the court concluded that . 

reason why the pkinUff could not sue the defate 
physicians for their malpractice. Ju 
defendants w’as reversed. Shortridge o. 

P(2d) 277 (Washington, 1957). 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 

Tricuspid Stenosis: Clinical Features in Twelve 
Cases. T. Killip, III and D. S. Lukas. Am, J. Ivied. 
24:836-852 Qune) 1958 [New York]. 

The authors report obsers'ations on 12 patients 
with tricuspid stenosis. The histories of 5 patients 
are presented in detail to emphasize the variable 
manifestations of the lesion. The diagnosis of tri¬ 
cuspid stenosis was made clinically in 11 of the 12 
patients on the basis of a characteristic murmur 
and thrill and was confirmed by cardiac catheteri¬ 
zation. In 1 patient it was suspected on reriew of 
the catheterization data and was confirmed at post¬ 
mortem examination. Eleven patients had rheu¬ 
matic heart disease with multivalvular involvement; 
1 had isolated tricuspid stenosis of uncertain 
etiology. Four patients underwent mitral valvulo¬ 
plasty; 1 of these also had a tricuspid vaK-ulopIastj'’. 
One patient had only a tricuspid valvuloplash'. 
Another patient died while being prepared for 
surgery', and autopsy was obtained. The diagnosis 
therefore was confirmed anatomically in 4 patients 
—by surgery in 2 patients and at autopsy in another 
2, All but 1 of the patients were women. Five had 
a history' of polyarthritis or chorea in childhood. In 
9 murmurs had been detected prior to age 16. The 
ages of the patients ranged from 2-3 to 52 years. 

The most striking clinical feature was a charac¬ 
teristic diastolic murmur with a thrill in the 3rd, 
4th, and 5th intercostal spaces to the left of the 
sternum. The increase in intensity of the murmur 
during inspiration and the decrease during e.xpira- 
tion aided in identifying the murmur and differen¬ 
tiating it from that of mitral stenosis. The intensity 
of the munnur varied with respiration in the same 
manner as the transvah'ular diastolic pressure 
gradient. An opening snap of the tricuspid valve 
was heard in only 3 cases. Dyspnea, fatigue, and 
edema were the most -common symptoms, but the 
resulting disabilitj' was quite variable. Recurrent 

Tlie place of publication of the periodicals appears in brackets pre- 
cedini: each abstract. 

Periodicals on file in the Librarj* of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individuals In continental United States or Canada who 
mbscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Librar>', American Medical Association/’ Periodical files 
cover 19-<9 to date only, and no photoduplication sers’ices arc as'aiJable. 
N’o charge is made to mL*ml>ers, but the fee for others is 15 cents in 
stamps for eadi item. Only three periodicals may be borrowed at one 
time, and thej' must not be kept longer than five d3>’s. Periodicals pub¬ 
lished by llie American Medical Association arc not a\’anable for lending 
1ml can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


ascites w'as present in 3 patients. The right atrium 
was enlarged in every patient but was massive in 
only 3. The largest right atria, the severest right 
atrial hj'pertension, and the greatest tendency to 
develop edema were associated wdth coexisting 
tricuspid insufficiency, multivalv'ular disease, and 
atrial fibrillation. Tall P waves, often taller than 
the QRS complex in lead V,, and low QRS com- 
ple.\es w'ith an rsr' pattern in lead Vi were common 
features of the electrocardiogram. The pulmonaiy 
vascular pressures and resistance in patients with 
mitral and tricuspid stenosis w'ere low'er than in 
patients with a similar degree of mitral stenosis 
alone. Pulmonary venous hx'pertension, however, 
w'as not entirely prevented, and most of the patients 
had pulmonary congestive sx-mptoms of mitral 
stenosis, including orthopnea. The failure of 1 pa¬ 
tient to improve after mitral vaK’uloplasty’ was 
attributed to the tricuspid stenosis. 

Torulosis (Cryptococcosis): Case with Involvement 
of Lungs, Central Nervous System and Probably 
Veins. J. Pelaez and J. S. Cuadrado. Rev. din. 
espan. 69:97-102 (April 30) 1958 (In Spanish) [Ma¬ 
drid]. 

Torulosis involves by preference either or both 
lungs and the central nerv'ous system and may in¬ 
volve other organs. No case of torulosis with pri¬ 
mary localization in the veins has hitherto been 
reported. A patient w'as hospitalized for treatment 
of painful migratory phlebothrombosis of the legs 
of 6 months’ duration. The veins of the legs were 
painful on palpation and felt like hard cords. Anti¬ 
coagulant, antibiotic, and antispasmodic drugs re¬ 
lieved the pain. On the second day of hospitalization 
the patient complained of an acute headache. He 
became stuporous. Examination of the fundus of 
the eye showed bilateral papillary stasis. There was 
neither cough nor sputum. Roentgenologic exami¬ 
nation of the thorax showed a tumor in each lung. 
An electroencephalogram showed abnormalities 
suggestive of cerebral metastases. A second roent¬ 
genogram of the thorax, taken 5 weeks after the 
first, showed rapid grow'th of the pulmonary tumors. 
Late in the coiurse of the disease tlie patient de¬ 
veloped a sputum, in which, as w'ell as in cultures 
from the sediment of the cerebrospinal fluid, ToruJa 
histob'tica w'as identified. The patient grexv rapidly 
worse and died 2^ months after hospitalization. 
The authors believe that in this case torulosis w'as 
located primarily in the superficial veins of the legs 
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ancl was U ansferred to tlic lungs tl.rougl, |i,e Mood 
ajict to (he central nervous system through the 
toncuucncc of some unknown factor. 

T)ic Changes in Concentration of Cholesterol in 
the Serum of Hypertensive Patients During Anli- 
liypcriensive Therapy. Q. B. Doming, M. E. Hodes, 

/V s 24;8S2-892 

Ovnc) 19oS [New York]. 

The concentrations of total cholesterol in tlie 
serums of hypertensive patients have been reported 
to decrease during the administration of the Kemp- 
ncr rice diet, hydral.aKine, or pentolinium. Tlie 
present communic.'ition presents data concerning 
the changes in scrum cholesterol concentration and 
in blood pressure occurring in 21 hosiJitalized liy- 
perlensive patients during ticatment with reserpine, 
hydralazine, reserpine plus hydralazine, chlorisoda- 
mine, or mecaniylamine, TJiere were 38 treatment 
periods. The data obtained confirm earlier reports 
that serum cholesterol concentrations decrease 
during therapy with hydralazine or with ganglionic 
blockade. Tiiey' do not demonstrate a similar de¬ 
crease during administration of reserpine. A paral¬ 
lelism was apparent, in some patients, between 
changes in blood pressure and changes in choles¬ 
terol concentration. The possibility that t])ere may 
be a direct relationship between die 2 functions is 
suggested. 

Obscn'ations on the Behavior of Various Diagnostic 
Aids in Myocardial Infarction. B. R. Durant, G. N. 


Sept, 20, 


nase fere! invariably occurred. The causes lo, 
seuim glutamic pyruvate transaminase elevations 
were undoubtedly multiple, but centrolobufe 
necrosis of the liver was probably the most m- 
mon. liie C-reactive protein value proved to be an 
excellent, altliough nonspecific, indicator of mvo- 
cardial necrosis. WJiere enzymatic studies are not 
available, it would appear to be superior to fe 
erythrocyte sedimentation rate in following tk 
course of an infarction. A battery of enzymatic 
and serologic studies in patients suspected of hav¬ 
ing sustained a myocardial infarction can be ex¬ 
tremely helpful. The tissue origin of serum glutamic 
oxaloacetic ti'ansaminase elevations can be more 
clearly delineated by concurrent serum glutamic 
P}'ruvate transaminase determinations. 

The Role of Salt in the Fall of Blood Pressun 
Accompanying Reduction in Obesit>’. L. K. Dahl 
L. Silver and R. W. Christie. New England J, Med 
258:1186-1192 (June 12) 1958 [Boston]. 

There is considerable evidence that the incidence 
of hypertension is significantly greater among obese 
adults than among nonobese persons. Numerous 
studies have been ''published indicating tliat when 
weight reduction is brought about in such patients 
a fall in the elevated blood pressure frequently 
follows. Some observers have expressed doubt that 
a decline in weight is responsible for a decline in 
the high blood pressure of obese subjects. One of 
the authors has been interested in the relation of 


Bowers Jr. and P. H. Twaddle. Am. J, M. Sc. 235: 
644-655 (June) 1958 [Philadelphia]. 

Twenty-five patients admitted to the Hartford 
(Conn.) Hospital with the clinical diagnosis of 
myocardial infarction were studied with serial 
determinations of serum glutamic oxaloacetic 
transaminase, serum glutamic pyruvate transami¬ 
nase, lactic acid dehydrogenase, and C-reacRve 
protein, as well as erythrocyte sedimentation rate, 
leukocyte count, and electrocardiograms. Twenty^- 
two of the 25 patients were considered to have had 
a myocardial infarction. Six of the patients died, 
and in all the diagnosis was confirmed at autopsy. 

It was found that the lactic acid dehydrogenase 
values run parallel to the serum glutamic oxaloa¬ 
cetic transaminase values and offer little additional 
aid in establishing the diagnosis of myocardial 
infarction. Lactic acid dehydrogenase - remained 
elevated longer than the serum glutamic oxaloa¬ 
cetic transaminase in less tlxan 50% of tlie cases. 
Abnormal serum glutamic pyruvate transaminase 
activity was noted in 50% of the cases. No consistent 
relationship of the serum glutamic pyruvate trans¬ 
aminase to the serum glutamic oxaloacetic transam¬ 
inase was noted. When clinical shock complicated 
a myocardial infarction, regardless of its size, ele- 


sodium to the hypertensive process in human be¬ 
ings, not only in the mechanism by which sodium 
restriction produces its blood-pressure-lowering 
effect but also, more particularly, in the accumu¬ 
lated evidence that excess sodium ingestion is the 
primary etiological factor in the development of 
essential hypertension. It was postulated that not 
weight loss but curtailment in salt intake was the 
effective means of lowering blood pressure in an 


lesity-reduction program. The 12 ambulatory 
ult patients in this study were hospitalized on a 
3 tabolic ward of the Brookliaven National Labo- 
tory'^ Research Hospital, Upton, N. Y., throughout 
e investigations reported here. Eleven patients 
id “essential” hypertension, which had been pres- 
it for 2 to 14 years. No patient had evidence of 
rious renal disease, and none had had heart failure 
■ edema. All had negative phentolamine tests tor 
leochromocytoma. The patients were about o 
)0% in excess of their ideal xx'eigbt. The 1- 
ibiect was a grossly obese woman of 5..'' 
eighed 179 kg. (394 lb.) during ^troj peno, 
weight more than 3 times her ideal. The lag 
; essential hypertension in this Pf f 


blood pressure in such a patient. 
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The authors aimed to make but a single change 
at a time in the regimen—that is, in calories or salt 
—so that the effects of changes could be separated 
clearly. Fall of blood pressure appeared to be 
closely correlated with curtailment of sodium 
chloride. Tlrere was some ewdence that the obese 
h\Tiertensive subject was more sensitive to salt 
restriction than the nonobese. It was suggested that 
the obese person, in eating more food, also ate 
more salt and hence had more hypertension; in 
obesity reduction, salt as well as calories ordinarily 
were reduced, and it was the salt restriction, not the 
caloric restriction, tliat was the effecth’e agent in 
lowering blood pressure. 

Role of Dietary Sodium in Essential Hypertension. 
L. K. Dahl. J. Am. Dietet. A. 34:585-590 (June) 1958 
[Chicago]. 

The National Research Council gives the average 
salt intake for the normal adult as 7 to 15 Gm. per 
day (2.8 to 6.0 Gm. of sodium). The author shows 
that, while metabolic balance can be maintained 
on a few hundred milligrams of sodium daily, the 
average intake in our society commonly appears 
to exceed this by a factor of about 20. Individuals 
and societies have been found to thrive on salt 
intakes far below current levels; thus, it is unlikely 
that high-salt ingestion is based on need. It seems 
probable that the salt appetite of human beings is 
an induced one, based largely on social custom 
and habit, much as is the use of tobacco and alco¬ 
holic drinks. Evidence that sodium plays a primary 
role in the causation of essential hypertension in 
human beings is considerable and is based on (1) 
production of hj'pertension in animals by excess 
salt feeding, (2) relief of human hs^ertension, in 
some cases, by salt restriction, (3) low incidence of 
hypertension among racial groups and individuals 
on low-salt diets, and (4) high incidence of hyper¬ 
tension among groups and individuals on high-salt 
diets. In another paper the author had recom¬ 
mended that, for the individual without a family 
history of hypertension, a maximum intake of 5 Gm. 
of sodium chloride (2 Gm. of sodium) per day be 
eaten; for those with a family history' of the disease, 
not more than 500 to 1,000 mg. of sodium chloride 
(200 to 400 mg. of sodium) per day' should be 
allowed. 

The Arterial Hypertension of Atherosclerosis. C. 
Lian. Presse med. 66:933-935 (May 24) 1958 (In 
French) [Paris]. 

Clinical experience seems to show that the 
arterial hypertension of atherosclerosis is quite 
distinct from hypertensive disease properly so 
called. The increase in pressure in hypertensive 
disease affects both the systolic and the diastolic 
pressures, whereas in the hypertension of athero¬ 


sclerosis only' the systolic pressure is elevated and 
the diastolic remains normal. The functional dis¬ 
turbances found in these t\vo distinct types of 
hypertension are similar, but their underlying 
phy'siopathological mechanism is quite different. 
Hypertensive disease properly so called (essential 
or renal hypertension or endocrine hypertension) 
is due to generah'zed arterial hypertonia. The hy¬ 
pertension of atherosclerosis, which affects only the 
sy'stolic pressure, is due to the aortic sclerosis which 
interferes svith the stretching of the aortic wall 
during ventricular sy'stole, so that the lumen of the 
aorta is reduced and the dissipation of the intra¬ 
aortic systolic pressure is prevented. 

The two conditions can easily be differentiated 
by determination of the systolic and the diastolic 
pressures and by' taking into account the slight 
hypertension affecting only' the sy'stolic pressure 
that may appear in young subjects xvith hypersy’m- 
patheticotonia and tachycardia. The prognosis in 
cases in which the systolic pressure is equally in¬ 
creased depends on whether there is an elevation 
in the diastolic pressure and, if so, to what degree. 
The hypertension of atherosclerosis is, therefore, 
less grave than that of hypertensive disease prop¬ 
erly so called. Extracts of Rauwolfia serpentina 
have a beneficial effect on patients w'ith hyperten¬ 
sive disease, but produce little or no change in the 
hypertension of atherosclerosis, which is usually 
irreversible. Arterial sclerosis, however, though it 
cannot be reversed, can be held in check by various 
antiatherosclerotic measures, and its ischemic con¬ 
sequences can be alleviated by raubasine (Hydro- 
sarpan), one of the active principles of rauwolfia, 
and by certain vasodilating medicaments. 

The Prognosis of Infective Hepatitis: A Preliminary' 
Account of a Long-Term Follow-Up. E. R. Culli- 
nan, R. C. King and J. S. Rivers. Brit. M. J. 1:1315- 
1.317 (June 7) 1958 [London]. 

While it is generally agreed that the great ma¬ 
jority of patients who suffer from acute infective 
hepatitis make a complete recovery' v'ith no lasting 
damage to the liver, the condition may' relapse or 
recur. In a small proportion of patients serious 
destruction of liver parenchyma occurs, resulting 
in acute or subacute hepatic necrosis. Although tlie 
importance of uncomplicated infective hepatitis in 
the etiology of portal cirrhosis is not known, it must 
be considered as a possible long-term sequel to the 
acute attack. The medical records of a random 
sample of 1 in every' 5 soldiers who had had infec¬ 
tive hepatitis in the epidemic (July 1, 1942, to June 
30, 1943) during World War II were screened. The 
sample numbered 1,465, From the total were de¬ 
leted 78 men killed in action, 4 who died at the 
time of the acute attack, 6 who died of other causes, 
60 w'ho had had prewous arsenical injections for 
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the IrralmoMt of syphilis, and M who wore un- examined Th. 
traceahlo. Of Uie 1 293 men contnoted, 1,052 (81.4%) cmolnsized 

replied; 1,030 replies wore snlisfactory ' f'T r p ; 

Some palienl., have had a recrodescenee of symp- plicated tS m, 

hc'fo'; afiy" TheT‘’‘“: t ‘’"“"s ^ 

guie at 15/0, The figure in tlie present sample pancreas and ir 

cannot ho given, althongl, 85 (8.3%) of the patients of the head of , 

(ho lro'sDUiriMimos”^“'"° *™n''Joeml 

enc Jiospitai, at times varying from weeks to years. 

Approximately 267o of Ihc sample felt 100% fit ^ Ma.ssive Doses < 

immediately upon leaving the hospital, 68% at the Pessar and 1. W 

end of 1 month 87% at die end of 3 months, and 1268 (June) 195t 

Jo>o at die end of 1 year. Seven years after die . 

attack 33 (3.2%) of the patients stated tliat thev had ’ . ' 

never felt 100% fit since the acute illness. A studv jfeatment of hep 

of the hospital records revealed no instances of 

subacute necrosis progressing to portal cirrhosis. It y u'ere admit 

seemed possible in 1949 that the 9 men who had Jamaica a. i. 

complained of periodic slight jaundice ever since ^ 

their acute attack might be suffering from long- isone. c 

.standing mild subacute cirrhosis of the liver. This , oma and were tr 

same group in 1937, widi the e.vception of 1 man, Z?" 

stated that they now felt 100% fit, making it ex- ZfinP 

tremely unlikely that they had progressed to portal eve v^l^ 

cirrhosis. ' ‘ r" 
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examined. The importance of this simple test k 
emphasized. Serum amylase deteminations« 
to be of limited value. Thromboembolic signs com. 
plicated die course of the disease in 10 of 14 m 
dents with carcinoma of the body or the tail of L 
pancreas and in 4 of 15 patients with carcinoma 
of the head of the pancreas. The role of trjwink 
the thromboembolic process is discussed. 


Carcinoma of the Pancreas: A Clinical Study Based 
on 84 Cases, D, Birnbaum and J. Kleeberg, Ann. 
Int. Med. 48:1171-1184 (June) 1958 [Lancaster, Pa.]. 


Ma.ssive Doses of Cortisone in Hepatic Coma. 1 
Pessar and J. W. Hessing. Ann, Int. Med. 48:1254- 
1268 (June) 1958 [Lancaster, Pa.]. 

Corticotropin or cortisone have been used in the 
treatment of hepad'e diseases, but the results have 
been controversial. The authors report 6 patients, 
u'lio were admitted to Queens General Hospital’ 
Jamaica, N. Y., in hepatic coma, resulting from 
advanced portal cirrhosis, and wlio were treated 
with cortisone. Some of these patients relapsed into 
coma and were treated again. In all, 10 episodes of 
hepatic coma were treated. The regimen employed 
was as follows: the administration of 250 mg. of 
cortisone every 6 hours for from 1% to 2 days; then 
250 mg. every 12 hours for from 1 to 2 days; then 
250 mg. daily for from 1 to 2 days. The' drug was 
then withdrawn. In addition to cortisone, each 
patient received such supportive tiverapy as 5% 
dextrose solution by intrav'enous injection, electro¬ 
lytes as needed, vitamins, blood (if bleeding), and 


Tlie authors analyze ethnic, clinical, laboratory, 
and pathological features in 84 patients with pri- 
marj' carcinoma of the pancreas whose cases were 
collected from 3 hospitals in Israel. The disease 
occurred mainly in Jews from European countries 
and rarely in those from Oriental or African coun- 
ta’es. Anorexia, loss of weight, weakness, and pain 
were the most frequent s>Tnptoms, Psychological 
changes vvere present in 10 patients. Jaundice ap¬ 
peared chiefly in patients with malignancies in the 
head of the pancreas. Painless jaundice was rare. 
Only about half of the patients with jaundice had a 
distended gallbladder. In 15 of 62 patients roent¬ 
genologic examination of the gastrointestinal tract 
suggested a disorder of the pancreas by revealing 
displacement or deformities of neighboring organs. 

Laboratory tests frequently showed an increase 
in the erythrocyte sedimentation rate. Hypergly¬ 
cemia was found in nearly half of the patients; its 
incidence did not seem to be influenced by the loca¬ 
tion of the malignancy within the organ. The 
cholesterol level of the serum was found to be 
increased in about 75% of the patients examined. 
The alkaline phosphatase level of the serum was 
increased in the majority of patients with jaundice 
but in only 2 of those without jaundice. No correla¬ 
tion could be established between the cholesterol 
and alkaline phosphatase levels and the bilirubi- 
nemia. Examination of the feces demonsti*ated ex¬ 
ternal pancreatic insufficiency in 38% of the patients 


antibiotics. All patients were given 3 to 6 Gm. of 
potassium chloride daily, either by mouth or intra- 
v'enously; the exact amount depended on the serum 
piotassium levels. With the exception of 1 patient 
who was inadequately treated, all came out of coma 
dramatically and quickly. In 2 instances relapses 
into coma responded promptly to the same therapy. 
All 6 patients showed evidence of advanced hepatic 
damage, and all eventually died of various compli¬ 
cations of cirrhosis, including coma. It is felt that 
a continued trial of high doses of corb'sone in 
hepatic coma is warranted. 


Suppurative Lymphadenitis Due to B.C.G, {Study 
Based on 30,000 Vaccinated Subjects). R. Maude, 
C. Fillastre and A. Herrault. Rev. tuberc. 22:165- 
173 (Feb.-March) 1958 (In French) [Paris]. 


This study, which is based on findings obtained 
29,898 controlled subjects, mostly children, deals 
ith the’occurrence and frequency of suppwratue 
mphadenitis due to BCG. Suppurative lympiw- 
mitis was observed in 96 patients [0.52%), hut 
lildren less than 2 years old the percentage was 
stinctly higher (1.24%). Lyunphadenitis generally 
icurs only once; it has never been observed as . 
te recurrence at the site of a previous 
ppuration. All the BCG strains studied up to rn 
■esent time have caused suppurative l^ph^ 
tis. The authors show that tire dose of 
iministered is more important than the manne 
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vaccination—a finding which has great practical 
significance. Undoubtedly many of the cases of 
l)Tnphadenitis observed in vaccinated children, 
away from the specialized centers, were due to an 
e.vcessive dose of vaccine and could, therefore, have 
been at least partially avoided. 

A Review of Werner’s Syndrome, wtli a Report of 
the Second Autopsied Case. J. K. Perloff and E. T. 
Phelps. Ann. Int. Med. 48:1203-1220 (June) 1958 
[Lancaster, Pa.]. 

Werner, in 1904, described the sjmdrome of 
■‘cataract in connection with scleroderma.” Thirtv'- 
sLv years earlier Rothmund had described cataracts 
in association with a peculiar degeneration of the 
sldn among the consanguineous populations of 3 
Bavarian wllages. MOiile some liters made no dis¬ 
tinction between these 2 syndromes, others, par¬ 
ticularly Thannhauser, distinguished the skin 
changes in Werner’s syndrome from those of sclero¬ 
derma, reemphasized the differences between 
Werner’s and Rothmund’s sjmdromes, and discussed 
4 other distinct but apparently related disorders: 
cataracta dermatogenes, hereditan' ectodermal 
dysplasia, dystrophia myotonica, and progeria of 
cliildren witli nanism (Hutchinson-Gilford sjm- 
drome). In this paper the autliors report a classic 
case of Werner’s sjuidrome which came to autopsy 
after several years of clinical obser^’ation. Except 
for a study published 15 years ago, there has been 
no autopsy study on a patient witli this sradrome. 

Tlie patient, a man, was seen in August, 1953, at 
the age of 47 years. He was said to have been un¬ 
derweight and undersized since adolescence. Tight, 
dr}’ skin, especially of the lower extremities, was 
noted at the age of 11 or 12 years, and callosities 
of the soles appeared in sequence. At the age of 30 
the first of recurrent, indolent ulcers became mani¬ 
fest on the malleoli and achilles tendons. Three 
years later rapidly progressive bilateral cataracts 
appeared, and the following year, at the age of 34, 
loss of potentia coeundi occurred, with initial re¬ 
tention of libido. At the same time baldness began, 
with canities and a decrease in axillar}', pubic, and 
facial hair. Thereafter the pitch of the voice became 
higher, and its strength diminished. About the latter 
part of his 4tli decade tire patient began to drink 
progressively larger amounts of alcohol to relieve 
the pain of the ulcers. He was admitted to the Dis¬ 
trict of Columbia General Hospital, Washington, 
D. C., where the diagnosis of Werner’s s\’ndrome 
was established. Two years later he began a series 
of readmissions to that hospital for bilateral cata¬ 
ract e.xtractions, bilateral lumbar sympathectomies, 
.skin grafts at the site of indolent ulcerations, and 
finally, in 1953, a Smith-Bennett midleg amputa¬ 
tion. There was, in addition, an admission in 1951 
for right upper lobe pneumonia and melena, after 
which the patient stopped drinking. Because of the 


progressive disabilit}’, further care was arranged at 
the Washington Home for Incurables, from which 
subsequent admissions were made to Georgetow’n 
Universit}' Hospital. 

Neither the autopsy study in this case nor that in 
the prev’ious one e.xplained the etiolog}’ of AVemer’s 
syndrome. The ev’idence obtained seems to exclude 
the endocrine glands as etiologically fundamental. 
Werner’s syndrome apparently is a hereditar}’ “abio- 
trophic” disorder which appears either as the iso¬ 
lated forme fruste or as a profound somatic dis¬ 
turbance of the complete disease state. The authors 
call attention to the relative frequency of neoplasia, 
particularly sarcoma, in AA^emer’s sv'ndrome. 

Observations and Considerations of a Case of Idio¬ 
pathic H}’perlipemia. P. Nazzaro and B. Rossi. 
Policlinico (sez. prat.) 65:723-731 (May 12) 1958 
(In Italian) [Rome]. 

The authors report a woman, 50 years of age, 
with idiopathic h}’perlipemia, characterized by high 
serum lipid level, milk-white serum, and optical 
densit}' of the plasma. 'The patient complained of 
xanthomatous t^q^e of sldn lesions for 4 years and 
of sporadic attacks of abdominal pain for 2 years 
before this study began. Somnolence and mental 
confusion appeared after meals. 

'The patient was placed on a restricted diet and 
treatment with phenylethylacetamide. The drug 
w’as given in daily doses of 3.2 Cm. for 7 weeks and 
of 2.4 Cm. for the following 8 weeks. The serum 
cholesterol level decreased from the initial value 
of 1,020 mg. per 100 cc. to the normal value after 
5 weeks of medication; the value increased again 
after the daily dosage of phenylethylacetamide was 
reduced to 2.4 Cm. The optical densit}’ of the 
plasma similarly decreased to almost within the 
physiological limits behveen the 3rd and the 5th 
week of treatment; the value increased again after 
that. The drug therapy also caused decrease in body 
weight, improvement in the skin lesions, and cor¬ 
rection of psychic disturbances. Administration of 
heparin contributed to the amelioration of the 
psychic state, which deteriorated again, although 
not as severely as before, 6 months after the discon¬ 
tinuance of therapy w’ith phenylethylacetamide. 

Early Results of Isoniazid Therapy in Relation to 
the Active Isoniazid Level in the Serum (A Study 
of 100 Cases). J. N. A^ivien, R. Thibier, J. Grosset 
and A. Lepeuple. Rev. tuberc. 22:208-222 (Feb.- 
March) 1958 (In French) [Paris]. 

Isoniazid is transformed in the human organism 
into several derivatives which are almost all inac¬ 
tive against Mycobacterium tuberculosis. Measure¬ 
ment of its active fraction, which cannot be arrived 
at by the current methods of chemical assay, can 
be accurately made by methods of biological as¬ 
say. The characteristics of the active isoniazid 
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l-.G flcgiTtvs- or 43%. There were 3 significant rea- 
•sons for (his rogro.ssion. Inadequate immobilization 
Irom inefficient use of tlie brace (Ijecause the par- 
outs loosened the apparatus) was responsible for 
an early loss m specific instances. Some operations 
were inadequate because the exposure was not 
wide enough, the soft parts were not thoroughly 
lemovcd, or the facets were not fused. Homogenous 
bone proved to be less salutary than autogenous 
bone in providing a solid fusion. P.seudarthro.ses 
occurred in 34 (39%) of the 87 patients; of these, 17 
were repaired. The incidence of pseudarthrosis did 
not .show significant variation with regard to .se.x. 
Ihcie were more failures of fusion in patients with 
idiopathic curves tlian in those with paralytic 
curves. A few of the best results were early ones 
when ambulation was permitted at 2 months. Later, 
patients who were kept in bed for 6 months with¬ 
out facet fusion had a higher percentage of pseu- 
darthrosis than those in whom fusion was recently 
done, with dcsti-uction of the posterior articula¬ 
tions, but who had bed rest for only 4 or 5 months. 

In the treatment of scoliosis, it is important to 
think of the posture, liealth, and function of the 
patient and not merely of straightening the shad¬ 
ows seen in the roentgenograms. One is constantly 
faced with the problem of when to operate. It is 
unwise to fuse unnecessarily when the jratient is 
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aithrodesis. Ambulation, too, was possible muds 
earlier m patients with compression arthrodesis h 
patients in whom fusion of the knee joint was 
necessitated by a condition involving difficulties 
such as tuberculosis, union occurred in all 5 op¬ 
erated on by the compression technique, but it 
occurred in,only 17 (75%) of the 22 patients sub¬ 
jected to conventional arthrodesis and requUed 
nearly twice as long. Only 4 patients with neuro¬ 
genic arthropathy (Charcots disease) were op¬ 
erated on, and union was slow in the 2 in whom 
the compression technique %vas used, while union 
did not occur in the other 2 who were subjected 
to conventional arthrodesis. In 12 patients with 
severe fractures involving the knee joint who were 
operated on by the compression technique, a longer 
time for union was required than the over-all av¬ 
erage. This delay was probably caused by die 
amount of sclerosis which developed as a result of 
tlie trauma and impaii-ment of the blood supply. 
Chapehars method of intramedullary fixation across 
the knee joint has not been tried at the Campbell 
Clinic; hou'ever, the principles of this method are 
in accord with the contemporary concepts of the 
requirements for arthrodesis and fracture healing. 
In the 1 patient treated by the Henderson tech¬ 
nique (parallel Knowles pins), the joint united 
promptly. When the compression apparatus is cor- 


\'ery young. It is also unwise to neglect the patient 
.so long that disastrous, irreversible changes de¬ 
velop. There is no justification for withholding op¬ 
eration from a growing child because of fear of 
complications and changes that might occur with 
further growth. Tlie Milwaukee brace relieves the 


rectly used in arthrodesis of the knee, the patient 
is spared much morbidity, discomfort, and disabil¬ 
ity. It is evident that compression artlirodesis of 
the knee joint possesses many advantages over the 
conventional method of arthrodesis, both to the 
patient and to the surgeon. 


surgeon of the chore of making a huge operative 
cast. It is more comfortable for the patient than 
the cast and lessens some of the objections to the 
operation. With the method of correction and fixa¬ 
tion simplified, it would seem logical to operate 
earlier on the progressive curves and thus diminish 
the duration of treatment and the ultimate de¬ 
formity for a greater number of childien. 

Compression in Arthrodesis: A Comparative Study 
of Methods of Fusion of the Knee in 93 Cases. 
M. J. Stewart and W. G. Bland. J. Bone & Joint 
Surg. 40A:585-606 (June) 1958 [Boston]. 

Of 93 fusion operations of the knee joints which 
were performed at the Campbell Clinic in Mem¬ 
phis, Tenn., 63 were conventional arthrodeses, and 
30 were performed with the aid of the compression 
method. Key's method of compression was used for 
the fix'st 5 comirression arthrodeses, and the Charn- 
ley clamp was adopted for the other 25 compres¬ 
sion operations. The average time required for 
clinical and roentgenographic union in the patients 
subjected to compression arthrodesis was less than 
half as long as that in patients with conventional 


A Follow-up Study of the Treatment of Scoliosis. 
J. C. Risser and D. M. Norquist. J. Bone & Joint 
Surg. 40A:555-569 (June) 1958 [Boston]. 


The authors report follow-up studies on 242 pa¬ 
tients with scoliosis who were operated on. Sevent)'- 
five of these had paralytic scoliosis resulting from 
poliomyelitis, and 167 had idiopathic scoliosis with 
much evidence pointing to metabolic deficiencies, 
and, therefore, the tenn “metabolic scoliosis” was 
coined for these. The group of patients with para¬ 
lytic scoliosis was almost equally divided between 
male and female patients, but only 20% of fhe pa¬ 
tients with metabolic scoliosis were males. The 
average postoperative period was 6 years, the long¬ 
est being 20 years. The method of spine fusion 
used was the Hibbs subperiosteal dissection. For' 
cible correction of the scoliotic defoimity is possible 
by the combination of parallel tmetion and a er< 
bending in tlie turnbuckle jacket with anteropos 
terior hinges or by the same forces with the add- 
tion of localized posterolateral pressnre on the 
apex of the rib angulation m the localizer c - 
twnbuckle jacket was applied postoperatively 
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177 patients and a localizer cast to 62. Since in¬ 
crease of the scoliotic deformity' occurs \vith groivth 
of the spine, prevention must begin with the mild 
cun’es before vertebral growth is completed. One 
hundred seventy-one patients had not completed 
their spinal growth when treatment was started; 
in this group only 2 patients were observed whose 
deformities at follow-up were worse than at tlie 
start of the treatment. Prevention of increasing de- 
formit)' was not a problem in the remaining 71 
patients in whom vertebral growth was complete 
at the start of the treatment. 

Correction of the existing deformity and mainte¬ 
nance of this correction were problems in both 
groups. The amount of correction obtainable in 
patients with scoliosis depends on the fle.xibOity of 
the spinal joints. Of 177 patients treated in the tum- 
buckle jacket, 127 (72%) obtained good to excellent 
results, with total correction (average recumbent 
correction and, in addition, forcible correction) of 
from 10 to more than 20 degrees maintained. Forty- 
eight (77%) of the 62 patients treated in the localizer 
cast obtained good to excellent results. Poor selec¬ 
tion of the fusion area, mth the result that the 
fusion was either too long or too short, was the 
first cause to explain the postoperative loss of the 
initial correction. Moderate or severe loss of this 
type (33%) was obser\'ed in patients treated in the 
turnbuckle jacket but not in those treated in the 
localizer cast. The second cause for a loss of correc¬ 
tion was an inefilcient cast which did not hold the 
correction after spine fusion. This “holding loss” 
was greater in the patients treated in the tum- 
buckle jacket than in those treated in the localizer 
cast. The third cause of loss of correction was 
pseudarthrosis; the greatest losses of correction 
occurred in its presence. The incidence of pseu¬ 
darthrosis was greater in patients with the more 
severe deformities and also greater in those wth 
paralytic scoliosis (23 [31%] of 75 patients) than 
in those wth metabolic scoliosis (31 [19%] of 
167 patients). Pseudarthroses were explored and 
were repaired in 23% of the patients .treated in the 
turnbuckle jacket and in 17% of those treated in 
the localizer cast. Early recognition and repair of 
pseudarthrosis or extension of a fusion area which 
is too short prevent further loss of correction and 
increasing deformity in those patients in whom 
vertebral growth is not yet complete. 

Experimental Ligation of the Internal Mammary 
Artery and Its Effect on Coronary Occlusion. D. C. 
Sabiston Jr. and A. Blalock. Surgery 43:906-912 
(June) 1958 [St. Louis]. 

Enthusiastic reports have been received from Italy 
about the ligation of the internal mammars’ artery 
in the treatment of coronary' arterial insufficiency, 
and the procedure has also been advocated in this 


country. The authors investigated in animals the 
volume of blood fiowmg through the internal 
mammary' artery after acute and chronic ligation 
and studied the role of this procedure in protecting 
the heart subjected to ligation of a major coronary' 
artery. The volume of blood flow in the internal 
mammary' artery' was determined after experimental 
ligation of this vessel in the second intercostal space 
in 3 groups of dogs. The flow was measured im¬ 
mediately after ligation in some experiments and 
after an interval of weeks in others. The volume of 
flow was. found to be quite small both times, mth 
correspondingly low values for back-pressure and 
back-flow. Smdl arterial communications between 
the internal mammary branches and the perivas¬ 
cular arteries along the great vessels entering the 
heart could be demonstrated by injection tech¬ 
niques, although no protection of the heart against 
deliberate ligature of the anterior descending coro¬ 
nary' artery' was found. Blood flow in the internal 
mammary' artery was significantly increased in the 
chronic preparation, in those experiments in which 
concomitant ligation of the remaining branches of 
the subclavian artery' was performed. Despite the 
increase in flow, back-pressure, and back-flow con¬ 
sistently observed rmder these circumstances, no 
protection appeared to be offered the heart when 
challenged by h'gation of the anterior descending 
coronary artery. It is concluded that the volume of 
blood flowing through the internal mammary' ar¬ 
tery' after ligation in the second intercostal space is 
quite small and that the procedure does not protect 
against experimental coronary' occlusion. 

Experiences with Myocardial Eevascularization by 
Division of the Internal Mammary Arteries. R. P. 
Glover, J. R. Kitchell, R. H. Kyle and others. Dis. 
Chest 33:637-657 (June) 1958 [Chicago]. 

Experiences of Italian investigators \rith ligation 
of the internal mammary' arteries in patients with 
myocardial infarcts induced the authors to investi¬ 
gate this treatment first in ex-periments on dogs. 
Later they performed the operation on 92 patients 
(73 men and 19 women). The performance of a 
bilateral dii'ision of the internal mammary arteries, 
as compared with other surgical procedures for 
cardiac disease, is safe, simple, and innocuous. Yet, 
although the technical risk is neghgible, one must 
remember that the disease being treated is highly 
lethal. Fifty of the authors’ patients have been fol¬ 
lowed up for from 1 to 5 months and form the basis 
of this initial analysis. By conservative clinical 
evaluation 34 (68%) of these 50 patients either lost 
their sjmptom of pain or were immeasmably re¬ 
lieved of their discomfort. The remainder were 
unimproved. Objective evidence of clinical im¬ 
provement lagged well behind the obser%-ed clin¬ 
ical improvement. In 13 (26%) of the patients the 
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electrocardiographic tracings, taken 1 month or 
moie after surgery, s})o\\’ed obvious improvement 
and the same miglit be said of 9 (18%) of the bal¬ 
listocardiographic studies obtained. Both electro¬ 
cardiographic and ballistrocardiographic evidences 
ol improvement occurred on only 1 occasion in the 
•same patient. Objective signs for the better were 
present in 22 {427c) of the patients. 

The studie.s reported confirm the findings of tlie 
Italian investigators. However, considerable reser¬ 
vation as to the ultimate place of this surgical pro¬ 
cedure is warranted. Whether it will eventually 
remain as a surgical entity on its own merits or 
whether it will be used as an adjunct to other sur¬ 
gical techniques cannot be decided until much more 


investigative work, both e,\j)erimcntal and clinical, 
has been carried out. 

Successful Resuscitation in Acute Myocardial In¬ 
farction with Ventricular Fibrillation. D. K. Bloom¬ 
field and j. A. Mannick, New England J. Med. 
258:1244-1247 (June 19) 195S [Boston]. 

The authors report the case of a young man who 
suffered acute myocardial infarction with subse¬ 
quent cardiac arrest and ventricular fibrillation. He 
was successfully resuscitated by thoracotomy, car¬ 
diac massage, and electric defibrillation. In none 
of the 3 patients reported in the medical literature 
in the past 2 years, in whom ventricular fibrillation 
developed presumably as a result of acute myo¬ 
cardial infarction and who were successful!)' re¬ 
suscitated by thoracotomy, cardiac massage, and 
defibrillation, was the diagnosis of acute myocardial 
infarction fully established prior to the institution 
of resuscitative measures. Electrocardiograms taken 
later showed the pattern of infarction. The authors’ 
patient was discharged, fully ambulatory, on the 
39th hospital clay. Tlie prognosis in the case re¬ 
ported to date seems favorable. The patients of 
Beck and associates and of Reagan, Young, and 
Nicholson are reported as well and active 2 and 4 
years, respectively, after resuscitation by cardiac 
massage. 

Postoperative Venous Thrombosis and Pulmonary 
Embolism in Lung Surgery. G. Merlo. Minerva 
chir. 13:511-516 (May 15) 1958 (In Italian) [Turin, 
Italy]. 

The author analyzes the postoperative complica¬ 
tions of venous thrombosis and pulroqnaiy em¬ 
bolism which affected 14 of 480 patients, aged be¬ 
tween 45 and 62 years, who underwent lung sur¬ 
gery. Phlebotbrombosis was present in 9 patients 
(1.87%) and involved 6 times the veins of the left 
leg twice those of the right leg, once both legs, 
and once the left arm. Seven patients were op¬ 
erated on for carcinoma, 1 for echinococcus cyst. 
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and 1 for bronchogenic c)'st.- Phlebothrombo^k 
manifested itself between 8 and 21 days after tie 
operation. The period between the appearance of 
the first symptoms and the remission of phlebo- 
thrombosis varied between 6 and 13 days Pul 
monary embolism appeared in 1 patient’wit!, 
phlebotbrombosis 2 days after the latter disorder 
developed, and the patient died shortly afterward. 
Seven patients had arterial hypotension. Electro¬ 
cardiographic patterns of the patients showed no 
significant alterations. Pulmonary embolism de¬ 
veloped in 5 patients (1.02%) who had undergone 
lung surgery. Two were operated on for carcinoma, 
2 for bronchiectasis, and 1 for chronic abscess. The 
period between the operation and the appearance 
of pulmonary embolism varied between 5 and 46 
days. The embolism developed mostly a few weeks 
after the intervention and ran a fatal course in all 
5 patients. Tlie proportion of patients in this series 
in whom phlebotbrombosis developed as a post¬ 
operative complication to king surgery is similar to 
that which usually follows o&er types of surgical 
treatment. Consequently, lung surgery is from this 
point of view no more liazardous than any other 
t)'pe of operation. 

\ 

The Surgical Treatment of Pulmonary Tuberculosis 
in the Mentally III; A 5-Year Study of 403 Resec¬ 
tions. A, Mowlem, C. }. Connolly and B, Zimmer- 
mann. Surgery 43:913-925 (June) 1958 [St. Louis], 

The authors present a review of the surgical ex¬ 
perience obtained from 403 pulmonary resections 
perfonned on 338 patients during a 5-year period 
from July 1, 1952; when tuberculosis therapy at 
Anoka State Hospital became a cooperative effort 
with the department of surgery of the Universib 
of Minnesota, to June 30, 1957. The patients were 
adult psychotic and mentally defective individuals 
transferred to Anoka from the 10 mental insh'tutions 
in Minnesota. They were referred on the basis ol 
positive cultures of gastric washings or suspected 
lesions on roentgenograms. Upon arrival 6 con¬ 
secutive cultures of gasriic washings were obtained 
prior to instituting antibiotic therapy. Patients with 
minimal disease, whose lesions regressed progres¬ 
sively within 2 or 3 months after institution of 
medical therapy and whose lesions eventually dis¬ 
appeared, were not considered surgical candidates. 
Patients whose lesions regressed after a few montbs 
of antibiotic administration to small and stable 
nodular residuals without open cavities were op¬ 
erated on, and their lesions excised. Patients wtli 
active endobronchial tuberculosis were not op¬ 
erated on until these lesions healed. When possib . 
surgery was also deferred on patients with 
cavlies until these became smaller, became sfflW 

off from the tracheobronchial tree, or healed i 

ing only small solid residual foci. Patients 
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positive gastric cultures at tlie time of the proposed 
operation were not operated on e.xcept when theii- 
lesions enlarged despite antibiotic treatment and 
the need for prompt removal of the focus of spread 
became e\'ident. Patients with far-advanced bi¬ 
lateral lesions too extensive for resection without 
sacrifice of inordinate amounts of functioning pul- 
monarj' tissue were not operated on and were 
treated medically. Planigraphy, bronchoscopy, 
bronchography, and other diagnostic procedures 
were utilized when Indicated in tlie evaluation of 
e.\-tent of disease prior to operation. 

The results reported represent follow-up periods 
of from 5 years to 4 months. Two hundred eighty- 
nine segmental resections, 67 lobectomies, 23 pneu¬ 
monectomies, and 24-wedge resections were carried 
out in unilateral, staged bilateral, and bilateral 
simultaneous procedures, wth an over-all opera¬ 
tive mortality rate of 8.2% and a patient mortality' 
rate of 9.7%. Of the 33 surgical deaths, 16 occurred 
within 1 week, and 17 occurred later. Seven of the 
early deaths were caused by acute respiratory em¬ 
barrassment and pulmonary edema. The need for 
accurate preoperative evaluation of pulmonarj' 
function by differential bronchospirometric and 
otlier studies in cases being evaluated for extensive 
resecfa'on is evident. Aside from these 7 cases, no 
relationship was’ evident betsveen the extent of 
resection and deaths. Postoperative pneumonitis 
accounted for 8 deaths. Of tlie patients with com¬ 
plications attributable to the pulmonary resections, 
51 recovered, whereas 5 still have complications. 
Four of these 5 have postoperative spread and late 
reactivation, and 1 has an occult bronchopleural 
fistula and is awaiting a thoracoplasty'. The neces¬ 
sity' for operating on some patients in a group such 
as this on the basis of roentgenologic findings alone 
is demonstrated by the finding of active disease in 
resected specimens of patients who had never had 
positive gastric cultures preoperatively. 

End Results in the Treatment of Gastric Cancer. 
G. McNeer, W. Lawrence Jr., M. P. Ashley and 
G. T. Pack. Surgery 43:879-896 (June) 1958 [St. 
Louis]. 

Tliis study deals with the end-results obtained 
in patients with adenocarcinoma of the stomach 
seen by members of the gastric service of the Me¬ 
morial Center for Cancer and Allied Diseases in 
New York in the years from 1931 through 1955. 
Some form of operation was performed on 1,315 
patients, that is, on 81% of the 1,623 patients ob¬ 
served. Due to the pessimistic view toward cancer 
of the stomach in the earlier period (1931 through 
1940), only 65.8% of the patients were considered 
suitable for surgical treatment. In contrast, 90.8% 
of the patients seen in the years from 1951 through 
1955 were deemed to have operable disease. In the 


earlier years (1931 through 1940), resection was 
rarely performed except with the intent of cure, 
and was carried out in 15,5% of all the patients 
seen. The frequent performance of some form of 
bj'pass procedure, such as gastrostomy, jejunostomy, 
or gastroenterostomy, reflected the general attitude 
of surgeons toward patients wth cancer of the 
stomach. In the years from 1941 through 1955 the 
development of endotracheal anesthesia, the per¬ 
fection of thoracic surgery, and the discovery of 
antibiotics enabled surgeons to offer resection to a 
larger number of patients (41.6%). \\Tiereas some 
form of bypassing procedure comprised 97.7% of 
all palliative operations in the years from 1931 
through 1940, only 25.7% of similar cases were so 
treated from 1951 through 1955. Subsequent studies 
revealed that patients with incurable gastric cancer 
were appreciably benefited only by resectional 
procedures. 

Resection was possible in 34.1% of the 1,116 men 
and in 33.5% of the 507 women. There was a pro¬ 
gressive increase in resectability' rates with rising 
age from 30 to 80 years. Resectability was low in 
patients under 40 and over 80 years of age. The 
patients with a short history of symptoms had a 
higher proportion of inoperable lesions than tliose 
with a longer history. If the symptoms were less 
than 3 months in duration, inoperability was 17.6%. 
This figure fell to 8.6% when symptoms were over 
3 years in duration. The effect of the duration of 
symptoms on resectability' was similar but less 
marked. The symptoms of carcinoma of the stomach 
follow 3 general patterns: prolonged “indigestion,” 
the ulcer syndrome, and weakness due to anemia. 
Resectability (1941 through 1955) was highest in 
patients with the ulcer syndrome (54.5%), followed 
by 47% for those with anemia only and 41% for 
those complaining of nonspecific indigestion. The 
presence of a palpable mass was not accompanied 
with as high a curability rate as the absence of this 
symptom, but 30.7% of tins group had a resectable 
lesion. A total of 197 of the 1,315 surgically treated 
patients (15%) died in hospital as the result of op¬ 
eration. All the patients under the age of 40 sur¬ 
vived surgery; mth each succeeding decade post¬ 
operative mortality increased. Postoperative mor¬ 
tality also increased with the size of the tumor. 

Ninety-one (or 21.67o) of the 422 patients who 
were subjected to curative resections remained well 
for 5 years or more. The 5-year survival rate was 
28.3% in men and 24% in women. The patients who 
were treated w'ithin the first 3 months after onset of 
sj'mptoms had a lower sm^’ival rate (15.37o) than 
those treated from 6 to 24 months after onset of 
s>’mptoms (26.1%). A far more fulminant variety' of 
gastric cancer was usually encountered in the pa¬ 
tient who sought diagnosis within 3 months of the 
first symptom. The outlook for the patient with 
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carcinoma of the middle segment was nearly twice 
as favorable as for the patient with carcinoma 
located in the cardia. Penetration of the gastric 
serosa by cancer v'as followed by a lower survival 
rate than when the cancer had remained in the 
mucosal and muscular layers. The microscopic 
grade of the tumor also influenced the survival 
rate. That nodal metastasis played a role was 
demonstrated by the fact that in 62 (or 68%) of the 
91 patients who survived 5 years or more after 
resection the lymph nodes were not involved. The 
inherent pathological capacities of each gastric 
cancer to grow and disseminate had the greatest 
impact on "the end-results. However, successful re¬ 
sults after radical surgical treatment of some lesions 
with unfavorable features is encouraging. 


Calcification in Gastrointestinal Malignancy. W. A. 
Matthews, J. E. Skandalakis, M. A. Mitchell and 
l-I. S. Weens. Gastroenterology 34:959-968 (June) 
1958 [Baltimore]. 


The authors present the histories of 2 patients 
witli gastrointestinal carcinoma in whom calcium 
deposits were demonstrated. The first patient was 
a 59-ycar-old woman who complained of poor ap¬ 
petite, constipation, and weight loss of 20 lb. (9.1 
kf^) The physical examination was not remarkable 
eJeept for tenderness in the epigasblum. On roent¬ 
genologic examination a gastrointestinal senes re¬ 
vealed that the gastric lumen was 
throughout the midportion and distal porhon of the 
stomach. Both lesser and greater curvamres showed 
an irregular, finely serrated profile. The pylorus 
,vas..patent. Along both lesser and greater curva¬ 
tures above tlie angle of the stomach, bands of in¬ 
creased density were noted, representing the thic 
ened gastric wall which contained numerous small 
motllfd calcium deposits. The impression was that 
the lesion represented an infiltrating gastiic c 
cinoma containing numerous stippled 
nosits A subtotal gastrectomy and pstiojejunos 
tomy were performed. The histological examination 
7rt.e specimen disclosed o mucinous adm.oc»- 
cinoma of the stomach with many calcium deposits 
the mucinous spaces. Eighteen ^ 

7 operation the woman remamed free of s,g 

"‘ThrsrmlTaHent was a 25-year.old man who 
complained of ThfphysS Samina- 

S’S:7"”e">'-nel ta the mid^e 

7 im^parts of the 

1 the umb 1 cus was induiaiea. 

base oi the o„teriorlv an extrinsic mass, 

examination considered 

2 •? ^ 7"al oa— or lymphoma. A 

to have an .^] 3 (jomen showed large amounts 

77 Mn?g:nStered throughout thee. 


J.A.M.A., Sept. 20, 193 s 


large intestine, including the rectal segment. A 
number of small, mottled, dense deposits were 
noted in the descending colon at the level of tk 
iliac crest. A barium enema revealed the mottled 
deposits. At the level of the mottled densities a 
well-defined filling defect with shelf-like edges was 
encountered. The mucosal pattern in this region 
was distorted. The impression was that the lesion 
represented a carcinoma of the large intestine. A 
biopsy specimen from the indurated umbilicus dis¬ 
closed a mucus-producing adenocarcinoma consid¬ 
ered to be metastatic. A palliative colostomy was 
attempted but could not be carried out because of 
massive intestinal adhesions. The patient died 2 
days later. The autopsy disclosed a mucinous 
adenocarcinoma, widi metastases to the regional 
lymph nodes, peritoneum, omentum, mesentery, 
and diaphragms. The histological examination re¬ 
vealed calcium deposits in the mucinous spaces of 
the carcinoma. 

A review of the literature revealed 8 similar cases 
The important data on all 10 patients are tabulated 
8 had carcinoma of the stomach, and 2 had car 
cinoma of the colon and rectum. On reviewing the 
previously reported cases, a striking similarity 01 
the calcifications becomes apparent. These deposits 
appear small, rarely measuring more than a tew 
millimeters in diameter. They are arranged m a 
stippled and tortuous pattern, following largely 
the contour of the involved gastrointestinal seg¬ 
ment. Contrast studies reveal a marked constrichon 
of the involved gastrointestinal lumen due to the 
diffuse infiltrating character of die neoplasm. These 
calcifications are sufficiently characteristic to make 
it possible to render a preoperative diagnosis of 
carcinoma in these patients. 


eatment of Peritonitis of Appendicial Origin 
itrand Without Inuaperitoneal Terramym 

o. Adwan, F. E. LumpHn. J- Stomaa an 
J. Wison. Am. Surgeon 24;452-457 (June) 1 

ialtimore]. 

During the period from 1950 to 1954,78 pafienU 
ith acute appendicitis witli either perforah 
"grene w ” heated by . 

ailland Memorial Hospital “ Dallas..TheF 
:„.s were found by a -lew “f op-b- ^ 
,„d the pathologists gross m.crosM^ ^ 
oiiptions of die removed appendis; j 

,“control for 52 patients, seen « 5 ^ 

1057, in whom tss 

grene was establish^ Ldequacymf Terramycm 

time of laparotomy. cavit)' 

given exclusively m tl . .Lgred antibiotics 
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use of parenterally administered antibiotics, while 
Terramycin was given intraperitoneally in order 
that no life might be needlessly placed in jeopardy 
and in order that the patients treated in the pre- 
wous 4 years might serve as controls, since the only 
deviation in management was the addition of intra- 
peiitoneally administered Terramycin in the ex¬ 
perimental group. The patients in both the experi¬ 
mental and the control groups were given a mean 
daily dose of approximately 1.2 million units of 
crystalline penicillin and 1 Gm. of streptomycin. 
Broad-spectrum antibiotics were administered sys- 
temically to 55% of the early group and 46% of the 
experimental (late) group, the only difference in 
antibiotic therapy being the Terramycin peritoneal 
infusion for the patients in the experimental group. 

Although gross leakage of lumenal contents from 
the appendix was found during laparotomy in near¬ 
ly two-thirds of tlie patients who subsequently re¬ 
ceived Terramycin, only 55% of the control group 
demonstrated leakage and only 1 in 4 of this group 
e,xhibited localized accumulations of pus in con¬ 
junction with perforations in contradistinction to 
the 1 in 3 patients similarly disposed in the experi¬ 
mental group. The differences in the mortality rate 
iwere not significant. A pronounced decrease in in- 
traperitoneal abscess formation was observed when 
Terramycin was used postoperatively, one-third 
fewer patients requiring surgical drainage. The 
incidence of intraperitoneal inflammatorj' mass ex¬ 
clusive of abscess was higher in the patients given 
an intraperitoneal antibiotic. The duration of ileus 
is not significantly longer in patients receiving Ter¬ 
ramycin, indicating that the preparation does not 
appreciably influence the incidence of chemical 
peritonitis, which is manifest by paralytic ileus. 
No significant difference in the frequency of wound 
abscesses was noted or e.xpected, and no antibiotic 
other than Terramycin is thought to be so safe, yet 
effective, when given into the peritoneal cavity of 
man in the treatment of bacterial peritonitis. 

Surgical Treatment of Massive Upper Gastroin¬ 
testinal Hemorrhage. D. R. Cooper, L. H. Stahl- 
gren, L. E. Sylvester and L. K. Ferguson. Gastro¬ 
enterology 34:947-958 (June) 1958 [Baltimore], 

The physician who is confronted by a patient 
who is bleeding massively from the upper gastro¬ 
intestinal tract is often hard pressed to choose be¬ 
tween the operative and the nonoperative ap¬ 
proach. Answers should be provided to the follow¬ 
ing questions in order to assess properly the role 
surgery will plaj' in the patient’s treatment: 1. Is 
the bleeding massive? 2. Is the bleeding point lo¬ 
cated in the upper gastrointestinal tract (i. e., 
pro.ximal to the ligament of Treitz)? For practical 
purposes, this fact is established by tlie presence of 


hematemesis, bloody gastric aspirate, or a positive 
Einhom string test. 3. Is there any ewdence to sug¬ 
gest the presence of esophageal varices? A histoty 
of chronic intake of alcohol or previous liver dis¬ 
ease may be elicited. Before the obwous signs of 
far-advanced hver disease and portal hx'pertension 
appear, splenomegaly may be the only suggestion 
of early portal congestion. 4. Is there any evidence 
of a bleeding tendency? Bleeding, coagulation, and 
prothrombin times are routinely obtained. 

The authors report results obtained in a series of 
46 patients who underwent emergeilcy gastrectomy 
for upper gastrointestinal hemorrhage. The cases 
represent their combined e.xperience over a 5-year 
period at the Graduate Hospital of the University 
of Pennsylvania and the Hospital of the Woman’s 
Medical College of Pennsylvania (1951 to 1956) and 
over a 2-year period at the Philadelplria General 
Hospital (1954 to 1956). They comprise approxi¬ 
mately 7% of all operations on the esophagus, 
stomach, and duodenum during this time. 'There 
were 34 men and 12 women in tlris series. The 
predominance of males is to be e,xpected, since the 
majority proved to have peptic ulcer disease. The 
majority of patients were in the older age group, 
the peak incidence being in the 7tli decade. Eight 
of the 46 patients (19%) died during or after the 
operation. 

The authors emphasize the following points: 1. 
Laparotomy to control massive upper gastroin¬ 
testinal hemorrhage is successful in most patients 
if care is exercised to localize the bleeding point 
to the stomach or the duodenum preoperatively, 2. 
Esophageal varices can usually be e.xcluded by 
careful history and physical examination, Brom- 
sulphalein determination, and barium study or 
endoscopy. 3. Routine emergency barium .x-ray of 
the stomach and duodenum during such bleeding 
is unnecessarj'. 4. The indications for operation for 
massive upper gastrointestinal hemorrhage are {a) 
exsanguinating hemorrhage, {b) continued bleeding 
requiring replacement of more tlian 500 cc. of blood 
ever>" 8 hours for 48 hours, and (c) rebleeding 
while the patient is hospitalized for antiulcer treat¬ 
ment. 5. The bleeding lesion should be excised 
unless great risk to contiguous structures is in¬ 
volved. In such a circumstance a simple ligature 
may be lifesaving. 6. Gastrotomy and/or diiodeno- 
tomy are not recommended except in unusual cir¬ 
cumstances. 7. At operation for proved upper 
gastrointestinal hemorrhage, if no lesion is apparent 
on external inspection and palpation of the \iscera, 
and if varices have been e.xcluded, blind gastric 
resection can be done with reasonable assurance 
that the bleeding point u-ill be controlled (88% in 
this series). 8. Emergency gastrectomy is attended 
by a higher mortality rate than is elective gastrec¬ 
tomy, largely because of the precarious state of 
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(hese acutely l)leeding and depleted patients. 9. 

he inurtahty rate can be lowered chiefly by earlier 
ck'cision for or again.st .surgical intervention. 10. 
Some patient.s will be .salvaged by operation who 
ss'ould l)leed to death on conservative treatment. 

Emergenc)- Surgical Treatment of tlic Severely 
Bleeding Duodenal Ulcer. J. C. Westland, H. J. 
Moviu.s and J. A. Weinberg. Surgerv 43:897-900 
(June) 1958 [St. Louis]. 

At the ^^eter<m.s Administration Hospital in Long 
Beach, Calif., one of the author.s began in 1949 a 
now treatment for severely bleeding duodenal 
ulcer. The bleeding ves.scl is ligated with a trans¬ 
fixion .suture; then a simple pyloroplasty of the 
lleineke-AIikulicz type is completed, and a vagot- 
om\' performed. When this program was first 
adopted, the operation was done in 2 stages; the 
ligation and pyloroplasty were performed in the 
first stages, and the vagotomy a week or 2 later 
when the patient’s general condition would be 
more favorable for the additional procedure. How¬ 
ever, later the operation was changed to a 1-stage 
procedure. Tiiis report is concerned with the 30 
patients who were treated for massive duodenal 
ulcer bleeding during the 7 years from 1949 to 
1956. All the patients showed evidence of hypo¬ 
volemic shock during the bleeding episode. The 
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Neurosurgical Aspects of Occlusive Cerebral 
cular Disease. J. E. Webster, E. S. Gurdjian, D W 

(June) 1958 [Syracuse, N. Y.]. 

The authors evaluate the "stroke syndrome” from 
a neurological point of view, based upon angio- 
graphic studies correlated with the clinical aspects 
of the various abnormalities in cerebral blood 
flow. A multiplicity of lesions described as strokes 
liave been found in a study of 200 patients ad¬ 
mitted to a cerebral vascular ward for purposes of 
a complete neurological evaluation employing an¬ 
giographic studies. Occlusive carotid artery disease 
\s'as found to be a striking])' common cause for 
cerebral vascular insufficiency and failure. In con¬ 
junction witli complete neurological studies, all the 
patients were evaluated by digital carotid artei}' 
compression. This valuable and decidely safe meth¬ 
od has been used to detennine the extent of cere¬ 
bral vascular insufficiency in the presence of he- 
miparesis and hemiplegia. Should syncope occur’ 
upon compression, a contralateral complete or par¬ 
tial carotid occlusion, an anterior cerebaral artery 
occlusion, or a basilar artery involvement is indi¬ 
cated. A sensitive carotid sinus reflex, which can 
be interrupted by 1/100 grain (0.6 mg.) of ati'opine, 
masks these responses. Syncope does not usually 


average period of intensive medical therapy prior 
to operation was SO hours. The patients received an 
average of 8 units of blood each in tlie several days 
before operation. Blood was administered also dur¬ 
ing the operation, frequently into more than 1 vein. 

Of the 30 patients operated on, 24 bad ligation, 
pyloroplasty, and vagotomy in a single stage. The 
other 6 patients had ligation and pyloroplasty in 
the initial operation, with vagotomy contemplated 
as a later procedure. There were no deaths in the 
24 patients treated by 1-stage transfixion ligation, 
pyloroplasty, and vagotomy. One of the patients 
required 2 additional operations 1 and 2 weeks 
later because of recurrence of bleeding. At the 
third operation in this patient, a Billroth 2 gastric 
resection was performed, with eventual satisfactory 
recovery. It is believed that recurrence of bleeding 
was due to the failure to place the figure-of-eight 
transfixion suture deep enough at the original op¬ 
eration, One of the 6 patients, in whom operation 
was limited to ligation and pyloroplasty in the 
initial stage, died of a recurrent hemorrhage with¬ 
out vagotomy liaving been added. It was then de¬ 
cided to make a practice of combining the 3 pro¬ 
cedures of ligation, pyloroplasty, and vagotomy in 
a single operation. The results indicate tliat this is 
a simple, effective means of dealing with the ac¬ 
tively bleeding ulcer which threatens the life of 
the patient. 


occur in patients with mass lesions or occlusion of 
the middle cerebral artery or its branches. 

The patients with complete carotid artery occlu¬ 
sion have been treated surgically by excision of a 
segment of the involved artery and cervical sympa¬ 
thectomy. Patients witli segmental atheromatous 
involvement of the carotid bulb and the internal 
and external carotid arteries at their origins have 
been treated by an intimectomy with removal of 
the plaques and stenotic areas. The latter group of 
patients have been previously treated with anti¬ 
coagulants'and carotid compression to induce col¬ 
lateral blood flow. Anticoagulant therapy is used in 
the treatment of anterior, middle, and basilar oc¬ 
clusions before cerebral vascular failure with para¬ 
lytic signs occurs. Patients are also instructed in the 
use of daily carotid compression in order to dilate 
and increase the vascular channels to improve col¬ 
lateral blood flow. 


Resection of the Temporal Lobe in Patients with 
Convulsive Disorders. L. A. French. Minnesota 
Med. 41:373-376 (June) 1958 [St. Paul]. 


authors report on the surgical removal of the 
ral lobe to control convulsive seizures m :.o 
ries of 50 patients who were operated on lor 
ral lobe epilepsy. The patients, 21 of" 
nale and 4 were female, were selected 
y on the'basis of having (1) clinical ewden 
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of temporal lobe seizures without control by the 
usual anticonvulsant medications and (2) assaultive¬ 
ness as a conspicuous part of the seizures. One pa¬ 
tient died 2 weehs after operation from a transfu¬ 
sion reaction, 2 patients were aphasic for 3 to 4 
weeks postoperatively, 4 patients presented homo- 
njanous hemianopsia, 4 others exhibited a quadratic 
risual field defect, 2 patients had transient post¬ 
operation hemiparesis, and 2 developed a moderate¬ 
ly severe and persistent hemiparesis. In addition to 
the temporal lobe seizures, 16 of the 25 patients had 
attacks of other U’pes (petit mal, grand mal), mak¬ 
ing evaluation difficult. Of the 24 patients who sur- 
wved the operation, 12 (50%) have been free of 
seizures of all txqjes. In no instance did the pro- 
"cedure aggravate tire frequency or severits' of the 
pree.xisting pattern. A total of 19 patients have been 
relieved of their psychomotor seizures. Two patients 
in a group of 9, in whom careful follow-up studies 
were done, are reported as being more disorganized 
after surgerj% 3 are •unchanged, and 4 are improved. 

Prefrontal Lobotomy: Final Report of 500 Freeman 
and Watts Patients Followed for 10 to 20 years. W. 
Freeman. South. M. J. 51:739-743 (June) 1958 [Bir¬ 
mingham, Ala.]. 

Freeman and Watts presented their first report 
on lobotomy in 1936. "Iliey used the technique of 
Egas Moniz and Almeida Lima in the first 20 pa¬ 
tients. The results were dramatic in some but in¬ 
adequate in others; 8 of the patients were again 
operated on later, 2-of them a third time. The re¬ 
maining 12 patients had lesions placed in the in- 
' ferior quadrants, but the operation was not precise, 
and in_some instances hemorrhage occurred, fol¬ 
lowed by death or serious personality disorder. 
Some of the patients, however, have done e.xtremely 
well for up to 20 years. Beginning in 1938, the 
author and Watts entered the frontal lobes through 
bur holes placed laterally in the cranium and de¬ 
veloped a method for precise incision in the plane 
of the coronal suture. With further experience they 
were able to design the lobotomy to what they 
deemed were tire needs of each patient; they limit¬ 
ed incisions for patients with aSective or psycho¬ 
neurotic disorders and designed more extensive 
ones for those with chronic schizophrenia. By 1944, 
they were carrying out very radical operations in 
severe cases and particularly in those of younger 
patients. Transorbital lobotomy was begun in 1946. 

By tire middle of 1947, Watts and Freeman had 
operated on 551 patients, some of them twice or 
even 3 times. In the decade that follow'ed, 90 pa¬ 
tients had died, and 21 more in the lO-to-20 year 
period. The others have all been heard from in 
recent months, so tliat 440 are available for study 
at least 10 years after their first operation. Half of 
the surviving patients are still employed or keeping 
house. Failures are attributable to such factor as 


emotional deterioration, progress of disease, relapse 
due to inadequate operation, accompanying physi¬ 
cal disease, organic brain disease, and onset in 
childhood.' MTien lobotomy arrests the mental dis¬ 
order, a substantial number of patients improve 
progressively over a period of years, mature in then- 
social adjustment, and attain higher levels tlian 
could reasonably have been anticipated without 
the lobotomy. It was found that it requires about 2 
years for the patient who has had lobotomy to sta¬ 
bilize, but thereafter there is a long period of con¬ 
sistent performance. Relapses may occur, even long 
after operation, but these are about balanced by 
late improvements. 

Intracranial Arteriovenous Aneurysms: A Study of 
Their Effect on the Carffiovascular System. 
O. Hook, L. Werko and G. Ohreberg. A. M. A. 
Arch, Neurol. & Psychiat. 79:622-632 (June) 1958 
[Chicago]. 

In order to determine w’hether heart complica¬ 
tions in patients with arteriovenous aneurx'sms are 
actually due to overloading of the heart as a result 
of large arteriovenous shunts, 13 patients with in¬ 
tracranial and 1 with extracranial arteriovenous 
aneurysms were subjected to thorough cardiac in¬ 
vestigation. In addition, the histories of 123 pa¬ 
tients with intracranial arteriovenous aneurysms 
and 10 patients with carotid artery'-cavemous sinus 
fistulas w'ere review’ed witli particular attention to 
the occurrence of objective or subjective cardio¬ 
vascular symiptoms. The 14 patients included 9 men 
and 5 women, ranging in age from 16 to 63 years, 
%vith a mean duration of clinical symiptoms of 16 
years. Only 2 of these patients revealed any im¬ 
portant symiptoms referable to the cardiovascular 
system; dyspnea upon e.xertion and auricular fibril¬ 
lation at rest were found in one patient, and the 
other exhibited mild synnptoms of angina pectoris 
after exertion. Bicycle-ergometer tests carried out 
on 12 of the 14 patients yielded comparatively' 
normal results. 

The cardiac output in the cases of intracranial 
arteriovenous aneurysms studied was normal or low' 
and show’ed no correlation with the size of the 
aneury'sms. Likewise, the blood pressure, including 
tlie pulse pressure in the arterial system, w’as nor¬ 
mal in all instances. Renal clearance tests w'ere all 
w’ithin normal limits. Hypertension (systolic pres¬ 
sure, greater than 170 mm. Hg; diastolic pressure, 
greater than 100 mm. Hg) w-as present in 5 cases. 
Pathological electrocardiographic changes occurred 
in 3 cases without other accompanying sy'mptoms, 
w'hile subjective heart symptoms were found in 
only 1. Objective decompensation sy'mptoms were 
not demonstrated in any of the patients. 

These studies have provided no basis for tire as¬ 
sumption that intracranial arteriovenous aneury'sms 
result in shunts of such magnitude as to overload 
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0)0 carcliovascuhir systoi)). All values for cai-diac 
iJick'x, pressure in (he pulmonary circulation, and 
renal clearance lay within normal limits. Tliis study 
IS compared with that of Warren, Nickerson, and 
..ikin, m which the cardiac inde.ves of arteriovenous 
micurysms, all extracranial, were high. The index 
of aneurysms in the fomoial and iliac regions was 
hetween 6.0 and ).1 liters, while that of aneury.sms 
in (he carotid, vcrlchral, and .subclavian arteries 
was of the order of 4.0 to 4.5 liters per minute per 
.scpiare meter of body surface urea. Thus, in the 
latter study there was a tendency to smaller shunts 
near the cranium. It was not possible to demon¬ 
strate in the 123 patients witli intracraniarurlerio- 
venons aneurysms and the 10 patients with carotid 
artery-cavernous simus fistulas symptoms indicating 
an increased load on the heart and circulation 
which could be caused by artciiovenous aneurysms. 


Gliomas of the Optic Nerves. H. W. Dodge, J, G. 
Love, W. McK. Craig and others. A. M. A. Arch. 
Neurol. & P.sychiat. 79:607-621 (June) 1958 [Chi¬ 
cago). 

A recent .study of tumors of the orbit and its con- 
tent.s revealed that a fair proportion of t})e growths 
take origin from the optic nerve. Primal’)' neoplasms 
of the optic chiasm and of the optic tract, were as 
common as those of the orbital segment, and regard¬ 
less of the point of origin or e.vtent of the process, 
these new growths had similar microscopic char¬ 
acteristics and were gliomas rather than neuro¬ 
fibromas. The large number of children affected 
suggests a congenital origin, and the not infrequent¬ 
ly associated phenomenon of neurofibromatosis 
(von Recklingliausen’s disease) implies a hereditary 
type of neoplasm. These observations were con¬ 
firmed in the literature. The present study was 
undertaken to correlate certain clinical and patho¬ 
logical features in an effort to establish criteria for 
early diagnosis. 

The 46 patients in this series were divided into 2 
groups on the basis of the surgical and pathological 
oliservations of the lesion. The first group included 
12 patients, each of whom was found to have a 
glioma limited to the optic nerve. The most out¬ 
standing finding in this group was proptosis, nearly 
all patients giving it as their initial complaint. Six 
of the 12 patients had loss of vision of the affected 
eye, and only 2 had normal visual acuity in each 
eye. Strabismus wa,s a frequent finding in this 
group, and in several patients it was the initial ab¬ 
normality noted. Seven patients were found to have 
unilateral papilledema, which varied in degree but 
usually tended to be severe. The ages of the 12 pa¬ 
tients ranged from 2 to 21 years. Most of the pa¬ 
tients were young children, 10 of them being girls. 

The second group included 34 patients, each of 
whom had a more diffuse glioma that involved the 
chiasm or the optic ti-act. Loss of vision, usually 
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bilateral, was the outstanding symptom i„ tl,. 
gnoup, and it was the symptom for which them.v 
jonty of the patients sought help. Bilateral loss if 
vision wa.s found in 23 patients, the field defetk 
usually being of a bitemporal or incongruous ho- 
monymous nature. Six of the 34 patients had 
proptosis and were found to have involvement of 
tl)e intracranial visual apparatus. Pallor of the disks 
present in 21 patients, was bilateral in all but 4 
While papilledema occurred in 58% of group 1 
(optic nerve group) and pallor in 25%; the opposite 
was true of group 2 (chiasmal group) in which pallor 
occurred in 62% and papilledema in 32%. The pa¬ 
tients in group 2 were older than those of group 1, 
and there were more males (19) than females (15), 
suggesting that males and females are almost equal¬ 
ly affected when the glioma involves the chiasm. 

Routine roentgenograms of the heads of the 12 
patients in wljom only 1 optic nerve was known to 
be involved did not show any. evidence of abno)- 
mality. In only 4 of the 34 patients with glioma 
that involved the optic chiasm were roentgeno¬ 
grams considered to be entirely normal. Nine of the ’ 
46 patients manifested evidence of a disturbed 
endocrine function before the diagnosis of glioma 
of the optic nerve was established. The 9 patients, 
in each of whom the tumor arose within the cranial 
cavity, were found to have precocious puberty, 
obesity, mental retardation, and pituitary insuffi¬ 
ciency. 

Pathologically, the tumors were divided as fol¬ 
lows; type A, tumors of the optic nerve, 12 patients; 
t)'pe B, tumors of the optic chiasm, 14; and type C, ^ 
“tractal” or diffuse tumors, 20. All type A tumors 
were unilateral and were found microscopically to 
be astrocytomas; only 1, however, was considered 
to be an active (grade 3) neoplasm. Of the type B 
tumors, 1 was a grade 3 oligodendroglioma, the re¬ 
maining 13 being astrocytomas. Of the 20 tjpe C 
lesions, 17 were bilateral with respect to the chiasm 
and tract; 15 were grade 1 astrocytomas, 4 were 
grade 2 astrocytomas, and the remaining lesion was 
a grade 3 astrocytoma. 

The transcranial surgical approach is considered 
as the most favorable as it provides; (1) excellent 
direct visualization of the orbit and anterior visual 
pathways; (2) more adequate control of hemor¬ 
rhage; (3) lessened need of blind palpatory exqjloia- 
tion of orbital contents; (4) added postoperative 
decompression of orbital contents; (5) opportunit) 
for exploration of orbital contents and intracranisi 
portions of (he optic rrerve simultaneously; (6) i 
lateral visualization of the anterior optic patbvap; 

(7) hidden intrahairline scalp incision; and (8) op 
portunity for total removal. These studies in 
an excellent prognosis for unilateral lesions o 
optic nerve, the more diffuse lesions o e 
and chiasm receiving a somewhat less fas 
prognosis. 
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Meprobamate Habituation: A Controlled Clinical 
Study. T. M. Haizlip and J. A. Ewing. New Eng¬ 
land J. Med. 258:1181-1186 (June 12) 1958 [Boston]. 

A “double-blind” study was conducted with 3 
groups of 25 patients recehung identical placebos 
or meprobamate in doses of 6.4 Gm. or 3.2 Gm. 
daily. Clinical obser\'ations revealed severe seda¬ 
tive effects during tlie first 3 days, 35 patients out 
of 47 showing staggering gait or inabilit}' to stand 
or walk witliout falling. At the end of 40 days all 
the patients were s'witched surreptitiously to 
placebos. Clinical observation revealed objective 
evidence of an abstinence syndrome in 44 of the 
47 patients who previously received meprobamate. 
The typical withdrawal syndrome included various 
degrees of insomnia, vomiting, tremors, muscle 
hvitching, amdety, anore.da, and ataxia. Eight pa¬ 
tients showed a picture of hallucinosis with marked 
amdety and tremors resembling dehrium tremens. 
Grand-mal seizures developed in 3 patients. The 
effects and the withdrawal sradrome of meproba¬ 
mate at both dose levels were statistically sig¬ 
nificant. It is concluded that meprobamate closely 
simulates the effects of the barbiturates but has 
advantages over the barbiturates. It seems wse to 
start the drug slowly and to discontinue its use 
slowly to prevent the occurrence of svithdrawal 
sjTnptoms. 

Novobiocin in the Treatment of Staphylococcal 
Meningitis. M. Giusti and S. Mori. Riv. clin. pediat. 
61:177-194 (March) 1958 (In Italian) [Florence, 
Italy], 

Novobiocin was administered in daily doses of 
10 to 40 mg. by the ventricular, lumbar, or intra- 
cistemal routes, supplemented by the oral route, 
to 6 patients s\4th staphylococcic meningitis; 4 of 
the patients were children, 1 an adolescent, and 1 
an adult. The primary form of the disease was 
present in 2 patients, and a purulent complication 
of an active tuberculous meningitis in 4. Novobiocin 
combined with other antibiotics produced a com¬ 
plete remission of the disease within 6 to 8 days of 
treatment. No side-effects were observed after the 
discontinuance of the chemotherapy. The authors 
believe that staphylococcic meningitis should be 
treated “in situ.” Novobiocin is in this respect 
superior toy all other antibiotics with the exception 
of erythromycin. 

The Effect of Meprobamate (Equanil) on Brain- 
Damaged Patients. C. H. Carter. Am. J. M. Sc. 
235:632-638 (June) 1958 [Philadelphia]. 

Meprobamate (Equanil) is a mephenesin deriva- 
Hve. It possesses both muscle-rela.\ant and ataractic 
properties. By virtue of its dual activity, it appeared 
that meprobamate might prove efficacious among 
certain types of brain-damaged patients. At Florida 


Farm Colony it was given to (1) a group with neu¬ 
romuscular disorders, including athetosis, spasticity, 
ataxia, and paralysis agitans; (2) a group wth be- 
ha^vior problems, ranging from mild anxieU' and 
tension over a handicap to frank psychoses; and (3) 
a group combining the more severe features of botli 
conditions. The only criterion for the selection of 
the 105 institutionalized patients treated was brain 
damage demonstrable by abnormal electroencepha- 
lographic tracings. Many patients had a history' of 
natal, neonatal, or postnatal trauma. All patients 
had received appropriate but conventional therapy 
for at least 6 months prior to admission to the 
study. Twenty’-t%vo of the patients had previously 
received other drug therapy. Seventeen of the 22 
were athetoid or spastic cerebral palsy patients, 
who had taken 1 or more of the following drugs: 
mephenesin plus glutamic acid, reserpine tablets or 
elixir, chlorpromazine, trimethadione, and diphenyl- 
hydantoin sodium. While all these drugs had been 
withdraum gradually before the study began, pre¬ 
viously introduced physical therapy or psycho¬ 
therapy continued unchanged throughout the 
meprobamate regimen. 

Dosage of meprobamate was adjusted to the in¬ 
dividual needs of each patient. In 12 cases, the 
drug was administered 4 times daily; tlie remaining ^ 
patients received meprobamate 3 times daily. The 
predominant daily dose was 1,200 mg. and ranged 
from 400 mg. to 3,600 mg. Meprobamate proved to 
be the drug of choice. More than 80% of the spastic 
and 97% of the athetoid patients responded with 
at least moderate remission of (heir neuromuscular 
symptoms. Behavioral problems almost vanished in 
57% of the patients and were moderately relieved 
in 97%. Improvement was maintained over a 2-year 
period while medication continued at dosages of 
up to 3,600 mg. daily. Many patients improved suf¬ 
ficiently to benefit from physical therapy or psy¬ 
chotherapy for the first time. Tire only side-effect 
noted was drowsiness, and this occurred in only 
11 patients. 

GYNECOLOGY & OBSTETRICS 

Cytodiagnosis in Cancer of tlie Cerxux. I. H. Cults. 
Canad. M. A. J. 78:825-830 (June 1) 1958 [Toronto]. 

Of 6,134 smears of vaginal or cervical origin 
which were received for cytological examination 
at tlie Patliological Institute in Halifax, N. S., be¬ 
tween 1952 and 1955, 242 were graded as positive 
for malignancy. Furtlier investigation by biopsy or 
conization revealed infiltrating carcinoma in 206 of 
the 242 specimens, carcinoma in situ in 14, doubt¬ 
ful lesions in 10, and negative findings in 12. Twelve 
cases of cancer of the cenlx, unsuspected clinically, 
were diagnosed with the aid of cytological means 
and later confirmed from conization material. Of 
123 additional smears which were graded cytolog- 
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ically as of doublful or suspicious nature, 93 were 
-vuhsequenlly investigated by biopsy or conization, 
and 58 were ultimately shown to be eases of un¬ 
doubted carcinoma. 51 being infiltrating careinoma 
and ( carcinoma in situ. Si.xty-seven smears, which 
comprised cells from normal women and from pa¬ 
tients with carcinoma in situ, invasive carcinoma, 
and chronic cervicitis, respectively, were chosen 
for a detailed study of the individual cells'; this 
study concerned nuclear and cell diameters, nuclear 
and cell shapes, nuclear and cell borders, cyto¬ 
plasmic changes, chromatin structure, nucleoli, and 
degenerative nuclear changes. 

Mdiilc the error for smears graded as positive by 
c}'tological exainiinition was less than 10%, the 
over-all error for positive, doubtful and suspicious 
smears was 22%. and for this reason every positive 
()r suspicious cylological diagnosis .should be con- 
finricd by histological study of biopsy specimens. 

False diagnosis arises either from faulty sampling 
or from difficulty in interpretation of the micro¬ 
scopic findings. The latter generally produce a 
false-positive or suspicious report. Observer error 
is probably implicated. The diagnostic features of 
cells are referable only to the nucleus. Cytoplasmic 
changes are ill-defined and common to all the cells 
studied, regardless of their type. The features found 
to be of most value, in order of merit, are increased 
nuclear/c}'toplasmic ratio, condensation and wrin¬ 
kling of nuclear membranes, increased chromatin 
staining and alteration of the chromatin pattern to 
a coarsely granular type, presence of macronu¬ 
cleoli, and variation in size and shape of nuclei. 

Cells which are the morphologic equivalent of 
cancer cells appear to be formed in the cervi.x at 
least some time during the life of many patients 
in whom cancer cannot be demonsti-ated. Cyto- 
logical diagnosis is possible only because in cancer 
many such cells are seen in the smear. The findings 
suggest that cancer proceeds in step-like deviations 
from the normal, and that only in a small number 
of cases does the process reach full fruition. 
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The Current Status of the Pregnant Cardiac, J, M. 
Kaufman and P. E. Ruble. Ann. Int. Med. 48:1157- 
1170 (June) 1958 [Lancaster, Pa.]. 

From 1 to 7% of pregnancies are associated with 
heart disease, and the over-all death rate for these 
patients is said to be 3%. About 85% of these 
cardiac patients are rheumatic; 83% of the women 
with rheumatic heart disease have mitral valve 
disease alone, and the remaining 17% have multi- 
valvular involvement. The most common cause of 
death in these patients is congestive heart failure; 
other causes are sepsis, pulmonary embolism, shock 
and hemorrhage, toxemia, and subacute bacterial 
endocarditis. About 25% of the deaths occur dmang 
pregnancy, and 75% in the puerpeiium. Commis- 


surotomy may be indicated in the woman wift 
mitol stenosis who contemplates pregnancy. Tb 
authors suggest valvulotomy for the young married 
woman under the following conditions: (1) when 
there is dyspnea during ordinary activit)'; (2) when 
the physical, electrocardiographic, and roentgeno¬ 
logic findings indicate definite and predominant 
mitral stenosis; (3) when catheterization is advisable 
in questionable cases. Hemoptysis and/or emboliza¬ 
tion may also make valvulotomy advisable. 

As the result of their experiences, plus replies 
they received to questionnaires sent througlionl 
the country, the authors report on pregnancies sub¬ 
sequent to commissurotomies in 96 women. These 
commissurotomies were followed by 98 normal de¬ 
liveries. There were no maternal deaths and only 
1 fetal death. The patient who is seen in the first 
trimester of pregnancy and found to have mitral 
stenosis and early heart failure presents a contro¬ 
versial problem. With very strict cardiac manage¬ 
ment, many of tliese patients can be delivered with 
only' minimal risk. The second alternative would be 
therapeutic abortion and subsequent commissurot¬ 
omy, with the hope of pregnancy reserved for the 
distant future. The tliird possibility would be 
mitral commissurotomy during pregnancy. A wom¬ 
an with either rheumatic or congenital heart dis¬ 
ease should be evaluated both medically and sur¬ 
gically early in pregnancy. When cardiac synuptoms 
appear early and surgical improvement of the heart 
is possible, surgery is preferable to abortion. 

Ninety-three mitral commissurotomies were per¬ 
formed during pregnancy, with 3 early maternal 
deaths, probably avoidable with present methods 
of anesthetization and surgery. Eighty'-eight live 
babies were delivered in this group. In 22 patients 
a patent ductus was sectioned during pregnancy, 
without maternal mortality and only 1 miscarriage 
1 month after surgery. Patients with various other 
ty'pes of congenital heart disease, such as coarcta¬ 
tion of tire aorta, tetralogy of Fallot, and interatrial 
and interventricular septal defects, may go tlirougli 
pregnancy safely'. Though it is best done before 
pregnancy', heart surgery is often a safe procedure 
during pregnancy for mother and baby. Heart sur¬ 
gery is an adjunct to good medical management, 
and the patient should have the advantage of care¬ 
ful medical management tliroughout pregnaney, 
delivery, and the important postpartum period. 

Metastases of Hypernephroma in Vagina and 
Vulva. L. Overbeck. Ztschr. Geburtsh. u. Gymak. 
150:121-145 (No. 2) 1958 (In German) [Stuttgart, 
Germany]. 

A 55-y'ear-old woman was hospitalized because 
of a sudden genital hemorrhage. The hemorrhage 
was traced to a polypous tumor of bluish-red co 
on the posterior vaginal wall. A biopsy from 
surface of the tumor suggested at first a capiUaO 
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hemangioendothelioma, but microscopic study of 
the excised vaginal tumor revealed an atypical ^ 
metastasis of a malignant h)^emephroma. ITiere 
were no renal symptoms or a palpable renal tumor. 
The diagnosis of malignant hypernephroma of the 
kidney was established on the basis of the vaginal 
biopsy. Since the 10th thoracic vertebra had already 
been destroyed by a metastasis, removal of the 
primary tumor seemed useless, iMetastases invaded 
the lungs and liver, and tlie woman died 10 weeks 
after admission to the clinic. Autopsy revealed that 
the primary tumor was located in the left Iddney. 

The author reviews 50 cases from the literature 
in which vaginal and \nilvar metastases had re¬ 
sulted from a hypernephroma. He stresses the fol¬ 
lowing points: 1. Vaginal or xnilvar metastases of 
hj'pernephroma are probably more frequent than 
is generally assumed. 2. They are characteristically 
located near the introitus vaginae, and the distal 
third of the anterior vaginal wall around the 
urethral opening is primarily involved. 3. G>meco- 
logic sjTDptoms caused by the metastasis are often 
the primary manifestation. 4. The histological ex¬ 
amination is of particular importance, because it 
frequently gives the first indication of the primaiy' 
renal tumor which causes no, or only slight, 
symptoms. 5. It may prove difficult to differentiate 
the growth from a vascularized sarcoma or from an 
angioblastic sarcoma. 6. Metastases develop in the 
vagina and xailva mainly when the renal tumor is 
on the left side, and this is e.\'plained by a retro¬ 
grade venous dissemination. 7. Effective treatment 
is possible only if the metastases of the hyper¬ 
nephroma are still restricted to the vagina or vulva; 
it consists of nephrectomy and extirpation of the 
metastases followed by roentgen-ray or radium 
irradiation. 

Fetal Salvage in Rh Incompatability Where Pre¬ 
vious Stillbirths Have Occurred. W. D. Bownnan. 
Minnesota Med. 41:386-389 Qune) 1958 [St. Paul]. 

The author states that all fetal deaths from Rh 
sensitization occur after the 28th week—most of 
them after the 34th week of pregnancy. The pres¬ 
ence of a viable fetus in utero at 30 to 35 weeks 
has led to the conclusion that induction or cesarean 
section sufficiently early to produce living prema¬ 
ture infants might lead to the salvage of some of 
these infants. At term the possibility of a living 
infant is remote where the father is homozygous 
Rh-positive and there have been previous fetal 
hydropic or stillborn infants due to ^ incompata¬ 
bility. Thirteen cases of pregnancy in 12 women 
who had previously delivered at least 1 fetal 
hydropic or stillborn child due to Rh sensitization 
are presented. Induction at 36 weeks in 1 case in 
which the iiusband was heterozygous was too late, 
and an infant with fetal hydrops resulted. The 


husbands of the remaining patients were homozy¬ 
gous Rh-positive, Induction or cesarean section was 
performed at or before 35 weeks, and all the ap¬ 
parently normal infants survived after adequate 
exchange transfusion. In an effort to prevent ev'en 
the first case of fetal hydrops, labor has been in¬ 
duced for the past 2 years at M to 36 weeks in all 
women sho\ving a 4-fold rise in albumin antibody 
titer in the third trimester. Delivery' at or before 35 
weeks, followed by prompt and, if necessary, re¬ 
peated exchange transfusions, will save the lives 
of more than 80% of infants xvith hemolytic disease 
of the newborn, when the mother has had 1 or 
more previous stillborn infants due to Rh sensiti¬ 
zation. 
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Aseptic Meningitis in Manitoba, 1957. J. C. Wilt, 
H. Medovy, D. Besant and W. Stackiw. Canad. 
M. A. J. 78:8-39-842 Qune 1) 1958 [Toronto]. 

Fourteen boys and 6 girls mth aseptic meningitis 
were admitted to the Winnepeg Children s Hospital 
between July and September, 1957. Three of the 
20 patients were infants, aged less than 1 year, and 
2 of these had convulsions in the course of their 
illness. The duration of illness was from 5 to 10 
days in 13 children; 1 patient had a shorter course, 
and 6 had a more prolonged course. All the patients 
had fever, and nearly all had headache and a stiff 
neck. Vomiting occurred in 10 patients. The spinal 
fluid showed a pleocytosis of 20 to 300 cells per 
cubic millimeter in 15 patients. The protein level in 
the spinal fluid was not markedly elevated, varx'ing 
from zero to 40 mg. per 100 cc. in 12 patients. The 
glucose content was normal. The illness was not too 
severe except for the infants. Fever and headache 
subsided in a few days, and there were no sequelae. 
Laboratory studies revealed virus infections in 12 
of the 20 patients..The disease was due to enteric 
cy'topathogenic human orphan (ECHO) virus, type 
6, in 8 children, to Coxsackie wrus, group A, in 2,^ 
to ECHO virus, type 9, in 1, and to an unidentified 
virus in 1. Seventeen cases of aseptic meningitis 
outside the Children s Hospital were also identified 
as virus infections: poliomyelitis virus was found 
in 5 patients; ECHO virus, type 6, in 5; ECHO 
virus, type 9, in 4; Co.xsackie wrus, group B, in 1; 
Coxsackie x-irus, group A, in 1; and an unidentified 
virus in 1. Since the reporting of benign encephalitis 
is not too reliable, it is impossible to determine the 
total number of infections of this tx'pe which oc¬ 
curred in the outbreak of aseptic meningitis in the 
province of Manitoba in the summer of 1957. It is 
probable that the 20 patients admitted to the 
Winnipeg Children’s Hospital represent most of the 
severest infections xvhich in former years would 
have been classified as nonparaK'tic poliomyelitis. 
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Unexplained IX-alh fro.n Evciiange Transfusion. 

M. C. Inylor, L. C. GiKsdale and A. Q. Stewart 
J. Pcdial. 52:694-700 (June) 195S [St. Louis]. 

The author report on 2 jnfanl.s witJi iiomoJytic 
di.sease of the newl^orn. who died suddenly and 
une.vpectcdly during or shortlv after e.vchange 
transfusions which they received for their disease. 
Lieclrocardiogranis were obtained from both pa¬ 
tients before, in the course of, and after the trans¬ 
fusions, In one patient bradycardia, ventricular 
fibrillation, and cardiac arrest occurred after the 
e.vchauge of /() cc. of blood. In the other patient 
]>rad\’cardia and arrJjr'tlmiia occurred after an ex- 
chavgc of 1S5 cc. of bfood. The cases of tliese 2 
infants were compared with 8 other cases collected 
from the literature in which there was a similarity 
of clinical or electrocardiograp})ic findings. From 
the data available it is not possible to state that any 
one specific factor or combination of factors is 
responsible for the occurrence of cardiac arrest in 
infants undergoing e.vchange transfusion. Accord¬ 
ing to circumstances several or all of the following 
factors may be present; hj'perpofassemia, h)'po- 
calcemia, cooling of the heart, acidosis, prematnrit)', 
and the disease process of }iemol)'tic disease. There 
may be other factors at pre.sent unsuspected. The 
combined use of electiocardiography and adequate 
biochemical study is one uvay of further elucidating 
the problems involved and, at the same time, en¬ 
suring maximum safety for the infant 

•Hepalodiaphragmatic Interposition of Jejunum, 
Ileum, Cecum and Ascending Colon with Intestinal 
Obstruction: Report of a Case Corrected Surgically. 
D. W. Aiken. New England J. Med. 258:1192-1195 
(June 12) 1958 [Boston]. 

Interposition of intestine between liver and 
diaphragm has been called Chilaiditis syndrome. 
It is known almost exclusively as a roentgenologic 
hagnosis, involving the colon far more often than 
dre small intestine, and is usuall)' an unsuspected, 

‘ incidental, asymptomatic finding. It occurred in 
approximately 1 of every 1,000 abdominal roent¬ 
genograms m 1 series. The case of the M-month-oid 
boy presented in this paper is unusual in several 
respects. Search of the worlds medical literature 
revealed no case of interposition of virtually the 
entire jejunum and ileum and none in which the 
small intestine entered the suprahepatic spaces at 
the liver’s posterior border. This case also repre¬ 
sents a type of internal hernia not previously in¬ 
cluded in standard classifications of internal hernias. 
An associated vestigial remnant of an abnormal or 
variant fetal umbilical circulation is of additional 
interest. 

The patient was a mentally retarded infant who 
was hospitalized because of intermittent vomiting. 
The preoperative diagnosis was high intestinal 
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St fif r ^ incomplete. The mother said 
that the mfant always struggled and cried execs- 

•wely before each bowel movement, sometimes 
with tlie appearance of a “knot” in the upper ah- 
domen. The stomach at laparotomy was partiallv 
ciecoinpressed, whereas tlie duodenum was dilated 
witJi fluid. From the ligament of Treitz, a dilated, 
Huid-falled, tense jejunum coursed directly to the 
ij^ht side of the abdomen, to the posterior border 
of the right lobe of the liver in the “lumbar gutter" 
and thence disappeared behind tlie liver. The ob- 
sh-uction xvas nearly complete. Beside the limb of 
jejunum, a normal transverse colon emerged from 
behind (and lateral to) the liver. The ascending 
colon, cecum, appendix, and entire small intestine 
below the first 6 to 8 cm, of jejunum were inter¬ 
posed between the liver and the right leaf of tire 
diaphragm. Gentle traction on the small intestine 
resulted in gradual return of the displaced organs 
to their infrahepatic position. The intestine xvas 
largely collapsed and contained small amounts of 
gas and fluid. As the ileum came into view, so did 
a string-like cord containing 2 vessels resembling 
veins. This structure, which had been stretched 
upward behind the liver, was bluish black at first, 
but regained viable color and blood flow in a few 
minutes. It was found to connect die right lateral 
umbilical ligament (“obliterated hypogastric artery”) 
at the pelvic brim with a retroperitoneal vessel, 
probably tlie superior mesenteric vein, at die right 
side of the superior end of die jejunal mesentery. 
The specimen removed was a cylindrical piece of 
fatty and fibrous-appearing tissue, 7.2 cm. long and 
0.2 to 0,4 cm. in diameter. The area of attachment 
of the liver to the diaphragm was small 
The aberrant vestigial x^essels crossing the ab¬ 
dominal cavit)' may have been an etiological factor 
in bringing about the interposition. The stretched, 
tense vessels were lying predominantly above tlie 
posterior border of die liver with die entrapped 
intestine. Persisting vascular connections between 
die umbilical vessels and the superior mesenteric 
vein are remnants, in part, of the vitelline circula¬ 
tion. The cause of this infant’s mental retardation 
has not been fully investigated. The vestigial vessels 
could have served as a shunt in die fetus, bypassing 
the placenta and interfering widi proper oxygena¬ 
tion during critical phases of cerebral development 

Idiopatliic Pulmonary Hemosiderosis. J. Espinoza, 
E. Simpfendorfer and J. Hasbun. Rev. chilena 
pediat. 29:20-33 (Jan.) 1958 (In Spanish) [Santiago, 
Chile]. 

Idiopathic pulmonary hemosiderosis is rare. The 
disease is supposed to be due to 
which interferes with the elasticity of the pulmo¬ 
nary vascular system diminishes the resistance 
die blood vessels, and exposes them to 
disease has its inception during the first few m 
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of life. It follows a more or less rapid course. Sur¬ 
vival of the patients from the appearance of first 
s\Tnptoms has varied from 5 weeks to 3 years. In 
1952, 4 cases were reported in the literature. The 
patients were subjected to a splenectomy, with 
sur\4val and good health up to the present for more 
than 6 j'ears after the operation. The disease ap¬ 
pears suddenly with intense pallor, moderate fever, 
fatigue, great weakness and diminished respiration. 
Shortly afterward there appear tachycardia, cya¬ 
nosis, and dyspnea. The disease runs its coiurse with 
remissions and aggravations. The lungs on auscul¬ 
tation seem to be normal, whereas the roentgen-ray 
e.xamination of the chest shows characteristic shad¬ 
ows of hemosiderosis, consisting of diminished 
transparency of pulmonary' fields and a network 
pattern covering the pulmonary fields up to the 
peripher)'. The roentgen-ray picture of pulmonar)’ 
hemosiderosis is entirely different from that of 
either miliary tuberculosis or sarcoidosis. The 
sputum contains epithelial cells and phagocytes 
filled with hemosiderin. The pulmonarj' tissue ob¬ 
tained by puncture biopsy is positive to the iron- 
pigment test. The treatment seems to consist of a 
splenectomy. 

The subject of this report was an infant, 9 months 
old, in an appai'ently normal state of health. The 
patient suddenly became ill, refused food, and 
constantly moaned. She was hospitalized 12 hours 
after the appearance of sjTnptoms of weakness, 
intense pallor, moderate fever, cyanosis, and 
dyspnea. She e.xhibited anemia, marked tachycar¬ 
dia, and overloading of the right heart. The lungs 
on auscultation appeared normal. Roentgen-ray 
e.xamination of the chest showed characteristic 
changes of pulmonary hemosiderosis. A transfusion 
of 150 cc. was given. The patient showed an im¬ 
mediate favorable reaction which continued for 5 
days. On the 6th day of hospitalization, however, 
she developed cyanosis and dyspnea and died. The 
autopsy showed acute pulmonary lesions of hemo¬ 
siderosis, infiltration, and interstitial fibrosis of the 
lungs. The liver and particularly the spleen were 
the seat of an acute hyperplastic reaction of the 
reticuloendotlrelial cells. Death was caused by 
acute anemia and overloading of the right heart. 
The autopsy seemed to confirm the tlieory tlrat tire 
disease is one of hj'persplenism and that the treat¬ 
ment should be that of a splenectomy. 

Escherichia Coli Enteritis. V. G. Balaban. Pedi- 
atriya 36:10-16 (May) 1958 (In Russian) [Moscow]. 

The author describes tire clinical and bacterio¬ 
logical features of enteritis due to Escherichia coli. 
The tj'pical features of tliis t>'pe of intestinal dis¬ 
ease are the severity and persistence of anhydremia, 
severity' of toxicosis (occasionally without vomiting). 


seasonal occurrence during autumn and winter, and 
extraordinary contagiousness. The etiological role 
of the Escherichia organisms has been proved by 
the presence of an epidemic chain, by the isolation 
of Esch. coli of a serologic tx'pe during life, and by 
the culture of these organisms from the deceased, 
as well as by an antigenic culture which is identical 
with the Esch. coli 0111:B4 strain. This has been 
confirmed in cross reactions of agglutinations and 
adsorption of agglutinins. The patliogenic proper¬ 
ties have been demonstrated in animal e.xperiments. 
These studies establish the existence of a special 
group of acute intestinal diseases in early child¬ 
hood and the etiological role of Esch. coli 0111:B4 
in these diseases. 

Diagnosis of Nephrolithiasis in Children. L. A. 
Diligenskaya and N. G. Dementeva. Pediatriya 
36:72-77 (May) 1958 (In Russian) [Moscow]. 

Thirteen instances of nephrolithiasis were ob¬ 
served between 1951 and 1955, inclusive, at tire 
First Moscow Medical Institute in children who 
ranged in age from 1 year and 4 month to 9% years. 
There were 7 boys and 6 girls. The duration of 
clinical s>Tnptoms was from 1 month to 3% years. 
The authors point out that, although nephrolithiasis 
is frequent in children, it is not always diagnosed. 
The clinical picture in children lacks the usual 
characteristic s>Tnptoms. Chronic pwria is the most 
common sjTnptom. Nephrolithiasis is diagnosed by 
roentgenologic examination; therefore, all children 
with chronic pyuria should undergo x-ray study. 
Besides the usual roentgenograms, pyelography 
should be performed. X-ray examination in cliildren 
is not difficult, is well tolerated, and can be carried 
out in any children’s hospital. 

Duration of Persistence of Diaplacentally Trans¬ 
mitted Poliomyelitis Antibodies in Infants. F. Muller 
and H. Lennartz. Deutsche med. Wchnschr. 83: 
966-968 (May 30) 1958 (In German) [Stuttgart, Ger¬ 
many]. 

It is important to know how long the neutralizing 
poliomyelitis antibodies which are transmitted from 
motlier to child remain present in a measurable 
titer, because this indicates the duration of the dia¬ 
placentally acquired immunitj' to poliomyelitis. The 
authors examined tlie serums of 182 infants, ranging 
in age from 1 to 12 montlis, for the presence of neu¬ 
tralizing antibodies to the 3 types of poliomyelitis 
xirus. During the first 2 months of life all infants had 
neutralizing poliomyelitis antibodies against at 
least 1 tj-pe of virus; namely 94% against type 1 and 
88% against tjqie 2 or tj'pe 3. Antibodies against all 
3 types of virus were present in 76%, against 2 
tj'pes in 17%, and against only 1 type in 7% of the 
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infants. The percentage of infants who had neutral- 
izing i)o]iomvo]iti.s antiljodies decreased witli ad¬ 
vancing age, reaching tlie ]()we.st point between 

10 »month. Beginning with the 
l«th month, lliere wa,s a renewed increase in the 
percentage of antibody carriers. Most children lose 
antibodies against 1 or 2 types of viruses during the 
lirsl 4 months, but they retain a residual immunity 
with 1 or 2 tx'pes of antibodies. Tlie authors are 
unable to make conclusive statements about which 
of the 3 antibodies disappears first, but they feel 
that there are no c.s.sentia} differences. The duration 
of the persistence of the diaplacentally acquired 
antibodies .seems to depend le.ss on the type of 
virus than on the height of the titer. Only toward 
the end of the first year of life there begins a 
serologically mensurable and demonstrable reaction 
to the different Isqics of poliomyelitis virus. 

It has been suggested that young infants could 
be protected against paralytic poliomyelitis by the 
oral administration of an attenuated living virus. 

Investigators associated with Koprowski and with 
Sabin demonstrated that even infants without dia- ' 
placentally acquired neutralizing poliomyelitis 
antibodies respond during the early months of life 
to the oral administration of I'irus with a high anti¬ 
body titer without showing signs of illness. This 
metliod of active immunization with a living, atten¬ 
uated virus has the great advantage of doing away 
with repeated vaccinations. The booster effect is 
produced by natural contact with the types of 
poliomyelitis virus during the subsequent years. 

The authors believe that oral immunization with 
living attenuated virus has been carried out on too 
few children without neutralizing antibodies to 
permit the conclusion that paralytic forms of polio¬ 
myelitis will not occur. This risk could be obviated 
by emplo 3 'ing this tj'pe of oral immunization during 
tlie first 2 months of life, that is, under the protec- 
'^■'on of the neutralizing poliomyelitis antibodies 
nt the infant acquii’cs from the motlier. 
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Escherichia Coli Enteritis in Nurslings, I. V. Tsim- 
bler, T. S. Sokolova and T. A. Khomitskaya. Pedi- 
atriya 36:3-10 (May) 1958 (In Russian) [Moscow]. 

The authors report on 204 children admitted to 
the Institute of Pediatrics of tire U. S. S. R. Acad¬ 
emy of Medical Sciences with a diagnosis of enteri¬ 
tis. In 50% of the cases the enteritis was due to 
patlrogenic strains of Escherichia coli (Esch. coli 
0111:B4, Esch. coli 055, and Esch. coli 026) and 
was severest in infections with Esch. coli 0111;B4. 
The pathogenic sb’ains of the Escherichia organisms 
make this disease contagious and can lead to its 
spread in an epidemic chain. Children weakened 
by previous disease and inadequate care and those 
with parenteral foci of infection are most suscepti¬ 


ble to the pathogenic sfrains. In these children 
infection is manifested by an acute, toxic disease 
of the intestines. The course of the infections 
milder m older children, but they may become 
carriers. The treatment of this type of infection 
includes antibiotics, cardiac stimulants, and intra¬ 
venous infusion of saline solutions. 

Megacolon and Its Treatment in Children, S Ya 
Doletski. Vestnik khir. 80:91-98 (May) 1958 (In 
Russian) [Leningrad]. 

The autlior reports on 42 children with mega¬ 
colon treated between 1951 and 1957 at the Second 
Moscow Medical Institute. The ages of the children 
varied from 1 month to 14 years. There were 26 
boys and 16 girls. Sixteen patients were operated 
on; tlie rest were treated conservatively. Histologi¬ 
cal studies demonstrated that megacolon in a child 
is always associated with a lack of parasympathetic 
ganglions in Auerbach’s plexus of the large intes¬ 
tine. The clinical manifestation of the predomi¬ 
nance of the tonicity'’ of the sympathetic plexus over 
the incompletely developed parasyonpatlietic is a 
continuous" spasm of the rectosigmoidal segment. 
The dilatation of the large intestine is the conse¬ 
quence of its advancing decompensation in its 
struggle to overcome the resistance of the distal 
constriction zone. Medical treatment must be ap¬ 
plied with the aim of giving the neuromuscular 
centers of the large intestine time to adjust their 
function to the state of abnormal innervation. Re¬ 
section of the rectosigmoidal segment should be 
done if the medical treatment fails. The dilated 
portion of the large intestine is to be left alone. 


UROLOGY 

Genitourinary Focus in Rheumatic Disorder in the 
Male. B. Domeij, G. Giertz, B. Olhagen and R. 
Romanus. Acta chir. scandinav, 115:1-10 (No, 1-2) 
1958 (In English) [Stockholm]. 

Clinical observations long ago suggested a rela¬ 
tionship between certain urologic diseases and 
rheumatic disorders. The authors point to the 
Fiessinger and Leroy syndrome of nonspecific 
urethritis, polyarthritis, and conjunctivitis in the 
French literature and show that in the literature of 
other countries, particularly tire Anglo-Amencan, 
Reiter's name has been coupled witli this syndrome- 
In the department of surgery and tlie uro bgic un! 
of Karolinska Sjukhuset in Stockholm, a > P 

between urologic disorders and pelvospon } 
ossificans had been established by ^ 

Tl» problem was shidied in J 

rheumatology from 1954 onward. At «■* PJ" 
with verified cases of pelvospondylitis were 
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examined urologically, but once it was found that 
a large number of patients xv-ith polyartliritis and 
with only peripheral joint manifestations had his¬ 
tories of genitourinan.' disorders clearly linked in 
time with the onset of the condition a more sys¬ 
tematic collaboration started with the urologic unit. 
For more than 12 months the urologists of this team 
(Giertz and Romanus) held a weekly conference 
witli tlieir colleagues of the department of rheu¬ 
matology in order to examine and follow up prac¬ 
tically all male patients admitted to tire latter 
department, a total of 190, Both urologists, as a 
rule, examined each patient, and the results were 
later compared. 

The luologic examination included palpation 
of the prostate and seminal vesicles, as well as 
cjlological and bacteriological examination of the 
material e.xpressed from these glands. The rheu- 
matologic diagnoses were pelvospondylitis ossifi¬ 
cans (ankx'losing spondylitis), rheumatoid arthritis, 
and "postinfectious polyarthritis” (Reiter siTidrome, 
postgonorrheal artliritis, rheumatic fever) among 
others, A control series of 66 men, without rheu¬ 
matic disorders but of corresponding ages, was also 
examined. Chronic inflammatory changes of the 
prostate and seminal vesicles, with or without signs 
of activit)', were demonstrated in one-third of the 
control group, in more than one-half of tire patients 
with rheumatoid arthritis, in 85% of those uith 
postinfectious polyarthritis, and in 97% of the 73 
patients with pelvospondylitis. About txvo-thirds of 
the patients in tlie latter group had a history of 
genitourinary' disorder. The possible etiological 
significance of these observations is discussed. 

Cancer of the Penis; A Clinical Study of 229 Cases. 
T. Ekstrom and F. EdsmjT. Acta chir. scandinav, 
115:25-45 (No. 1-2) 1958 (In Enghsh) [Stockholm]. 

The aim of this study was to evaluate tire results 
of tlie treatment of penile cancer employed in 
Sweden from 1920 to 1955, The records of 229 
patients with histologically verified cancer of the 
penis were analyzed. Of these, 194 were treated 
before 1952 and were followed up for at least 5 
years or until death. All were regularly examined 
at intervals of 2 to 6 month. The mean age of the 
patients was slightly more than 60 years. The 
youngest patient was 23 years old, and the oldest 
84. Phimosis was present in about half of the pa¬ 
tients. Treatment of the primary’ tumor consisted 
of amputation of the penis. Only in relatively few 
patients was local excision or radiotlierapy alone 
employed. Inguinal node dissection was performed 
only when spread was suspected, eitlier in associa¬ 
tion with treatment of the primary’ tumor or later. 
In the remaining cases the inguinal regions were 
irradiated with telegamma in fractionated dosage. 


The frequency’ of metastatic spread was correlated 
wth various factors of possible importance. The 
patient’s age and the site and histological differen¬ 
tiation of the tumor appeared to be important in 
this respect. The diuration of sy’mptoms, on the 
other hand, apparently xvas wthout significance for 
spread. The size of the primary’ tumor Irkewise 
failed to affect the frequency’ of spread. Only pa¬ 
tients treated before 1952 were considered in the 
prognostic ev’aluation. Patients wth at least 5 years 
of metastasis-free survival were classed as cured. 
Prognostic evaluation was considered impossible in 
patients who died of other disease nothin 5 ymars 
and display’ed no signs of metastases. 

Of the 112 patients in the “metastases-free” 
group, 101 (90%) were cured; the corresponding 
figures for the 55 patients in whom inguinal metas¬ 
tases were removed were 21 (38%); for the 65 wth 
metastases the cure rate was 21 (32%); in the total 
series of 177 patients, 122 (69%) were cured. The 
grade of malignancy’ of the primary’ tumor seemed 
to influence the prognosis principaffy by the greater 
incidence of metastatic spread in tumors of low 
differentiation. Preputial cancer seemed to be more 
“benign” than other forms of penile cancer; metas¬ 
tases occurred less often. Although the frequency' 
of inguinal spread was higher in the younger pa¬ 
tients, tlie prognosis in this group was not definitely 
poorer than in the rest of tlie series. 

Amputation of the penis 2 cm. below the tumor 
implies radical removal of the latter. If the primary 
tumor is so large that amputation would result in 
a very’ short or no penile stump, total extirpation of 
the penis and perineal urethrostomy’ should be per¬ 
formed. Local recurrence after amputation occurred 
in 9 patients irith advanced cancer in whom this 
requirement was not fulfilled. Local excision ap¬ 
pears to be justified when the cancer is confined to 
the prepuce. It does not seem adequate for small 
superficial tumors of the glans. Irradiation of the 
primary tumor may be itself produce cure in se¬ 
lected cases. The results do not indicate the adris- 
ability’ of routine dissection of ly'mph nodes. This 
presupposes regular follow-up. In younger patients 
(less tlian 40 years), however, it is possible that 
ly’mph node dissection should be performed, as 
metastases are common in such patients. Suspected 
inguinal metastases at the time of amputation or 
occurring later should be extirpated. If the sus¬ 
picion is confirmed, the contralateral groin should 
be dissected. When inguinal nodes are not remox’ed 
simultaneously w'ith penile amputation, the malig¬ 
nancy of the primary’ tumor prox’ides some guidance 
in doubtful cases. The risk of surgical complications 
seems to be less w'hen inguinal dissection is per¬ 
formed in a later stage, after the septic adenitis has 
subsided. 
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Foreign Bodies in tJie Kidney: A Case of a Needle 
nilhm the Calyces. J. Naulleau and S. Sakka. 

Prcsse mod. 66:705-707 (April 23) 1958 (In French) 


Remnants of a needle, which was probably 
swallowed in cliildbood, were responsible for sub¬ 
costal pain on the left side in a 21-year-old patient. 
The trouble apparently began at the age of 9 years 
when lie had subcostal pain radiating to the left 
side of tlie lumbar region and around the umbilicus. 
Tl\e attacks of pain were precipitated by physical 
effort, but sometimes occurred without apparent 
reason during the day or in the course of the night 
^yllen they were severe enough to au'aken the pa¬ 
tient. These intermittent painful phenomena were 
the only functional troubles; there were no diges¬ 
tive signs, e.\cGpt occasional abdominal distention, 
and no urinarj’ disorders. Several erroneous diag¬ 
noses u'ere made, but the foreign bodies remained 
unrecognized for IS years, during which the attacks 
of pain became increasingly severe and frequent. 
The patient, who had been forced to restrict his 
activities and whose disposition was being adverse¬ 
ly affected, eventually consulted the authors. Only 
one sign was found on clinical examination: per¬ 
cussion of die left side of the lumbar region pro¬ 
voked pain projected forward into the left-sided 
hypochondrium; this resembled the patient’s spon¬ 
taneous pain in its topography and characteristics 
and suggested either a pancreatic or a left renal 
lesion. Roentgenograms revealed 2 metallic frag¬ 
ments suggesting 'a broken needle. Calcareous in¬ 
crustations surrounded the fragments. Inb-avenous 
urography established the intrarenal location of 
these foreign bodies and showed that they were 
lodged in the lower calyces which were greatly 
dilated. At operation one of the fragments and the 
concretions surrounding it were removed through 
a pyelotomy incision. Nephrotomy, however, was 
required for remov^al of tlie second fragment Avhich 
was larger and more deeply embedded in tire lower 
calyces. Convalescence was uneventful; the patient 
was completely free from his former pain and was 
able to return to work. A conbol urography 2 
months after operation showed that the dilation of 
the calyces had disappeared; it provided a disagree¬ 
able surprise, however, by revealing a third ex¬ 
tremely small (1 mm.) metallic fragment that had 
been overlooked at operation. Reexamination of the 
preoperative films then led to the discovery of a 
previously unnoticed detail—the longer fragment 
was composed of 2 sections, the smaller and inner- 
most of which had been left behind. A second 
roentgenogram made during the operation, after 
removal of the first 2 metallic fragments, would 
have revealed the presence of the third, which may 
in time become tlie center of a new calculus. 


J.A.M.A., Sepf. 20, 

OPHTHALMOLOGY 

Acetazolamide (Diamox) Therapy in Chronic Glau¬ 
coma: A. Tliree-Year Follow-Up Study. C. A de 
t^aryalho, C. Lawrence and H. H. Stone. A. M A 
Arch. Ophth. 59:840-849 (June) 1958 [Chicago]! 

Acetazolamide (Diamox) became available as an 
additional therapeutic agent for the management 
Or glaucoma in 1954, but the mechanism of action 
of this drug as well as its exact locus of action still 
remains to be demonstrated. Since carbonic anhy- 
drase is known to be present in lens epithelium, 
ciliary body, and retina, 2 problems present them¬ 
selves: 1. Does long-term administration of aceta- 
zolamide interfere with tlie metabolic processes of 
ocular tissues? 2. Will the prolonged administration 
of acetazolamide irreversibly suppress the,process 
of aqueous formation, i. e., produce a '‘biochemical 
cyclodiathermy? The patients on whom the 
authors made their studies were drawn from tlie 
general glaucoma chnic of the Wilmer Institute, 
Johns Hopkins Universify, Baltimore, and were 
studied in the Diamox research clinic. The present 
study covers the period from October, 1953, to 
February, 1957. The majority of die patients 
studied had had 1 or more filtering operations with 
subsequent unconti'olled tensions prior to their ad¬ 
mission to the Diamox research clinic; the others 
had had no previous surgery, but their tensions 
could not be controlled on maximal medical ther¬ 
apy, and they were therefore referred to the Dia¬ 
mox research clinic. All the patients in this series 
were on maintenance therapy with pilocaipine, 2% 
to 7%, and 0.25% physostigmine 5 times daily in 
addition to ointment at bedtime, and some patients 
were also given 0.1% isoEurophate once daily. In 
addition, they received an average dose of 1 Gni. 
of acetazolamide a day, given in divided doses of 
250 mg. 4 times a day. Follow-up visits occurred at 
6-to-8-week intervals. 

Of 24 patients with chronic open-angle glaucoma, 
uncontrolled by maximal medical therapy, 21 bad 
conti-olled intraocular pressures over a 3-year 
period of acetazolamide and miotic therapy. The 
average reduction in pressure was 12mm. Hg, and 
the lowered pressure was primarily due to a reduc¬ 
tion of aqueous flow (average 60%) as measured 
by tonography. The over-all percentage of failures 
in this series of clinic patients was 137® to 217c; 6 
of 28 eyes revealed progressive visual field loss in 
spite of controlled intraocular pressure. The exac 
site and mode of action of acetazolamide sbll re¬ 
main to be established, but there is no evidence 
that long-term acetazolamide therapy ; 

suppresses the formation of aqueous humor. At 
discontinuation of long-term acetazolamide 
apy, the intraocular pressure rose to essen 
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pretherapy levels. The longest follow-up of con¬ 
tinuous acetazolamide therapy in this series was 
38 months. Acetazolamide appears to be a rela¬ 
tively safe drug. No significant ocular complica¬ 
tions occurred. Vision and visual fields were 
maintained in many eyes in which the prognosis 
would have been poor without the addition of 
acetazolamide therapy. Until longer follow-up 
studies are available, it is advisable to defer the 
use of long-term acetazolamide therapy until the 
various local therapeutic agents have proved in¬ 
adequate. It should tlien be used as an adjunct to 
other therapeutic measures and not as a substitute. 
It cannot be overemphasized that tliis study deals 
solely with chronic simple glaucoma. Except dur¬ 
ing the immediate preoperative period, acetazola¬ 
mide therapy has no place in the management of 
acute, congestive, or closed-angle glaucoma. 

Hereditary Optic Atrophy. H. A. Iverson. A. M. A. 
Arch. Ophth. 59:850-853 (June) 1958 [Chicago]. 

Congenital hereditary optic atrophy is a rare but 
important specific entity', which is seldom recog¬ 
nized. It is distinct from Leber’s hereditary' optic 
atrophy, particularly as to its age of onset, course, 
relative absence of associated physical abnormali¬ 
ties, and pattern of hereditary transmission. In tire 
majority of the cases described in the literature, 
there is moderate pallor of both optic disks with 
sufficient atrophy so that the cribiform plates are 
well made out. There is moderate to severe loss of 
vision. The optic atrophy is thought to be present 
at birth. Hereditary optic atrophy affects both 
sexes, and it may be transmitted to successive 
generations through either the male or the female. 
A young boy and a young girl were brought under 
observation because of poor vision. The family 
history of these 2 children, who were siblings, 
indicated further visual difficulties in the family. 
Five persons showing moderately severe optic 
atrophy were found in 4 generations consisting of 
18 persons. Another person, now deceased, can be 
presumed to have had the same condition. A further 
patient showed a mild disease of the optic disks. 
Fourteen of the 18 members of the family came 
under examination. The condition appears to be 
congenital, and it is transmitted as a dominant 
trait. 

Uveitis Caused by Helminths and Protoza. J. F. 
Kessel. A. M. A. Arch. Ophth. 59:854-860 (June) 1958 
[Chicago]. 

It has been recognized for many' years in Africa 
and in certain areas of Central and Soutli America 
that microfilariae of Onchocerca volvulus produce 
blindness. Insect larvae have frequently been found 
to cause ocular my'iasis. Additional reports involv¬ 


ing the relationship of otlier animal parasitic infec¬ 
tions to uveitis have been presented xs'itliin the last 
few years. Ocular infection with any Hx-ing agent 
of disease, whether x'irus, bacterium, fungus, or ani¬ 
mal parasite, should be looked upon merely' as an 
incident during the general infection of man by 
that parasite. The author summarizes earlier knowl¬ 
edge on uveitis caused by helminths and protozoa 
and reviews the recent reports. Both helminths and 
protozoa have been found in the uveal tract in man. 
The helminths are all developmental forms and are 
represented by (1) microfilariae of Onchocerca and 
possibly Wuchereria and (2) migrating larx'ae of 
other nematodes. The latter most probably occur as 
an incident to visceral larx'a migrans, which is 
caused most frequently by Toxocara canis. 

Regarding protozoa as etiological agents of cho¬ 
roidal injury', the author say's that recent studies 
indicate that try'panosomiasis alone is rarely asso¬ 
ciated with keratitis or choroiditis. Toxoplasma 
gondii has heen definitely' shown to be responsible 
for chorioretinitis of man. This may occur in toxo¬ 
plasmosis of either the congenital or the postnatal 
ty'pe. With regard to Entamoeba histoly'tica, the 
author says that certain cases of central serous cho- 
roidosis occurring in association wth amebiasis 
have been found to respond to standard amebic 
therapy. Either a direct invasion by E. histoly'tica 
into the tissues or a hypersensitization in the ab¬ 
sence of amebas in the macular lesion is suggested. 

Newer Concepts in Treatment of Metastatic Ocular 
Carcinoma. R. Buxeda. Bob Asoc. med. Puerto Rico 
50:154-158 (April) 1958 (In English) [Santurce]. 

Metastatic carcinoma of the eye is the most com¬ 
mon secondary' tumor of the inner eye. The left eye 
is more frequently affected than the right. Bilateral¬ 
ization is a common occurrence. The site of the 
primary' tumor, in order of frequency, is the female 
breast, the lung, the alimentary' tract, the thyroid, 
and the liver. The prostate, the ovary' and the parot¬ 
id gland give rise to eye metastases in very rare 
instances. The tumor is more frequent in xvomen 
than in men, and in women between the ages of 
40 and 50 years. Ocular metastases of carcinoma 
appear early during the development of the primary' 
tumor. The symptoms of the ocular metastases ap¬ 
pear several months before those of the primary 
tumor in many cases. The posterior region of the 
choroid is the most frequently involved portion of 
the eye, especially its temporal side near the macu¬ 
la. The ophthalmoscopic appearance of choroidal 
metastatic carcinoma is ty'pical. The sxvelling ap¬ 
pears as a thickening of the choroid with a shallow 
retinal detachment at the anterior choroidal pole. 
The tumor develops rapidly. Acute pain appears 
early' and frequently' involves the necessih' of 
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cnuclcatioti. Tlie span of life after the appearance 
of acute sj'niptonis varies between 4 weeks and 8 
months and, in larc cases, 2 years. Cachexia and 
muttipJe rnctastases in manj' organs of the body 
develop rapidly. Up to the present time the treat¬ 
ment was considered as palliative. Of late, it lias 
been found that the .span of the patient’s life can 
be prolonged and the eyesight improved by means 
of properly selected hormone therapy or by means 
of gynecologic operations or neurosurgery aimed at 
eliminating all sources of hormones that favor the 
growth of the rnctastases. Hormone thcrajiy or sur¬ 
gical operations give satisfactory results, according 
to the literature, when the primary tumor is hor¬ 
mone-dependent. 


J.A.M.A., Sept. 20, 

therapeutics 

A New Concept in the Treatment of Penicillin Ec- 
actions: Use of Penicillinase. R. M. Becker Ann 
Int. Med. 48,1228-1242 (June) 1958 (LancSS.S; 

_ This report is concerned with the clinical effec¬ 
tiveness of penicillinase in humans with penicillin 
reactions. Penicilhna.cp. fc nn 


Dietary' Treatment of Myopia in Children, P. A. 
Gardiner. Lancet 1:1152-1155 (May 31} 1958 [Lon¬ 
don]. 

M}’opic children, in general, grow more irregu¬ 
larly and mature earlier than their fellows. The 
rate of visual deterioration coincides in both time 
and degree with spurts of physical growth. Increase 
in myopia is greater and commoner in children who 
refuse animal protein in their diet than in those 
whose tastes are more catholic. A nutritional prob¬ 
lem has been exposed, in that myopic children 
\\'hose eyes are deteriorating eat less food for every 
pound they increase in weight than do normally 
sighted children and those myopes whose eyes are 
not deteriorating. The food element most noticeably 
implicated is animal protein. The present investi¬ 
gation, of which this is a preliminary report, was 
based on tlie possibility that rectification of the 
apparent imbalance of gron'th and nutrition might 
diminish the deterioration in eyesight which is seen 
in most myopic children. 

In a group of short-sighted children who at¬ 
tended the research clinic at Guy’s Hospital, Lon¬ 
don, and received extra animal protein, the rate of 
visual deterioration was much less than in a group 
who attended the ordinary school ophthalmic clinic 
and whose diet was not changed. The difference 
in treatment between the 2 groups lay primarily in 
the increased amount of animal protein consumed 
by the treated group, tliough it is clear that otlier 
factors were at work. With a few exceptions among 
the younger children, those who carried out the 
treatment most assiduously tended to deteriorate 
more slowly than their more casual fellows. Of the 
children over 12 years of age, there was actual 
improvement in most of those who took the greatest 
quantity of animal protein. Whatever may be tire 
cause of acquired myopia in children and adoles¬ 
cents, its course can be beneficially modified by 
dietary means. The factors involved still need, 
elucidation. 


eactions, Pemcillinase is an enzyme specific for its 
substrate penicillin. It can be obtained from several 
strains of bacteria, including staphylococci and 
Escherichia coli. Commercially it is produced in 
greatest abundance from cultures of Bacillus cereus, 
sti-ain NRRL-B 569. The inactivating action of 
penicillinase is through its catalytic hydrolysis ol 
the lactam ring of the penicillin molecule, changing 
penicillin to penicilloic acid, which is nonantigenic 
in this sensitivity system. In an earlier study it was 
found that in guinea pigs and in humans who had 
received penicillin, and in whom consistent penicil¬ 
lin blood levels were established, no circulating 
penicillin could be found within an hour or less 
after a parenteral injection of penicillinase. No toxic 
effects from penicillinase were noted. , 

Forty-six patients with penicillin reactions were 
ti'eated with penicillinase. Twenty-four of these 
P>atients were treated vath intramuscular injections 
of penicillinase alone, with uniformly good results. 
The other 22 patients had previously received or 
were given concomitantly various antihistamines 
and/or corticotropin and steroids. In 20 of these 
patients the favorable clinical response seemed to 
be directly attributable to the penicillinase. In the 
2 cases with a poor response, the penicillinase was 
given weeks to months after the reaction started. 
In 1 case that could be classified as only a fair 
response, the penicillinase was given 2 weeks after 
the onset of the reaction. No systemic toxic reac¬ 
tions to single or multiple injections of penicillinase 
were noted. A few patients complained of pain at 
the site of injection, and 1 patient had a local re¬ 
action with induration which may or may not have 
been due to the enzyme. Penicillinase should prove 
to be an extremely valuable adjuvant therapy in 
the treatment of penicillin reactions. 

Use of Radioactive Iodine in tire Treatment of 
Angina Pectoris. R. L. Segal, S. Silver, S. B. Yohalem 
and R. A. Newburger. Am. J. Cardiol. l:671-6o 
(June) 1958 [New York]. 

The authors report on 65 euthyroid patients, 46 
men and 19 women, between the ages of 84 and H 
years, witli inti-actable angina pectoris, ^ 
given a tracer dose of radioactive iodine (1 } 
in whom the uptake by the thyroid gland 
measured at 24 hours by the 
them had an uptake of less than 55 » a 
The patients were then given a therapeu 
U®*. After 8 to 12 weeks the clinical resul 
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evaluated. If adequate clinical response had oc¬ 
curred or complete m^ocedema was present, no 
further therapy with I’®' was practiced. If there was 
an unsatisfactory clinical response and my.\-edema 
was not present, a second therapeutic dose was 
administered. A -similar routine was followed at 
3-month intervals until either a clinical response 
had occurred or mraedema was present and had 
been confirmed by appropriate laboratory studies. 

Of the 65 patients, 15 (about 25%) who received 
an average dose of 24 me. of I"” and who retained 
12.5 me. obtained excellent results, being essentially 
free of anginal pain and able to assume a reason¬ 
ably normal life. Twenty-three patients who re¬ 
ceived an average dose of -34.2 me. of r"" and who 
retained 9 me. obtained good results, wnth a sienifi- 
cant reduction in the frequency and severiW of the 
anginal attachs; angina decubitus, if present before 
the institution of radioactive iodine therapy, was 
completely relieved. Nine patients svho received an 
average dose of 33 me. of 1'’’' and who retained 13 
me. obtained fair results, with some lessening of 
the frequency and sev'erity of anginal attacks but 
with impairment of activib,' still present. Ten pa¬ 
tients who received an average dose of 32 me. of 
I'” and who retained 10 me. were therapeutic 
failures, Eicht patients died within 3 months of 
therapy, 5 of the 8 died within 1 month of therapy, 
and in 3 of these there was an exacerbation of 
cardiac sjouptoms possibly secondary to an acute 
irradiation thyroiditis. The reaction of severe acute 
irradiation thjToiditis occurred only in those pa¬ 
tients who received a retained dose of more than 
12 me. as the initial dose. Generalized side-effects 
were primarily those due to the induction of myx¬ 
edema, consisting of sluggish mental functioning 
and muscle cramps, cold skin, tendency to fatigue, 
and general lassitude. In addition to myxedema 
there were the inevitable side-effects of general 
body irradiation. 

In patients with intractable angina pectoris, the 
induction of myxedema or a hxqiothyroid state by 
ablation of the thyroid gland with I”’ is of definite 
value for producing symptomatic relief. The indica¬ 
tion for treatment is severe intractable angina pec¬ 
toris of relative stability which has been resistant 
to standard cardiac therapy. The contraindications 
are preexisting h\'poth}TOidism and recent coro¬ 
nary arterj' occlusion. Sjunptoms of mj'xedema can 
be partially controlled by the administration of 
small doses of thyroid extract, without reactivating 
the anginal pain. Acute irradiation thwoiditis may 
cause transient h^'perthyroidism, and this may be a 
contributory cause of death after tlierapy. Adjust¬ 
ment of time-dose relationship may prevent this 
reaction. It is recommended that the first series of 
treatment should be given in 2 or 3 fractional doses 
at weekly interx'als; the first dose should be selected 
so that not more than 7 me. is retained by the 
normal-sized thjnroid gland. 


Effect of 6-Mercaptopurine in 41 Cases of Acute 
Leukemia in the Adult. Y. Kenis, T. Peltzer and 

H. J. Tagnon. Eev. hemat. 13:132-147 (April-June) 
1958 (In French) [Paris]. 

Thirty adult patients with acute leukemia were 
treated with mercaptopurine. One complete remis¬ 
sion, 6 partial remissions, and 3 clinical remissions 
were secured. The depressive effect of mercapto¬ 
purine on the leukoevTes xvas observed in almost all 
the patients. Nine other patients with chronic 
myeloid leukemia undergoing transformation to 
acute leukemia were also treated with mercapto¬ 
purine. Only 2 partial remissions w’ere obtained in 
these patients. No improvement w'as seen in 2 pa¬ 
tients with chronic Ixunphoid leukemia who were 
treated witli mercaptopurine during periods of 
acute hnuphoblastic exacerbation. 

The effect of mercaptopurine on the blast cells 
and on the leukocytes is often rapid, but clinical 
improvement, w’hen it occurs, does not appear until 
•3 weeks at the earliest after tlie start of the treat¬ 
ment, and complete remission does not become 
evident unHl after 3 months of treatment. Adminis¬ 
tration of the drug should therefore be continued 
until the leukemic cells have disappeared com¬ 
pletely from the bone marrow' or until definite 
medullary hypoplasia becomes evident. 

Ch’nical Comparison of 6 Digitalis Preparations by 
the Parenteral Route. C. Aravanis and A. A. Luisada. 
Am. J. Cardiol. 1:706-716 (June) 1958 [New York]. 

The authors report on 162 patients, between the 
ages of 21 and 90 years, 138 of w'hom had heart 
failure, the remaining 24 w'ere patients of the 
average age of 65 years without heart failure who 
served as controls. The 162 patients w'ere dmded 
into 6 groups of 27 each, and a different commercial 
preparation of digitalis w'as given to each group. 
These preparations w'ere digitoxin (Digitaline Na- 
tivelle), digo.xin (Lanoxin), deacetyl-lanatocide C 
(Cedilanid D), gitalin (Gitaligin), a complex of 
glycosides (Ouabain), and acety’l-digitoxin alpha 
(Acylanid). The drugs w'ere administered by intra¬ 
venous injections as a rule, and some patients were 
given intramutyular injections. Full digitalization 
was obtained w'ithin 2 to 4 days w’ith comparable 
doses. Clinical data, venous pressure and circula¬ 
tion time, roentgenologic and electrocardiographic 
data were noted for 7 days. The rating of the prepa¬ 
rations used W'as based on the following criteria: re¬ 
duction of pulse at the end of treatment, rapidity 
of improvement, changes in venous pressure and 
circulation time, reduction in size of the heart, 
electrocardiographic changes, and toxic manifesta¬ 
tions. The follow'ing doses w'ere considered average 
total doses for intravenous digitalization: digito.xin, 

I, 2 to 1.4 mg.; acetyl-digito.xin, 1.04 to 1.6 mg.; 
digoxin, 2 to 2.2 mg.; Cedilanid D, 2 to 2.2 mg.; 
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gitalin, 4 to 5 mg.; and Oualjain, 0.50 to 0.75 mg. 
I he.sc total do.sc.s were ascertained by .subtracting 
the average daily eliminated do.se from the total 
close received. 
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w" of Ruptured Myocudil 

Infarcts. W. J. Freeman. A. M. A. Arch kth 

646-653 (June) 1958 [Chicago]. ■ 


The greatest effect on heart rate was obtained 
'VCedilam'd. The greatest rapidity 
ol eifect was obtained with Ouabain followed by 
digitoxin. The greatest decrease of signs of con¬ 
gestion was obtained with digitoxin, acetyl-digi- 
toxin, or digoxin. The greatest decrease of cardiac 
size was obtained with digito.xin or acetyl-digito.vin. 
This does not confirm previous studies of the 
authors, according to which Ouabain would evert 
a greater action than the above-mentioned glyco¬ 
sides. The greatest changes in the electrocardio¬ 
gram were exerted by digitoxin; the smallest, by 
Cedilanid. This was considered as a point in favor 
of the latter. The greatest toxicity was found widi 
digoxin, wliile digitoxin did not seem to present 
special problems. Gitalin seems to have an inter¬ 
mediate position from the various points of view, 
Tlie over-al! rating of the glycosides is discussed. 
This, however, should not be unduly stressed, as 
special indications were found for several glycosides. 


PATHOLOGY 

TJie Healing of M)'ocardial Infarction. M. D. Zaikin. 
Klin. med. 39:103-110 (May) 1958 (In Russian) 
[Moscow]. 

The author reports on a postmortem study of the 
hearts of 50 patients who died as the result of a 
myocardial infarction. The majority in tliis group 
were patients, 50 to 70 years old. Severe athero¬ 
sclerosis of the coronary arteries with narrowing 
of the lumen was found in 40 patients; 9 hearts pre¬ 
sented a moderate degree of atherosclerosis of the 
coronary arteries; and 1 patient had normal coro¬ 
nary arteries. Coronary thrombosis was found in 22 
cases only. These were cases with advanced athero¬ 
sclerosis of the coronaries. The author distinguishes 
2 types of infarction: (1) infarcts, in the absence of 
tlrrombosis of the coronary branches, which are the 
result of a prolonged spasm manifested morpho¬ 
logically as small necrotic foci involving exclusively 
muscle fibers; (2) infarcts which are the results of 
thrombosis of 1 of the large branches of the coro¬ 
nary system, with extensive involvement of the 
myocardium characterized by necrosis of both 
muscle fibers and interstitial tissues with blood 
vessels. The healing of the small myocardial in¬ 
farcts takes from 5 to 6 weeks. Complete healing of 
extensive myocardial infarction takes place at 
various periods of 272 to 4 months. The healing 
time required depends upon the age of the patient, 
the extent of necrosis, the degree of atherosclerosis 
of the coronary arteries, and the functional state of 
- the myocardium. 


Rupture of the myocardium may be caused bv 
trauma, infection, or neoplastic disease, but by far 
the commonest single cause is myocardial infarction 
due to arteriosclerosis of the coronary arteries. 
Every case oTacute myocardial infarction is a po¬ 
tential case of rupture. The mechanisms leading to 
rupture are only partly understood, 'and so the 
significance of clinical events cannot be properly 
evaluated. This study of the histology of ruptured 
infarcts, based on material from the autopsy files of 
the Grace-New Haven (Conn.) Community Hos¬ 
pital from 1925 to 1954, was undertaken with the 
aim of determining such mechanisms. Attention was 
drawn to certain general factors, \vhich either in¬ 
crease the rupturing force (e. g., hypertension, lack 
of adequate bed rest) or decrease the ability of the 
ventricular wall to resist the force (e. g., age, 
general debility, myocardial atrophy). TJrer-e were 
38 ruptures in 484 patients with myocardial infarcts. 
Two of the SS cases were disregarded as not ger¬ 
mane to the problem: one, a case of rupture of the 
interventricular septum with survival of the patient 
for almost a year, and the other, a case of dissecting 
hemorrhage from a fibrotic aneurysm of the left 
ventricle. 

The remaining 36 cases were arranged in the 
order of the time interval between clinical diagnosis 
of infarction and death.’ The commonest intervals 
between clinically apparent infarction and death 
were less than 24 hours and from 3 to 7 days. Histo¬ 
logical examination of the hearts demonstrated 
multiple superimposed infarcts, the commonest 
pattern being that of a multiple subendocardial 
infarct of an indicated age of 3 to 7 days, sur¬ 
rounded by a very recent transmural infarct, asso¬ 
ciated with a single occlusive thrombus in a major 
coronary artery. Indirect evidence indicated that 
tire older, smaller infarct was caused by partial 
obsh'uction of the major vessel at the site of even¬ 
tual thrombosis. The hypothesis is proposed that 
rupture is most likely to occur when an ischemic 
infarct is followed ,in 3 to 7 days by coronary throm¬ 
bosis and a superimposed transmural infarct. 


Amyloidosis of the Heart. R. M. Mulligan. A. M- A. 
Arch. Path. 65:615-630 (June) 1958 [Chicago]. 


;n a study of the causes of death of 1,150 pei's®. 
years of age and older, autopsied at the J 
neral Hospital, Denver, between July 1, 1^ 
d July 1,1955, the 17 cases of amyloidosis ot m 
art observed in 16 men and 1 woman constituteo 
:% of the total. Since the ratio of men to wome 
long these 1,150 persons was 2.5:1, 
io for amyloidosis of the heart was 6.4:1. 
tients were 80 to 89 years of age, and the re . 
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ing 2 were 72 and 77. Amyloidosis of the heart was 
the cause of death in 7 patients and was a contrib¬ 
uting cause in tlie other 10 patients. Symptoms and 
signs of cardiac failure not responding readily to 
treatment were common. The chest roentgenograph 
revealed variable heart size, pulmonary edema, and 
hydrothora.x. Important findings in the electrocar¬ 
diogram were low voltage of ventricular complex, 
low amplitude of atrial complex, delayed intra¬ 
ventricular conduction, and partial atrioventricular 
bloclc. Amyloid, appearing most frequently as gross 
granules in the atrial endocardium and as granules 
or difiuse infiltrations of tlie myocardium of all 
chambers, was less common in the epicardium and 
valves. The hearts affected ranged from normal size 
to striking hj'pertrophy. Coronars’ arteriosclerosis 
was usually minimal to moderate and nonocclusive. 

. The amj'loid, deposited in the myocardium, pre¬ 
dominantly among the muscle fibers and the capil¬ 
laries, was metachromatic wth methyl violet or 
crystal violet, variably red witli Congo red, and a 
distinctive shade witli ammoniacal silver. The ap¬ 
parent common denominators of amyloidosis of the 
heart were senility and malnutrition. In this con¬ 
nection the author comments on (1) weight loss, 
anemia, poor dentition, and atrophy of the liver; 
(2) restricted intake, impaired absorption, and faulty 
utilization of food; (3) progressive decline of blood 
albumin, rise of blood globulin, and fall of thiamine 
with age in both sexes; and (4) progressive decline 
of blood ascorbic acid with age in men. Amyloi¬ 
dosis, regardless of localization, is properly thought 
of as secondary' on the basis of a disturbance of 
blood proteins, in w'hich hy'perglobulinemia is para¬ 
mount. Other factors as y'et unappreciated may' also 
be operative. Study of the blood proteins by electro¬ 
phoresis and an accurate mapping of amyloid in the 
heart in relation to the conduction system are de¬ 
sirable in future investigations of amy'loidosis of the 
heart. 

Pseudoneoplastic Changes of the Vesical Mucosa 
After Radium Therapy for Cervical Carcinoma. 
P. Natale, R. Grattarola and E. Mattea. Minerva 
ginec. 10:229-232 (March 31) 1958 (In Italian) 
[Turin, Italy]. 

Radio therapy for cervical carcinoma may pro¬ 
duce tissue changes of the vesical mucosa which on 
cytological and histological examinations simulate 
neoplastic lesions. These tissue changes may some¬ 
times appear several years after discontinuance of 
radio tlrerapy. Since they regress spontaneously, 
surgical therapy' is not indicated and might even 
be harmful. 

The authors report on 2 patients who had re¬ 
ceived radio therapy for cersical carcinoma of ty'pe 
2. One woman at the age of 64 years svas given 
radio therapy which produced complete remission 
of the tumor. Two years after discontinuance of the 


treatment, the patient complained of macroscopic 
terminal hematuria accompanied by' mild stran¬ 
guria and no py'uria. At a gy'necologic examination 
the cervix uteri xvas normal and there was no infil¬ 
tration into the parametrium. At cystoscopic e.x- 
amination part of the bladder mucosa was covered 
with lentil-size protuberances, which svere red in 
color and were a source of easy bleeding. The sur¬ 
rounding mucosa was pale in color with a few 
spots of telangiectasia. Endoscopic examination in¬ 
dicated the presence of a vesical tumor, and bioptic 
examination showed a bladder carcinoma. No sur¬ 
gical operation xvas performed because some doubts 
still persisted about the e.xistence of cancer. Seven 
montlrs later the bladder was found free of the new 
growth. The other w'oman xvas operated on for 
mammary' carcinoma at the age of 27 and was 
given a course of radio therapy' for cerv'ical car¬ 
cinoma when she was 37 years of age. She com¬ 
plained of macroscopic terminal hematmria accom¬ 
panied by mild stranguria 5 years after discontinu¬ 
ance of radio therapy'. Cy'stoscopic and endoscopie 
examinations indicated the presence of small car¬ 
cinoma nests on the bladder mucosa but no in¬ 
vasion of the parametrium. No surgery' was per¬ 
formed. Retrogression of the new growth on tlie 
bladder mucosa was established on endoscopic ex¬ 
amination 18 months later. 

Cytomegalic-Inclusion Disease in tire Adult. E. R. 
Fisher and E. Davis, New England J. Med. 258; 
1036-1040 (May 22) 1958 [Boston]. 

The occurrence of cytomegaly with intranuclear 
inclusions is rvell recognized in newborn and older 
infants, but it is less widely' know'n that a similar 
cytopathological alteration may be present in 
adults. A rerierv of the literature revealed 17 cases, 
and it appears significant that almost all the pa¬ 
tients, except those in rvhom cy'tomegaly' was lim¬ 
ited to the epithelium of gastrointestinal ulcers, had 
a debilitating disease, such as septicemia, blood 
dyscrasia or other hematological disorder, malig¬ 
nant ly'mphoma, or pneumonitis due to Pneumo¬ 
cystis carinii. The authors describe the clinical and 
pathological findings in 2 adults with cytomelagy 
w'ith intranuclear inclusions. This cellular change 
xvas present in the lungs, liver, lymph nodes, 
adrenal cortex, and bone marrow in one patient, 
who had my'elogenous leukemia, but xvas confined 
to the lungs in the other. A fibrosing interstitial 
pneumonitis apparently' due to the cytomegalic in¬ 
fection xvas present in both. This relation appears 
xvorthy' of note, since pneumonitis in prewous ex¬ 
amples of adult cytomegaly has been attributed to 
associated infection w'ith P. carinii or other causa¬ 
tive agents. 

The Pneumocy'stis organisms w'ere not identified 
in the lungs of the 2 patients, despite a careful 
search of many' sections w'ith x-arious staining tech- 
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mqucs considered to facilitate their identification. 

Tiie Jungs appeared congested and hemorrhagic 
rather tlian the characteristic grav of pneumocystis 
pneumonitis. The interstitial fibrosis and lympho¬ 
cytic infiltrate, hyaline membranes, Masson bodies, 
ahcolai epithelization, and lack of significant 
bronchiolar or alveolar inflammatory infiltrate are 
reminiscent of the morphologic appearance of the 
' changes encountered in fibrosing interstitial pneu¬ 
monitis. The viral nature of this type has been 
suspected but not conclusively demonstrated. The 
histochemical characterization of the intranuclear 
inclusions as desoxyribonucleoprotein is compatible 
with the interpretation that these structures repre¬ 
sent viral aggregates. However, it appears equally 
tenable that they represent altered nuclear sub¬ 
stance and not viral particles per se. The patho¬ 
genesis of cytomegalic-inclusion disease in adults 
has not been conclusively demonsti-ated. Its occur¬ 
rence in persons with debilitating diseases, particu¬ 
larly those in whom antimetabolite, steroid, or 
antibiotic therapy has been utilized, has prompted 
an analogy between cytomegalic infection and the 
not infrequent mycotic infections noted in such 
patients. It is of interest in this regard that Candida 
organisms as well as cytomegalic inclusions were 
present in 1 of the patients. The predilection of 
cytomegalic-inclusion disease for adults with dis¬ 
orders of the reticuloendothelial system or those 
receiving therapy that nia\' affect tlie activity of 
this system suggests that alteration of the immune 
mechanism may allow for reactivation of a latent 
infection or facilitate exogenous invasion. Further 
viral and immunological investigations appear es¬ 
sential to clarify the pathogenesis of cytomegalic- 
inclusion disease in the adult. 


Researches on Toxoplasmosis in Uruguay: Survival 
of Toxoplasma Gondii in Human Blood “in Vitro.” 
R. V. Talice, J. Gurri, J. Royol and L. Perez-Moreira. 
An.‘ Fac. med. Montevideo 42:143-147 (Sept.-Dee.) 
1957 (In Spanish) [Montevideo, Uruguay]. 

Parasitemia has been verified in the acute phase 
of diffuse toxoplasmosis in man. In the last months 
of pregnancy this condition has been regarded as 
the causal factor of congenital toxoplasmosis. There 
is danger of accidental transmission of toxoplas¬ 
mosis from man to man by blood transfusions. Ex¬ 
periments have shown that Toxoplasma gondii 
survives for a certain number of days in the organs 
of infected animals stored in a refrigerator or in 
the peritoneal exudates preserved in capillaiy tubes. 
The authors performed experiments with white 
mice to determine the period of survival and the 
infectivity of T. gondii in human blood stored in a 
refrigerator. Blood used for transfusions was ob¬ 
tained from the Bank of Blood and Plasma at the 
Faculty of Medicine' of Montevideo. White mice 
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daily received intraperitoneal injections of a mk- 
ture of human blood and peritoneal exudates of 
mice previously inoculated with the BH strain of 
T. gondii. A daily dose of 0.5 cc. of the human 

1 1 exudate mixture, containing 

1,700, 1,S75, and 6,400 Toxoplasma organisms re- 
spectively, was given for 5, 8, and SO days, and the 
mixture was preserved all that time in the refrigera¬ 
tor at 5 C, Then the injections were given at inter¬ 
vals of 5 or S days up to the 50th or 57th day. 
Whether the' animals died spontaneously or were 
killed at the end of the experiments, the peritoneal 
exudates obtained on autojosy proved to contain a 
large number of Toxoplasma organisms up to the 
50th day of preservation of the blood. The inocula¬ 
tion of blood preserved up to 57 days did not pro¬ 
duce these organisms in the peritoneal exudates, 

Tlie authors conclude that Toxoplasma organisms 
in citrated human blood stored at 5 C, when in-’ 
jected intraperitonealJy into white mice, may re¬ 
main alive-and infective to the animals for at least 
50 days. This period of survival of the protozoans 
is much longer than that found in organs of infected, 
animals preserved in the refrigerator or in the 
exudate of an infected animal placed in capillary 
tubes. The virulence of the straiii in the mouse does 
not decline over tire above period. In the human 
blood-toxoplasmatic exudate mixture, extracellular 
Toxoplasma organisms are visible in smears. The 
survival of these organisms in preserved blood 
demonstrates the danger of accidental transmission 
of toxoplasmosis in blood transfusions. It would be 
interesting to study the in vitro action of active 
drugs upon T. gondii in the infecting blood-exudate 
mixture so as to be utilized, as a preventive 
measure, in transfusions of blood from donors with 
positive toxoplasmatic reactions (Sabin and Feld¬ 
man’s intradermal reaction). The survival of Toxo¬ 
plasma organisms in blood may constitute a 
convenient practical metliod of preserving strains 
in the laboratory. The question remains as to which 
blood components are relevant in the in vitro 
preservation of T. gondii. 

RADIOLOGY 

Treatment of Lung Cancer (Primary and Metastatic) 
by RadioacUve Phosphorus Administered Intrave¬ 
nously, Intra-Arterially and Intracardially. I. M- 
Ariel. Am. J. Roentgenol. 79:961-980 (June) 
[Springfield, Ill.]. 

This study was undertaken to investigate 
mediod of administering irradiation to patients wi 
inoperable lung cancer without subjecting them 
the rigors of external irradiation or thoracotomy 

Internal irradiation with radioactive phosphon 

(P®-) was chosen for this purpose. This repo 
scribes: (1) the effects of upon the allegation 


a 

with 
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of sjTnptoms of patients bearing pulmonarj’ cancer, 
eitlier primary or metastatic; (2) the effect of tins 
tlierapy upon longevity; (3) a measurement de¬ 
signed to show whether there is a collective uptake 
of the isotope by the tumor in excess of that of 
normal pulmonary tissue; and (4) attempts to en¬ 
hance the concentration of the isotope by (a) in¬ 
jecting the isotope directly into the heart, tliereby 
possibly avoiding some of the dilution which may 
occur, (b) noting the effect of a preliminary course 
of nitrogen mustard upon the selective uptake of 
the isotope by the tumor, and (c) noting the effect 
of administering intra-arterially. Data on 51 
patients were tabulated. 

Radiophosphorus (P“') did not increase the life 
span in patients with pulmonarj’^ neoplasm, either 
primar)' or metastatic. An alleviation of trouble¬ 
some ssTnptoms due to the lung cancer occurred 
in a significant number of patients treated with an 
average dose of 10 me. of P^‘. Measurements of 
the concentration of P^" in various regions of the 
chest cawty (including tlie lung tumor) revealed a 
significant pick-up of the isotope by the tumor in 
most instances. It was not possible, by the tech¬ 
niques used, to determine accurately the differen¬ 
tial pick-up ratio noth otlier segments of the lungs. 
The pick-up of P’* by the neoplasm and the normal 
lung tissues varied at different time intervals after 
the initial injection. The cause and significance of 
these fluctuations remain enigmatic. Primar}' lung 
tumors and neoplasms metastatic from primary 
breast cancer apparently responded best to the 
intravenous administration of P^'^. Metastases_from 
primary' neoplasm of the uterus, ovaries, rectum, 
and colon did not respond to this form of therapy. 
Attempts to enhance the concentration of P'’’ in 
pulmonary' neoplasms by administering the isotope 
intracardially', intra-arterially, or subsequent to a 
coinse of nitrogen mustard were unsuccessful. No 
serious untoward reactions occurred in this series 
of patients as tire result of P“' therapy. Hema¬ 
topoietic depression was usually slight. The intra¬ 
venous administration of P’' produces a definite 
but limited relief of troublesome symptoms due to 
pulmonary cancer. 

Interstitial Implantation in the Treatment of Pri¬ 
mary Bronchogenic Carcinoma. U. K. Henschke. 
Am. J, Roentgenol. 79:981-987 June) 1958 [Spring- 
field, Ill.]. 

In a rerdew of the Rterature the author ascer¬ 
tained tliat in 900 of 2,075 patients mth primary' 
bronchogenic carcinoma, operated on witlr the in¬ 
tent of carry'ing out a resection, the tumor was 
found to be too far advanced for excision. At the 
present, the chest is tiren closed in most hospitals. 
The author advocates the use of interstitial implan¬ 
tation of radioactive sources, as it is carried out at 


the Memorial Center in New York. He reviews 
observ'ations on 119 patients wth primary' carci¬ 
noma of the lung, treated from 1941 to 1955, on 
whom interstitial implantation was carried out at 
thoracotomy, but no resection was performed. 
These cases are a relatively imiform group, since 
they' include no early’ cases (these would have been 
resected at thoracotomy') and no late cases (these 
would not have been explored). Supplementary' ex¬ 
ternal radiation therapy was used in most cases in 
this 1941-1955 group in contrast to the group of 
patients, treated in 1956 and 1957, on whom ex¬ 
ternal irradiation was used only' occasionally'. It 
was felt that the results in the patients treated with 
interstitial implantation at thoracotomy' up to tlie 
end of 1955 were encouraging. Attempts, therefore, 
were made to improve interstitial implantation at 
tlioracotomy' by better techniques and'by' the use 
of artificial radioisotopes. 

The author describes a new implantation tech¬ 
nique that has been used since the beginning of 
1956 u'ith radon as well as wth radioactive iridium 
sources. Tire advantages of this technique over 
t older methods of implantation are enumerated. In 
the search for a more suitable radioactive source 
for permanent implantation, many' artificial_radio- 
isotopes have been evaluated, such as radioactive 
gold (Au'®®), iridium (Ir'®'), tantalum (Ta*®°), chro¬ 
mium (Cr”), and mercury' (Hg'”), but only Au””’ 
and Ir’®' were found worthwliile for clinical trials. 
The gamma radiation from Au'”® and Ir’®® is ener¬ 
getic enough to avoid increased absorption in the 
bone. The dose rate for these 2 artificial radio¬ 
isotopes up to a distance of 6 cm. in tissue is the 
same as that with radon. Important in the practical 
use of Au'®® and Ir’®“ is the lower half-value in lead. 
This makes adequate protection for Au'®® and Ir'®" 
possible wnth relatively small lead containers. The 
lower ma.ximum beta energy' of Au'®® and Ir'®® per¬ 
mits the use of thinner shields around the sources 
to filter out the beta particles. This, in combination 
with tlie liigh cross section of the iridium to neu¬ 
tron capture, has made it possible to produce Ir'®® 
sources which have a much smaller diameter than 
radon or Au'®® seeds. 

These and other advantages of Ir'®® prompted its 
clinical use in a greater percentage of patients. 
Whereas in 1956, out of 47 implants, 6 were done 
witli Ir'®®; in 1957 Ir’®® sources were used in 31 of 
34 implants. The remaining implants were done 
mth radon. M'hile more work is necessary' to estab¬ 
lish the value and place of interstitial therapy in 
the treatment of lung cancer, e.xperience so far 
suggests the following preliminary' conclusions: 1. 
A much higher tumor dose can be delivered w'ith 
less damage to normal tissues by interstitial implan¬ 
tation at the time of thoracotomy than by external 
radiation therapy. 2. Interstitial implantation at 


thoracotonij^ can be done with little risk and in 
niost cases can substitute for a subsequent course 
oi external jaclialion therapy. 3. Results of inter¬ 
stitial implantation in lung tumors are encouraging, 
especially in superior sulcus tumors, 4. Accuracy 
of interstitial implantation can be greatly improved 
by a technique in which unloaded hollow needles 
are placed in and around the tumor prior to the 
introduction of tlic radioactive .sources. 5. Ir'”® ap¬ 
pears to be a promising radioisotope for permanent 
interstitial implantation. 
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senes, for it is well known that the clinical comse 
of a prepuberal lesion may be entirely benim 
Secondly, melanoma of the uveal tract was L 
eluded, for this condition appears to run a more 
clironic course than melanoma of the skin, Tlie 
total number of case histories finally available was 
254, consisting of 188 from the Toronto General 
Hospital and 66 from the 2 hospitals in Baltimore. 
These patients had been followed to death, for at 
least 5 years if still alive, or until lost to further 
follow-up examination. 


Coronary' Insufficiency Associated with Oral Ad¬ 
ministration of Gall-Bladder Dye. D. Littman and 
F. I. Marcus. New England J, Med. 285:1248-1250 
(June 19) 195S [Boston]. 

Four instances of fatal coronary accidents occur¬ 
ring in close proximih' to the oral ingestion of 
gallbladder dye are reported. In every instance 
coronary pain was noted for the first time or had 
recurred 10 to 30 days prior to tlie test being per¬ 
formed. Should a causal reJationsiiip exist between 
the time of oral ingestion of the gallbladder dye 
and die advent of myocardial infarction or coronary ^ 
occlusion, tlie meclianism of acute coronary insuflS- 
ciency is unknown, altliough a vasovagal reflex is 
postulated. The recent development or recurrence 
of sj^iiptoms ofcoronary insufficiency implies either 
a new occlusion or myocardial infarction or both. 
The fragility' of such patients and their proneness 
to subsequent additional coronary mishaps are 
sufficiently well recognized to serve as a deterrent 
to elective surgery or various other diagnostic pro¬ 
cedures. Under these circumstances cholecystog¬ 
raphy may well be a hazardous procedure and 
should not be performed without positive indica¬ 
tions. Premedication with atiopine is suggested as 
a reasonable prophylactic measure should it be 
necessary to accomplish this procedure. 

Malignant Melanoma; A Combined Surgical and 
Radiotherapeutic Approach. R. J. Dickson, Am. J. 
Roentgenol. 79:1063-1070 (June) 1958 [Springfield, 
Ill.]. 

Neither surgery nor radiation therapy alone will 
cure a majority of patients with malignant mela¬ 
noma. The object of this study was to evaluate the 
efficacy of postoperative irradiation, as advocated 
by the late Dr. G. E. Richards, of Toronto General 
Hospital. All case histories in the tumor registry of 
that hospital were examined, so that patients who 
had not been treated in this fashion were available 
for comparison of end-results. The recoids of the 
radiotherapy department of Johns Hopkins Hospital 
and of the tumor registry of the Public Health 
Service Hospital in Baltimore were examined. No 
case of prepuberal melanoma was included in the 


A 5-year survival rate of 41% was achieved in a 
series of 121 patients with malignant melanoma 
treated by surgery and postoperative irradiation, or 
by palliative irradiation therapy. Approximately 
one-quarter of the patients treated by excisional 
surgery without irradiation, survived the corre¬ 
sponding period, and those whose treatment con¬ 
sisted of local therapy without more aggressive 
treatment within 1 month showed a slightly worse 
prognosis, only about 20% being alive at the end of 
5 years. Surgical treatment in stage 1 and stage 2 
consisted usually of a wide excision of the primary 
growth and of the immediate IjTnph-drainage areas. 
Irradiation was delivered to all areas found to con¬ 
tain disease. The author believes that the opinion 
that irradiation therapy is valueless in this disease 
is based on experience with inadequate dosage. 
The survival rates reported are higher than those 
of other series treated by surgery alone. It is sug¬ 
gested that postoperative irradiation in association 
with wide excisional surgery is an adequate alterna¬ 
tive to ablative and deforming operations. 


The Angiographic Evaluation of Cerebral Arterio¬ 
sclerosis. M. Tatelman. Radiology 70:801-810 (June) 
1958 [Syracuse, N. Y.]. 


The author reports on angiographic studies ob¬ 
tained in a series of 200 consecutive patients ad¬ 
mitted to the Detroit Memorial Hospital with the 
clinical diagnosis of “stroke” or a cerebrovascular 
accident. Each case was studied by carotid or 
vertebral angiography or both.^ Complete occlusion 
of the internal carotid artery, usually immediately 


bove the origin of the internal carotid artery, 
ccounted for 10.5% of the cases. Demonstration 
{ adequate filling of the external carotid branches 
hviated the need for repeat injections to test the 
alidity of the nonfilling internal carotid artery. 
Icclusion of the middle cerebral artery occurred 
a 9 of the 200 patients. Most of the occlusions were 
lose to the origin of die artery, although some were 
een som'ewhat distal to die origin. The frequency 
lonfilling of 1 anterior cerebral artery was 7.5^, 
flock occurring in most instances exactly at 
.in of the artery. The fact that the involved 
lerebral artery will fffl by collateral 8'’' 
he anterior communicating artery sugg 
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such findings merely represent some variation in 
vascular dynamics or a congenital narrowing or 
absence of tlie anterior cerebral arterj'. 

Atlrerosclerosis is postulated as causing either 
complete occlusion of the vessel or narrowing of its 
lumen to the point where blood flow is insufficient 
to allow it to be filled by contrast injection. The 
following findings are offered to support this con¬ 
tention; 1. All the patients in this series had svnnp- 
toms of some cerebral abnormalit)^ which could not 
be explained by any other finding. 2. In almost 
every case characteristic conwlsive movements 
and sjmcope were produced by digital compression 
of the contralateral carotid artery. 3. In some cases 
where pneumoencephalography was done, there 
was definite evidence of localized atrophy of the 
frontal lobe on the side on which the anterior 
cerebral arterj' failed to fill. 4. The involved an¬ 
terior cerebral artery' could never be filled on re¬ 
peated injections. 5. Padget has indicated that 
significant variations in the size of the anterior 
cerebral artery are uncommon and that such small 
cerebral arteries are found much more frequently 
in the older age groups than in the young. 

Occlusion of the vertebral-basilar artery' system 
accounted for 5 of the 200 "stroke” cases. Partial 
occlusion of the internal carotid artery was found 
in 107o (20) of the patients. The narrorving pro¬ 
duced by dre atherosclerotic plaque is almost al¬ 
ways seen distal to the origin of the internal carotid 
artery and may show an eccentric filling defect in 
the lumen, most often with a broad base, but some¬ 
times having an appearance simulating a flap valve, 
or less often as a symmetrical narrowing of the 
vessel. The latter findings are important in that a 
few of these patients have returned months later 
with complete occlusion of the internal carotid 
artery at the site of the atheromatous plaque. Minor 
changes of arteriosclerosis in the cerebral vessels 
are similar to those found in arteries elsewhere in 
the body. 

A Review of the Current Status of Nonoperative 
Cholecystoangiography. E. M. Cohn and D. M. 
Sklaroff. A. M. A. Arch. Int. Med. 101:1031-1056 
(June) 1958 [Chicago], 

Several years ago a striking advance in roentgen¬ 
ologic examination enabling the common duct to 
be visualized was made possible by the intravenous 
administration of iodipamide (Cholografin) methyl- 
glucamine, which is a colorless solution of the bis 
N-methylglucamine salt of 3-3'-(adipoy'ldiimino) bis 
(2,4,6-triiodobenzoic acid). Shortly thereafter it 
was learned that the biliary tract could be outlined 
in the absence of the gallbladder. This latter ma¬ 
neuver is an outstanding advantage in the attempt 
to determine whether sy’mptoms which persist after 


cholecystectomy' are associated with ductal disease. 
Furtlrermore, the intravenous administration of 
iodipamide eliminates the variable factor of in¬ 
testinal absorption, circumvents the interference 
imposed by’ py'loric obstruction, overcomes the 
difficulty’ encountered in some persons who cannot 
swallow tablets, and is capable of demonstrating 
the patency' of the sphincter of Oddi by' its presence 
in the small intestine. There are, however, several 
disadvantages, namely’, inconvenience of intraven¬ 
ous administration, higher basic cost of the exam¬ 
ination, stratification between the radiopaque 
medium and the nonopaque bile, inability' of the 
gallbladder to show varying degrees of shadow 
density’ and/or diminution in size, and the regurgi¬ 
tation of the roentgenographic medium into die 
duodenal bulb simulating a gallbladder in a patient 
who has supposedly undergone cholecy’stectomy'. 

In the somewhat limited study of 114 patients 
who had undergone a cholecystectomy and on 
whom intravenous choliangiography had been per¬ 
formed, a positive or confirmatory diagnosis was 
made in 54 (479b), was essential in making the 
diagnosis in 18 (159b), failed to vusualize the biliary' 
tract in 17 (149'o), was of equivocal value in 17 
(14%), and proved to be erroneous in 8 (7%). If 
statistics were to be compiled eliminating patients 
with jaundice or recognized liver damage, the 
accuracy of useful choliangiography has been re¬ 
ported to be on the order of 86%. Iodipamide is to 
be preferred when patients are unable to swallow 
tablets, in small intestinal disease rrith interference 
in obstruction, in pyloric obstruction, and in emer¬ 
gencies when speed is a factor of importance. 

The Value of Radiotherapy in Inoperable Broncho¬ 
genic Carcinoma. K. Sicher. Practitioner 180:695- 
700 (June) 1958 [London]. 

Of 347 patients with inoperable bronchogenic 
carcinoma, 200 were treated by radiotherapy, and 
an attempt was made to compare their progress 
with that of 147 patients who received no therapy'. 
The majority of the patients were treated by simple 
methods, but, nevertheless, it was observed that the 
sy’mptomatic relief was more or less the same as in 
those who were treated by' elaborate techniques. 
In each group about 70% of the patients obtained 
either very' good or good symptomatic results, but 
the percentage of objective improvements was 
higher among those treated v.’ith elaborate tech¬ 
niques and a higher dose, and those patients also 
had a better sun'ival rate. Of 23 patients who sur¬ 
vived a year or more, 16 were treated to a dose 
higher than 4000 r. The difference in surx'ival time 
between treated and untreated patients is appre¬ 
ciable and is statistically significant not only' in the 
immediate response (i. e., rrithin 3 to 12 months) 
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but also in the long run (2 or 3 years after comple¬ 
tion of treatment). As most of the patients were in 

disease, a surwval rate of 
4..5% for 3 years is not to be ignored. Those who 
survived longer after treatment also enjoyed good 
s\mptomatic relief, and therefore life was really 
worthwhile prolonging. 

Since tliis survey was completed, the following 
policy has been adopted at the radiotherapy center 
with which the author is connected. Every patient 
with bronchogenic malignant neoplasm not suitable 
for surger}' is gi\'en the benefit of radiotherapy, 
unless the e.vpcctation of life is thougiit to be less 
than 1 month. E\'cn in some of those unfortunate 
patients, a short course of deep x-ray therapv is of 
help if severe respiratory symptoms are present, 
particularly if the pathology of the tumor suggests 
a radiosensitive growth. In a patient in whom the 
immediate prognosis is not so alarming, a fairly 
simple method of therapy is used with the intention 
of delivering a tumor dose of up to 3000 to 4000 r. 

This can usualb' be achieved without producing 
an\' appreciable local skin and general sj'stemic 
reactions. In patients in whom a single lymph node 
is im'oh’cd, the treatment of the primary lesion 
should be extended also to the secondary deposit. 

In the presence of pleural effusion, aspiration of 
the fluid must be performed, and a course of anti¬ 
biotics should never be omitted if there is any 
associated infective element. In more favorable 
cases in u'hich the general condition is satisfactory, 
a course of therapy is indicated, irrespective of 
whether severe symptoms are present. A dose of 
5000 r or more produces most survi\^a]s, and to 
achieve this dose, employment of time-consuming 
and elaborate methods is justified. 


PUBLIC HEALTH 

Mass Prophylaxis of Epidemic Streptococcal Infec¬ 
tions with Benzathine Penicillin G: Experience at 
a Naval Training Center During the Winter of 
1955-56. A. J. Schreier, V. E. Hockett and J. R. Sea. 
New England J. Med. 258.T231-1238 (June 19) 1958 
[Boston]. 

In the interval between Nov. 21, 1955, and April 
14,1956, a single intramuscular injection of 600,000 
units of benzathine penicillin was given to 19,561 
newly arrived recruits at a naval training center in 
an effort to minimize epidemic sti'eptococcic infec¬ 
tions and rheumatic fever. The program was suc¬ 
cessful in reducing the incidence of streptococcic 
infections by the contrast with previous winters 
when prophylaxis was not used or was used only 
after outbreaks had occurred. The program did not 
prevent outbreaks among recruits who were on 
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duty at the station prior to the institution of & 
prophylaxis program, in later weeks, among tke 
recruits who received prophylaxis on arrival I 
among those recruits who departed from the 
station still harboring virulent strains of group A 
streptococci acquired during their training. On a 
man-days-risk basis the incidence of rheumatic 
fever was 3 times higher among recruits trained 
before and after prophyla.vis than among those 
receiving prophylaxis, - despite the fact that the 
program was conducted during the months in 
which rheumatic fever is usually most frequent. 

The single 600,000-unit dose of benzathine peni¬ 
cillin was adjudged as affording the individual a 
high degree of individual protection against strep¬ 
tococcic infection for a period of 3% weeks even 
under adverse conditions. A total of 145 clinical 
episodes were recorded in which recruits sought 
medical attention for sensitivity-like reactions after 
being given prophylactic benzatliine penicillin. 
The latter rate of 0.74% compares favorably with 
tlie 0.86% incidence reported in a smaller previous 
study at the station, although it is approximately 
twice that observed after mass oral penicillin pro¬ 
phylaxis. The ratio of serum-sickness reactions was 
again higher than that observed with oral prophy¬ 
laxis. There were no serious reactions, the majority 
of the sensitivity reactions being mild and transi¬ 
tory in nature and responding readily to antihista¬ 
mines given in an ambulatory status. 

Relationship of Measles and Distemper. ]. A. 
Adams, D. T. Imagawa, D. L. Chadwick and others, 
A. M. A. J. Dis. Child. 95:601-608 (June) 1958 
[Chicago]. 

Although measles and distemper must be con¬ 
sidered as distinct clinical entities, there are certain 
clear-cut relationships between the two, as both 
are characterized by a high degree of contagious¬ 
ness, are caused by viruses, and have almost identi¬ 
cal incubation periods in their respective natural 
hosts, man and dog. The striking symptoms in both 
diseases are respiratory, consisting of cough, coryza, 
fever, and conjuctivitis. Demyelinating encephali¬ 
tis occurs in both in a small proportion of cases. 
However, the most striking similarities are seen m 
the pathological and immunological findings. The 
measles virus has been shown to multiply readily 
in most human cell cultures and has been adaptec 
to suckling mice. The canine distemper strain o 
virus, which has been successfully adapted to 
chick embryo and mice, causes ' 

in the Canidae family (dog) and the 
family comprised of the mink, ferret, and ^ ■ 

The human pathological material was obta 

from 2 patients who died of LSsiltial 

virus. In the first patient who died of inters 
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pneumonia after ha\'ing measles, the microscopic 
study revealed a mononuclear-cell infiltration with 
fibrosis of the interstitial tissue. The alveolar 
epithelium was swollen, and large proliferating 
giant cells were present containing nuclear as well 
as cytoplasmic inclusions. In the second patient, the 
most striking finding was the occurrence of large 
multinucleated cells, manj' of which contained as 
many as 50 to 60 nuclei. The ah’eoli were filled 
with large mononuclear cells with reticular nuclei. 
The cj’toplasm of the alveoli and the bronchial 
lining cells contained eosinophilic inclusion bodies 
measuring 1 to 5 /n. The most outstanding finding 
in canine distemper is the presence of cytoplasmic 
and nuclear inclusion bodies in lung sections as 
well as in urinary sediments and in bladder sec¬ 
tions. Inclusion bodies appeared as early as the 
9th day after inoculation and were encountered 
primarily in intestinal, pharymgeal, tracheal, lung, 
and bladder sections. Proliferative changes with 
giant-cell formation were evident 1.3 days after 
inoculation. Interstitial pneumonia, with peribron¬ 
chial involvement made up of infiltrated mono¬ 
nuclear cells and destruction of lining epithelium, 
was a prominent finding. 

The t^Tpical cytopathogenesis produced by 
measles virus in HeLa-cell cultures has been neu¬ 
tralized by both measles and distemper antiserums 
produced in ferrets, although the preimmunization 
or normal ferret serum did not inhibit the m asles 
virus. In the 3 e.xperiments in which ferrets were 
immunized with measles virus and, subsequently, 
challenged with distemper virus, some evidence of 
protection was evident as revealed by prolonged 
incubation periods and modified illnesses with 
survival. Neutralization of the mouse-adapted dis¬ 
temper virus by specific measles antiserums was 
clearly demonstrated when mice, into which there 
were injected 300 LD.-.n of mouse-adapted distem¬ 
per virus and undiluted measles antiserum mix¬ 
tures, were completely protected against the lethal 
effects of the virus. Preimmunization and ferret 
control serum afforded no protection. Similar pro¬ 
tection was evident with antiserum produced by 
mouse-adapted and egg-adapted distemper virus, 
suggesting that common antigenic components are 
shared by the viruses of measles and distemper. 

Community Trials of BCG Vaccination. C. E. Palm¬ 
er, L. W. Shaw and G, W. Comstock. Am. Rev. 
Tuberc. 77:877-907 (June) 1958 [New York]. 

Tins paper is a progress report, intended to 
summarize the results of the community trials wuth 
BCG vaccination in Puerto Rico and in two south¬ 
ern counties during tlie first 6 or 7 years of follow¬ 


up obser\mtion. The trials were conducted by the 
Public Health Service. In Puerto Rico, an area 
where tuberculosis has been a serious problem for 
many y'ears, BCG vaccinations were given to chil¬ 
dren from 1 to 18 years of age. In Muscogee Coun¬ 
ty, Georgia, and Russell Counts', Alabama, where 
the tuberculosis problem is similar to that found in 
many other communities in this country', BCG was 
given to persons more than 5 years of age. More 
than a quarter of a million persons were placed 
under study: 112,000 tuberculin reactors and 
144,000 nonreactors, who were allocated by a ran¬ 
domization scheme to vaccinated and control (un¬ 
vaccinated) groups. For the identification of new 
cases of tuberculosis, the established medical, 
public health, and vital statistics reporting systems 
were chosen as being sufficient and also as being 
more likely to yield unbiased information than 
periodic examinations. Both trials ’ demonstrated 
that the risk of developing tuberculosis was much 
greater for persons who were tuberculin reactors 
than for those who were nonreactors. Of the total 
number of cases that appeared during the follow¬ 
up period, 75% were among reactors; consequently, 
only the 25% of the cases that would have appeared 
among the initial nonreactors could have been pre¬ 
vented if s'accination had been completely effective. 
Tuberculosis case rates among nonreactors were 
low. In Puerto Rico the rate was 43 per 100,000 
per y'ear among controls and 30 among those vacci¬ 
nated. In the Muscogee-Russell trial the corre¬ 
sponding rates were 22 among controls and 14 
among the vaccinated. 

The low case rates among nonreactors can be 
attributed to the present low risk of acquiring new 
infections. E^^dence of low and falling infection 
rates in this country' is found both in the present 
trials and in other recent studies. Because BCG 
cannot help those who are already infected, or 
those who will not become infected, and may' be 
helpful only to a portion of the decreasing few who 
will become infected in the future, it is apparent 
that vaccination cannot be very' useful in control¬ 
ling tuberculosis in this country'. Moreover, with 
the rapid decline in tuberculous infection, the 
tuberculin test is becoming increasingly more 
valuable for epidemiologic, case-finding, and diag¬ 
nostic purposes. These uses of the tuberculin test 
are destroyed by vaccination, which makes it vir¬ 
tually impossible to identify the naturally infected 
persons; and, as those who are already infected 
are now the group at greatest risk, it is upon them 
that tuberculosis control activities should be fo¬ 
cused if the disease is to be eradicated. The posi¬ 
tion is taken that in most situations in this country' 
today' the advantages of BCG vaccination are out¬ 
weighed by the disadvantages. 



356 


J*A.M,A., Sept. 20 ,1335 


BOOK REVIEWS 


_ Amcultnljon of the Ileort. By Abe Bavin, M.D., As.sociate 

S "\fcdii-mh?'’ ’^«»'cns7ty of Colorado School 

of Mtdicine, Denver. Cloti). $6. Pj). 166, with 45 ilhislra- 

u'ToSs"' 200 E. Illinoi.s St., Chic-U 


The correlation of aiusciiltatory findings with in¬ 
formation obtained by grapliic tecliniques, bv car¬ 
diac catheterization, and by the cardiac surgeon 
iia.s produced a major revolution in the physio}) 
dia^io.si.s of heart disease. Tlie contributions of 
Briti.s’h citrdiologists, in particular, have been nota¬ 
ble. This remarkable little volume provides a con- 
cise, highly readable resume of virtually all of the 
significant ad\'ances in such knowledge. It will 
spare the hard-pressed student or practitioner many 
librar)' liours poring o\'er original source material, 
although an c.v'ccllcnt bii)Iiography is i?rovided for 
those so disposed. Many will find the simple graphic 
illustrations accompanying the te.vt of value in 
achieving visual imagery of auscultatory phenomena. 
The value of the book is, however, appreciably 
dimini.shed by the absence of a section devoted to 
the bedside diagnosis of arrlni-hmias. As in any 
such book, there are a number of statements which 
would be seriously challenged by others proficient 
in the field. To list but a few e.vamples: 1. The au¬ 
thor considers decrease in the intensity of the first 
heart sound strictlj' a function of the P-R interval 
and denies the role of myocardial weakness as an 
etiologic factor, 2. It is stated that relative mitral 
insufficiency may result from “improper closiu-e of 
the mitral valve because of the absence of auricular 
contraction, as in auricular fibrillation.” 3. A re¬ 
markable feat of anatomy is postulated by the 
author on page 70 U'hen he suggests that the mur¬ 
mur of mitral insufficiency may be heard maxi¬ 
mally above and medial to the apex when left 
auricular enlargement extends “anteriorly to the 
chest wail.” This little volume, combining a lucid, 
unembellished style with a wealth of information, 
should prove to be a valuable acquisition for stu¬ 
dents and physicians alike who are interested in 
achieving a high level of skill in the clinical exami¬ 
nation of the heart. 


Atlas c!e tedwique operatoire cliirurgie de la main. Par 
Marc I.selin, Luc Gosse, Serge Boussard et Daniel Benoist. 
Cloth. Pp. 336, with 692 illustrations. Editions medicale-s 
Flammarion, 22, rue de Vaugirard, Paris 6e, France, 1958. 

This atlas presents a complete and up-to-date 
exposition of the surgery of the hand. Part 1 deals 
with the anatomy and the phy siology of tire hand; 

These book revie\ls have been prepared by competent authorities 
but do not representnhe opinions of any medical or other organization 
unless specifically so Ualed. 


part 2 witli closed injuries; part 3 with fresh in- 
Junes; part 4 with reparative plastic procedures 
including a chapter on the treatment of severed 
nerves and on palliative treatment of the various' 
paralyses of the hand; part 5 with acute infections, 
chronic synovitis, and Dupuytren s contracture; and 
part 6 with congenital anomalies of the hand and 
tliefr treatment. The value of the, atlas is enhanced 
by the profuse and excellent pen and ink illnstra- 
tions by Jean Dudouet. The legends are brief and 
adequate. This atlas should prove a valuable con¬ 
tribution to an important subject. 


TJie Practice of Infectious Disease. By Louis Weinstein, 
Ph.D., M.D., Professor of Medicine, Tufts University School 
of Medicine, Boston. Handbooks for general practiUoner 
[series]. Cloth. $8.50. Pp. 501. Landsberger Medical Boob, 
Inc., distributed by BJakiston Division, McGraw-Hill Book 
Company, Inc., 330 W. 42nd St, New York 36; 95 Farring- 
don St, London, E. C. 4, England, 1958, 

The author has written a comprehensive but 
somewhat disappointing book. He has assembled a 
series of brief discussions of a wide variety- of in¬ 
fectious entities and has classified them “in relation 
to the organs in which they occur, radfer than on 
the basis of the microorganisms which cause them,”. 
The laudable intent of aiding differential diagnosis 
by tlfis method of presentation has not been fully 
realized. Once one has located “epidemic myalgia” 
as an “infection of the musculoskeletal system” 
(which is unproved), he finds no discussion of tlie 
similar symptoms of influenza or dengue. He must 
look for these diseases respectively under Infec-. 
tions of the Upper Respiratory Tract or Systemic 
Infections witli Primary Manifestations in the Skin. 
Nuggets of clinical information shine through in 
almost every chapter, but they often remain un¬ 
worked gold, since many of die discussions are 
so cursory. The author is most effective in his gen¬ 
eral chapters, such as Principles in die Treatment 
of Infection and in a lucid discussion of aseptic 
meningitis in which his clinical experience is ed- 
dent. It is regrettable that tliis otherwise useful 
handbook is marred by careless writing which leads 
to the implication that afebrile herpes labialis is 
followed by a rise in the titer of neutralizing anti¬ 
body to the causative viras and which garbles tiie 

description of the liemagglntination-inliibition test 

for mumps antibody to the point of meaningless¬ 
ness. Although decisions on relative importance 
must be arbitrary, one may question the 14 png« 
given to poliomyelitis as compared to only R 
devoted to miliary tuberculosis and the three pa^, 
devoted to anthrax as compared to only one on 
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more common adenowus infections. As tire author 
points out, “tire field of infectious disease is ex¬ 
panding and not contracting.” This fact may ex¬ 
plain the difficulties in presenting concisely in one 
volume tire diagnosis, prevention, and therapy of a 
large and heterogeneous group of diseases. 

Progress in Arthritis. Edited by John H. Talbott, M.D., 
and L. Maxwell Loclde, M. D. Cloth. S12.50. Pp. 436, witli 
illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16; 99 Great Russell St., London, \V. C. 1, England, 
1938. 

The purpose of this symposium is to bring to¬ 
gether under one cover the current views on sev¬ 
eral aspects of arthritis, rheumatism, and connective 
tissue diseases. Each contributor emphasizes pres¬ 
ent-day concepts and evaluations of recent ad- 
t'ances. While the book covers a wide range of 
subjects related to tlie field of artliritis, it is not 
all-inclusive and could hardly serve as a textbook 
on rheumatic diseases or a guide for the beginner. 
It lacks cohesiveness and does not follow an or¬ 
ganized pattern but, rather, presents a collection 
of indhidual papers. However, each paper is xvell 
done and autlioritative. The illustrations and plates 
are e.xcellent, and the bibliographies are extensive. 
This book offers little that is not available in the 
current literature. Its value h'es in the fact that it 
prorides a stimulating symposium for those inter¬ 
ested in the prevailing thoughts in the field of 
rheumatology. 

The Future of tbe Welfare State: Seven Oxford Lectures. 
By the Rt. Hon. Iain Macleod and others. Paper. 2s.6d. Pp. 
87, uith illustrations. C. P. C. number 178. Conservative 
Political Centre, 2-8 Victoria St., London, S. W, 1, England, 
1938. 

Tlie seven alert British public figures who offer 
in this booklet their current thinking on tlie present 
and future of the welfare state seem to agree tliat 
utopia has not yet been reached in England. In 
his preface, Peter Goldman, Director of the Con¬ 
servative Political Center, finds in “squalor” the 
primarx' disfigurement of modem British socieh'. 
“There are close to one million slum houses in Brit¬ 
ain that have been declared unfit for human habi¬ 
tation: one home in ever>' fifteen. There are slum 
schools and slum hospitals and slum prisons which 
likewise reproach a modem communit^^ There are 
slum roads ... air pollution . . . [and] untreated 
sewage.” Crime, juvenile delinquenc)% and a weak¬ 
ening of “tire moral mortar which holds the social 
fabric together” are matters for real concern. Gold¬ 
man calls for an “opportunitj’ state” to match and 
sustain the welfare state, one to be rooted in tire 
activities and decisions of exceptional men and 
women. In such a state, he believes, much more 
would be spent for social prorision, since national 
resources would expand to make this possible. With 
an accent on finality, Iain Macleod notes that “tire 
National Health Service, with tire exception of re¬ 


curring spasms about charges, is out of partx' poh- 
tics,” yet he calls for the building of new' hospitals, 
the reform of mental health law's, and “the con¬ 
stant encouragement of voluntarj' effort in all its 
forms.” Aside from tlris, there is httle in these essays 
on medical needs or services. It is clear tliat in 
Great Britain there is little likelihood that a clarion 
call for major changes in the National Health Serv¬ 
ice w'fll come from political figures who are ever 
alert to the necessities of accumulating voting ma¬ 
jorities. “It is fime to revert from crabbed age to 
youth,” writes J. Enoch Pow'eU, M. P., former Finan¬ 
cial Secretary to the Treasiuy. By tliis, how'ever, he 
means no more than a simple transition from a dis¬ 
cussion of old-age pensions to a consideration of 
universal education for youth. Dr. Mark Abrams, 
reporting on class distinctions in Britain, has little 
to say about conflict in socieW rooted in age. Read¬ 
ers of The Jouexal w'ill recall in this connection 
that the March 1, 1958, issue carried a discussion 
of “The Younging of Electorates” which pointed 
out that the proportion of young voters to old voters 
in a nation is a shifting thing—not a constant. In 
Britain, for example, tlie population continues to 
age. The peak year at which voters over tlie age 
of 50 years will have their highest percentage of 
the total vote will not come until sometime after 
1978 (even tliough it will arrix'e in Australia in 1961, 
New' Zealand 1962, France 1965, and the United 
States in 1970). Perhaps tlie authors of these essays 
are correct in their apparent assumption tliat the 
future of the welfare state in England is unlikely 
to be affected by a revolt of youtli—aided by an 
increase in their proportional numbers in the popu¬ 
lation, but one would like to have their view’s on 
the matter in some future publication. 

The essay “Class Distinctions in Britain” should 
be read by all Americans w'ho are fond of advo¬ 
cating tile easy transplanting of British social ser\'- 
ice metliods to United States soil. It reveals in 
simple tables and readable summarx' statements the 
shocking e.xtent to xx’hich Britain consists of people 
“who know their place.” The author himself notes, 
“I think, then, tliat we hax’e enough ex'idence for 
concluding that we are a class societx'—the British 
people xx’illingly grade their fellow men into class- 
designated groups and they regard these groups as 
forming a hierarchy of prestige.” There are those 
in the United States xx'ho, as a preliminarx' to their 
hopes for converting the nation into a totally gox'- 
emment-controlled state, labor mightily to increase 
class consciousness among their fellow's. This is a 
distinct disservice to those xx'ho founded the nation 
as a liax'en against just such invasions of the free¬ 
dom and opportunitx' of the individual. Nor do we 
look forward to the formation of political parties 
rooted in distinct class allegiance among the voters. 
We deplore tendencies in this direction which hav’e 
already appeared in some heavy industrialized parts 
of tlie United States. The future of the British vvel- 
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c.ssaxs. iins is not surprising; since its preface calls 

1 a «}’tnp<».suim not a composite message,” and 
units the lack of liomogcneity in the writers. Ameri¬ 
can readers, ntn'crtheless, will sense on reading 
hat, as these leaders sa>' it is hard to turn back 
the .socioeconomic clock, oven if grievious mistakes 
may have been made. This svilJ be something to 
bear in mind as Americans plan and legislate the 
future of tlicir own social welfare. 


Die Infckotionskrankticitcn flc.s Mensdien i,nd ihre 
hrrcKcr. Raiicic I utid U. neraiisgcgobcn von Prof. Dr A 
Gnunhad) ami Prof Dr. W'. Kikalii. UiUer Mitarbcil von 
ic h. Bader el al. Cloth. 198 marks; $47,15. Pp. 840; 841- 
1702, with 56 ifhistration.v, Georg Tbicnie leering, Hcidwcg 
63, (Ma) Stuttgart, West Cennanv; flntcrcontjnental Mcdi- 
c;tl Book Corporation, 3SI Fourth Avc., New York 16], 1958. 


These two volumes arc not intended to serve as 
textbooks. Rather, the authors have as their aim 
the pre.scntation of a broad, general, all-inclusive 
treatment of the subjects of infectious diseases. 
Historical references as to the development of the 
present concept of a gii'en disease, the clinical 
types, ijropln-la.vis, and treatment are given in de¬ 
tail. Emphasis is placed on microbiologi' and para¬ 
sitology, The various parasites (protozoa, fungi, 
bacteria, richettsias, and vinises)-are discussed in 
detail. Pathogenesis, epidemiolog}', diagnosis, ther¬ 
apy, and proplnda.X'is are treated in a comprehen- 
sive manner. An cxtensii'e bibliography is appended 
to each chapter. The authors have accomplished 
die huge task of bringing up to date the available 
information as to the x^aried aspects of the problem 
of infectious diseases in man. The two volumes 
should prove of great interest to the epidemiologist, 
bacteriologist, internist, and general practitioner 
who can read German, 


Pathology for the Physician. By William Boyd, M.D., 
Dipl. Psychiat., M.R.C.P. [Fomierly titled Tlie Pathology of 
Internal Diseases,] Sixth edition, Cloth. $17.50. Pp. 900, 
with 501 ilhi.strations. Lea & Febigcr, 600 S. Washington 
Sq., Philadelphia 6, 1958. 

Dr. Boyd’s “Pathology of Internal Diseases” first 
appeared in 1931 and became immediately recog¬ 
nized as superior in its field. Since then it has main¬ 
tained a great popularity, as evidenced by five edi¬ 
tions. It now appears in a more comprehensive 
form under a new title and is essentially a new 
book rather than a revision of the old. It describes 
the diseases of the heart, arteries, kidneys, respira¬ 
tory system, and other areas. The patholog)' is 
related constantly to fundamental anatomic and 
physiological bases on the one hand and to clinical 
manifestations and pathogenesis on the other. A 
final chapter on the internal environment serves to 
tie together many of the disorders of the organs 
and systems discussed in the earlier chapters. Ad¬ 
mirably illustrated and up to date, the classic 
morphology is reinforced by the results of electron 
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point, written in matchless language, and spied 
witii an occasional enlivening hyperbole, books k 
tins author have contributed in no small degree 
to the progress in medicine of our time. For mam- 
physicians "Boyd" was the book that made patliol- 
palatable and understandable by bridging tbe 
gap between the basic and die clinical sciences. 
Tin's present volume lives up to the high standards 
of the author. New and helpful features have been 
added, both in arrangement and in format Each 
chapter is begun by an outline of the material to 
be covered, listed in order of presentation. This 
increases the avaihbilify of die individual dis¬ 
cussions and decreases the time necessaiy' to find 
a particular subject. The double columns on each 
page make reading easier. The paper, binding, 
printing, and quality' of reproduction of pictures 
are superior. This book is intended for the gradu¬ 
ate student rather tlian the undergraduate, the 
ph)'sician radier than the pathologist, and the young 
rather than the old. For these selected groups, it 
should prove most useful. The undergraduate, the 
patliologist, and the old, however, should not wish 
to be excluded from the riches contained in this 
volume. 

Laboratory Medicine: Hematology, By John B. MwJe, 
Professor of Patliology, Universit)’ of Miami School of 
Medicine, Miami, Florida. Cloth, $13.75. Pp. 735, with 201 
illustrations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1958. 

Tins is a large, well-conceived, and well-e,xecuted 
book. It is the first of a series of tliree volumes on 
various aspects of laboratory medicine. Its purpose 
is to emphasize the correlation between laboraton' 
and clinical data, and it is intended for the student, 
clinician, pathologist, and medical technologist. Al¬ 
though all could profit from the book, the patholo¬ 
gist and clinician will probably be its greatest users. 
The first six chapters deal witlr such aspects of the 
blood and marrow as morphology, derivation, com¬ 
position, techniques of examination, interpretation 
of results, and critical evaluation of methods. Many 
of the descriptions of techniques are detailed ana 
well handled, such as those on supravital staining 
and phase contrast microscopy. The illustrabons 
in this section, as well as tliose of electron micro¬ 
scopy, are excellent. There is an excellent seebon 
on the cytochemistry' of cells that gives a one 
concise review of present knowledge. In chapter 
there is a group of interesting and illustratu ‘ 
reports that, although they bring out 
taut points, have a questionable place in a boo 
this kind. Chapter 7 deals with t^ar^sfusions ^ - P 
ters 8, 9, and 10 with the anemias, 
with diseases involving leukocytes. 
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well \\Titten and gi\'e a better tlian a\'erage review 
of the conditions discussed. In chapter 12 hemos¬ 
tasis and blood coagulation are discussed logically 
and clearly, controv’ersial matters being, insofar as 
possible, avoided. The appendLv deals comprehen¬ 
sively with methods. There are a few faults to be 
found with this book. The color plates are poor in 
detail and color reproduction, in contrast to the 
black and white illustrations that, by and large, 
are good. The bibliography following each chapter 
is e.xtenswe but not critically selected. All in all, 
subject matter is treated with objectivitv', simplicitv', 
and claritv'. The index appears to be complete. 

Operative Surgei^'. Volume 7: Breast, Genito-Urinary 
System. Under general editorship of Charles Rob, M.C., 
M.Chir., F.R.C.S., Professor of Surgery, St. Mary’s Hospital, 
London, and Rodney Smith, M.S., F.R.C.S., Surgeon, St. 
George’s Hospital, London. Cloth. $19.50. \^arious pagina¬ 
tion, uitli illustrations. [F. A. Davos Company, 1914-16 
Cberij' St., Philadelphia 3]; Buttervvortl] & Co, (Publishers) 
Ltd., 88 Kingsway, London, W. C. 2; England; 1367 Dan- 
forth Ave., Toronto 6, Canada, 1938. 

Each contributor to this vmlume outlines the in¬ 
dications, technique, choice of anestliesia, position 
of tire patient on the operating table, and the pre¬ 
operative and postoperative care for a given opera¬ 
tion. Tlie operations are carefully detailed, witli 
numerous excellent line drawings. The part dealing 
with radical mastectomy by Victor Riddell is out¬ 
standing. Unfortunately, no mention is made of 
resection of a small portion of the rectus fascia at 
the lower end of the incision to interrupt Ivmiphatic 
drainage to the abdomen. A limited, selectiv'e, pri¬ 
marily British bibliography appears at the end of 
each section. Added references from the world 
literature vv'ould add to the value of this work. A 
consistent and pleasing stjde has been maintained 
by careful editing. The book is a pleasure to read, 
and it should be useful to interns, residents, and 
the “occasional” surgeon. 

Physics for the Anaesthetist, Including a SecHon on Ex¬ 
plosions. By Sir Robert Macintosh, D.M., F.R.C.S.E., 
F.F.A.R.C.S., NufBeld Professor of Anaesthetics, University 
of Oxford, Oxford, William W. Mushin, M.A., M.B., B.S., 
Professor of Anaestljetics, Welsh National School of Medi¬ 
cine, University of Wales, Cardiff, and H, G. Epstein, M.A., 
Ph.D., F.F.A.R.C.S., First Assistant, NufBeld Department of 
Anaestlietics, Unix’ersity of Oxford. Second edition. Cloth. 
$15.50. Pp. 443, with 379 illustrations by Miss M. McLarty 
and Miss M. Beck. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England, 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 

This book has become a classic for the anes¬ 
thesiologist, It has been anticipated and an.xiously 
awaited by those who have read the first edition. 

Its authors hav'e dealt with physics in a simple, - 
direct, but scientific fashion so tliat tlie average, 
well-trained physician might pick it up and read 
any chapter with ease. It is so well and simply 


written that there should be no difBcultv’ in under¬ 
standing the physics concerned in the field of anes¬ 
thesia. The book is printed on excellent paper and 
is neatly organized, with clear, accurate illustra¬ 
tions in sufficient number to clarifv' the text. About 
the only criticism might be that more emphasis is 
placed on British equipment than on American, but 
this is a minor flaw. Tlie new section on e.xplosions 
should be read by all physicians, nurses, and tech¬ 
nicians w'orldng in the operating room. The section 
on pressure-reducing valv'es has been expertly re- 
vvTitten. This book cov'ers a wader field than the 
title implies, for it deals with such matters as flow¬ 
meters, fluid and gas flow', and diffusion which 
would be of interest to other than the anestliesiolo- 
gist. Everv’ medical school and hospital library' 
should hav'e this book, and many anesthesiologists 
wiU w'ant to hav'e their ow'n copy. 

Pediatric GynecoJogy with Sections on Urology and 
Proctology. By Goodrich C. Schauffler, M.D., Assistant 
Clinical Professor of Obstetrics and Gynecology, University 
of Oregon Medical School, Portland. Fourth edition. Clotli. 
$9. Pp. 349, witli 84 illustrations. Year Book Publishers, Inc., 
200 E, Illinois St., Chicago 11, 1938. 

In this new edition of an already popular book, 
the autlior presents his material in a clear concise 
fashion which makes for easv' reading by tlie 
ov'erburdened physician. A new and illuminating 
chapter on the importance of early diagnosis and 
medical treatment of pseudohermaphroditism is in¬ 
cluded, along vv'ith a conserv'ative, common-sense 
approach to the problems of masturbation in chil¬ 
dren. The author advocates surgical intervention 
where labial adhesions are persistent, altliough 
Anderson and others believe in letting nature take 
its course. There is an interesting discussion on the 
pros and cons of circumcision of the clitoris, along 
vv'ith beautifully portrayed pictures of the tech¬ 
nique. Anyone dealing vv'ith adolescents should 
appreciate the well vv'ritten chapter on disorders 
in adolescence, which differentiates the v'ariations 
in normal body structure and secondary' se.xual 
characteristics from pathological abnormalities. The 
family physician and pediatrician are shown the 
need for adequate history' taking, physical exami¬ 
nation, and laboratory' tests in the child vvitli de¬ 
layed menarche. Special e.xaminations include de¬ 
termination of estrogen concentration in blood and 
urine, endometrial biops}', e.xamination of vaginal 
smears, determinations of the vaginal hydrogen-ion 
concentration, and tests for thvroid function. This 
e.xceptional chapter is yvortliy of painstaking study. 
A discussion of treatment of secondary- amenorrhea, 
yvhich is becoming more prev'alent in the adolescent 
age group, should have been included in tliis chap¬ 
ter. In the chapter on proctology', discussion of 
hemorrhoids in infants and children yvas omitted. 
Eveiy gv'necologist, pediatrician, and general prac¬ 
titioner should have tliis book in his library. 
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POLIOMYELITIS 
AND NEPUmXIS 


VACCINATION 


lo uiK Editoh;—T ftvj children developed acute 
tilonwridoncphriiis two and five days after being 
injected with poHaimjelitis vaccine. Could there 
H- any connection between the vaccination and 
their glomerulonephritis, or is it a mere coinci¬ 
dence? Would it be safe to give them a second 
injection? Is there any contraindication to giving 
poliomyelitis vaccination to persons who are con¬ 
valescing from glomerulonephritis? Is the pres¬ 
ence of traces of albumin with occasional red 
blood cells and hyaline ca.sts in the urine without 
any other symptom of impairment of renal func¬ 
tion a contraindication? 


George Jacovides, M.D., Nicosia, Cyprus. 


Answeh,—A t the time of the field trials ^\'ith Salk 
poliomyelitis vaccine, some concern was expressed 
hy some clinicians as to possible kidney damage, in 
view of the fact that tlie vaccine contains minute 
quantities of kidney protein. The review of the data 
collected during the trial, bearing on possible reac¬ 
tions in vaccinated children, failed to indicate any 
apparent relationship to kidney disease. Since then, 
other investigators have studied exhaustively the 
kidney function in vaccinated and in control groups, 
confirming also the lack of any such association. 
Consequently, on the basis of these data, a second ' 
dose of vaccine could be given the two children to 
whom the question refers. The routine administra¬ 
tion of vaccine is contraindicated in general during 
acute illness. The presence of “traces of albumin 
with occasional red blood cells and hyaline casts 
in the urine”—which may last some months—does 
not appear to be a contraindication for poliomyeli¬ 
tis vaccination. 


EDEMA FROM INSECT BITES 
To THE Editor:—W/ mf can be done about the 
edema following insect bites, probably those of 
mosquitoes? Is there anything that can be done 
to prevent its occurring? 

■ John R. Orndorff, M.D., Park Ridge, 111. 

Answer,— The relief of edema in a sensitive reac¬ 
tor can be accomplished with any active antihista¬ 
mine in adequate dosage. If the edema is severe 
enough, even with the bites of mosquitoes, corti- 


Thc answers here published have been preirared by conipefenl au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other orgnniziition unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, Imt these will be omitted on request. 


cnsteroids mtiy be used in adequate dosage orallv. 
It Inc patient is a persistently sensitive reactor, 
then attempts at hyposensitization should be made 
until commercial extracts of mosquitoes. If a 
niosquito type is not known, a polyvalent antigen 
should be used. Skin tests should be done in tlie 
usual fashion before injections are given. Also, it is 
well for tlie individual who is sucb a severe reactor 
to consider use of repellents with due regard to the 
limitations of time of protection with such an agent 
and the area to which it is applied. Diethyl tolua- 
mide is recommended as a repellent. In some 
situations, area control of insects by chemicals and 
use of protective clothing may be needed. 


ATHEROGENIC INDEX 


To THE Emron:—Please give information on the 
present consensus of opinion about the “athero¬ 
genic index’: 0.1 (Sf0-12)+0.175 (Sfl2-400). 1. Is 
this type of formula gaining acceptance as being 
reasonably helpful or reliable in predicting prone¬ 
ness to coronary disease? 2. Is it felt likely that, 
when the level of the lipoprotein class S/12-400 
is elevated, it is helpful to reduce greatly the 
daily carbohydrate intake and that restriction of 
intake of saturated fats is helpful only when the 
level of lipoprotein class SfO-12 is elevated? 3. 
Is it actually recommended to use two or three 
injections of heparin weekly for an indefinifehj 
prolonged time as a way of lowering the level of 
Sfl2-400? 4: Is thyroid extract clinically worth- 
while in euthyroid persons or as an antiatherogenic 
measure if S/ elements are elevated? 5. If carbo¬ 
hydrate is the more important factor in atkoro- 
genesis in some persons (assuming no overweight 
is present) rather than saturated fats, tohy /wee 
most well-known studies of the “epidemiologic 
soti stressed only the fat intake of groups or 
populations? Is the idea of high carbohydrate 
intake as a factor still rather new or simply not 
accepted by most authorities? 

Alan J. Leonard, M.D., Long Beach. Calif. 


NSWER.— The questions asked pertain to the 
e in atherosclerosis of predictive and thera- 
tic measures based largely on theories of t le 
of derangements in lipid metabolism in 
logenesis of the contempoi’ary captain o re 
I of death.” All the questions are under active 
:stigation in many institutions, but , 

be studies are not wholly concorda^and do 
permit unequivocal answers. 1. The ^ a 
ic index” undoubtedly has much statistical 
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some individual predictive value in coronarj’^ dis¬ 
ease. But tlie predictive value is not accepted by 
many workers in the field as being greater than that 
of the simpler, less expensive, and more readily 
available determination of the serum cholesterol 
level. Studies of tire prognostic significance of the 
atherogenic index have generally used coronary' 
disease as the criterion; this consultant is not ac¬ 
quainted witli findings indicating whether this 
value is different in cerebral atherosclerosis. 2. 
There is little evidence that restriction of carbo¬ 
hydrate is specifically helpful when the S( 12-400 
level is elevated or tliat restriction of saturated fats 
helps only when the S(0-12 level is high. 3. There 
is no consensus that prolonged heparin injections 
are “worthwhile” in the treatment of atherosclerotic 
disease, whatever the lipoprotein content of the 
plasma, otlier than to the extent tliat they function 
as anticoagulants. 4. It has not been established that 
administration of tlrj'roid extract is “clinically 
worthwhile” as an antiatlierogenic measure in 
eutlij'Toid persons, 5. The significance of variations 
in carbohydrate intake in the patliogenesis of 
atherosclerosis has not been established but merits 
consideration as an accessor}' factor because the 
body can convert carbohydrate to fat. Epidemi¬ 
ologic studies have stressed the lipid content of the 
diet because arterial atheroma was first produced 
e.xperimentally by feeding cholesterol to rabbits, 
because it has long been knou'n that diabetes, 
myxedema, xanthomatosis, and otlier diseases with 
hyperlipidemia predispose strikingly to ather¬ 
osclerosis, and because in some countries where 
the incidence of coronaiy' disease is low the propor¬ 
tion of calories .in the diet supplied by lipids is low 
and that supplied by carbohydrates is higli. 

HYPOPIGMENTATION FOLLOWING 
PLANING 

To THE Editor:— Following dermabrasion some pa¬ 
tients cannot “tan" in the areas that have been 
planed. To be more specific, the planed area 
burns red (along with adjacent areas) but then 
fades to a pale pink or white within two to five 
days while the surrounding or unplaned areas 
assume a normal tan. This has been observed 
even up to two years after planing. Is there any 
way a patient can obtain an even sunburn so 
that the areas of previous planing will not be 
sharply demarcated from the adjacent unplaned 
skin? Please comment on the use of methoxsa- 
Icn (locally and orally) along with that of any 
other drugs or treatment. 

M.D., Mexico. 

Ansxver.— The problem posed in this question is 
a most unusual one. The common pigmentarj' dis¬ 
turbance folloii'ing dermabrasion is hy'perpigmen- 
tation, especiall}' due to ex-posure to sunlight. The 
only reasonable explanation would be that the cliro- 


matophores which normally cause tanning have 
been injured by' the planing in the cases mentioned. 
Treatment with metho.xsalen might be attempted, 
altliough it would be impossible to predict the re¬ 
sults to be anticipated due to lack of e.xperience in 
the use of such agents after planing. However, sun¬ 
shine is more injurious than beneficial to the sldn. 
Its well-established role in tlie production of pre¬ 
mature aging of the cutaneous covering of the body' 
and its effect in causation of keratosis and epitheli¬ 
oma suggest that this intolerance of tlie planed sldn 
to sunshine may' be a blessing in disguise. Espe¬ 
cially in .women, the cosmetic disfigurement des¬ 
cribed might inspire tlie sufferer to exercise re¬ 
straint and perspective in exposure to solar radia¬ 
tion. Nudists magazines to tlie contrary', tanning of 
the sldn is not desirable except as a conversation 
piece. 

Answer.— Depigmented spots which follow der¬ 
mabrasion of the face signify destruction of tlie 
melanoblasts mthin these areas. Frequently' tlie 
damage is spontaneously' repaired within a period 
of 3 to IS montlis. If no tanning has occurred after 
two years have elapsed, it usually means tliat the 
destruction is permanent. This consultant knou's of 
no method, including the use of methoxsalen, by 
means of which such spots can be made to produce 
pigment. The wearing of make-up to which a sun¬ 
screening chemical has been added w'ill hide the 
spots and prevent an ery'thematous reaction when 
the face is exposed to the sun. 

OCCUPATION AND HEALTH 
To THE Editor:—A 56-year-old man works in a 
large department store operating a machine to 
stamp monograms on linen with a dye. He suffers 
from general muscular aches, nervousness, and 
retrosternal discomforts, as do three of his fellow 
tcorkers. A fifth employee in his department 
suffers from bladder symptoms. The dye is said 
to contain a phosphorus compound. No evidence 
of a metabolic or systemic disease has been found 
in the patient. Could his symptoms represent an 
industrial intoxication? 

M.D., Illinois. 

An'sm'er.— Consideration of the influence of oc¬ 
cupation on health is highly important. Careful 
investigation of the work situation, identification of 
the dy'e, knowledge of its toxicology, and an under¬ 
standing of the extent and character of exposure 
are necessary'. Channels for obtaining the required 
information are the department store’s medical 
supervisor and a representative of the store’s man¬ 
agement. After chemical identification of the dye 
has been made, information regarding its toxicology 
may be available in standard textbooks on toxi¬ 
cology' if it should be a well-known material. If it 
is not well 10101 ™, such information must be sought 



from tlie manufacturer of the dj'e or from the 
toxicologist or industrial hygienist of the local or 
stale health department (or labor department in a 
few states). In \'iew of the nature of the patients 
complaints, it would appear to be necessary, fur¬ 
thermore, to observe him at work in the customary 
operation of the stamping machine and to check 
other poiisible causa! exposures or factors both at 
home and at work. Such investigations, while time 
consuming, are necessary for accurate diagnosis 
and. m turn, proper therapy for the patient. A less 
careful and less scientilic approach can be a dis¬ 
service to the patient and a discredit to the physi¬ 
cian. 

PREGNANCY AT 38 YEARS OF AGE 
To Tiin Editor;—P lease give information on the 
prohahiUiies of pregnancy in a 37-year-old wom¬ 
an, previously unmarried, who is concerned over 
the chances of having a family in a contemplated 
marriage. Menstrual history is normal, and physi¬ 
cal examination shows no abnormalities. 

M.D., Georgia. 

AiV.swKi!,—Tin's u'oman need not be concerned 
oi'er the fact that slie now is 37 years old and will 
be 3S or 39 years old when she has her first baby, 
prov'ided she is under the care of a competent ob¬ 
stetrician during her pregnancy and labor. The 
inquirer i? referred to Greenhill's “Obstetrics” (ed. 
11, Philadelphia, W. B. Saunders Company, 1955, 
p. 698} and Eastmans “Williams Obstetrics” (ed, 
11, Neu' York, Appleton-Century-Crofts, Inc., 1956, 
p. 422). 
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pers behveen patients, scrubbing the blades idtha 
c u soaked with a disinfecting solution 

follosved by proper rinsing, is recommended. Clean 

diou?d"'bp^''^®'A^°'''®^'’ and brushes 

BeguJaruseof 

medicated sliampoos, in conjunction svith tlie above 
should minimize the incidence of scalp infections,’ 

MOUTH BREATHING AND 
ADENOIDECTOMY 

To THE Editor:—I s mouth breathing alone a su§i- 
cienf indication for adenoidectomy in a 2)hjear- 
old childp There is -no history of ear or throat 
infections, or of any other illness, and no evidence 
of facial or palatal deformity. The child is of 
normal weight and development. The sole com¬ 
plaint is of mouth breathing, chiefly while asleep. 

Harold I. Rodman, M.D., Washington, D. C. 

ANSWER.-Mouth breathing alone may he a suffi¬ 
cient indication for adenoidectomy. However, there 
are other causes for mouth breathing in a 2ii-year- 
old child who is presumably normal otherwise. A 
careful nose and tliroat examination might reveal 
a markedly deflected septum or engorged turbinates' 
due to allergy, often made worse at night because 
of sensitivity to feathers, mattress dust, or woolen 
blankets. There might be present a unilateral atresia 
of the posterior choanae, since it is not likely that 
a bilateral atresia would have gone unnoticed for 
two and one-half }'ears. Tumors or masses may be 
present in the nose or nasopharjmx', viz, polyps or 
fibromas. Also, it is possible to have a combination 
of die above factors which might cause nasal block¬ 
age at night, giving rise to moudi breathing. A 


STERILIZATION OF ELECTRIC CLIPPERS 
To the Editor;— fn carrying out insfifuHonal bar- 
bering, there is a concern with proper sterilization 
of the barbers tools, especially the electric hair 
clippers. The patients on a particular ward have 
their hair cut on a given day, one after another 
at short intervals. What is considered the most 


radier infrequent cause is die falling back into the 
pharynx of a large tongue, gmng rise to partial 
dyspnea and mouth breadiing. In general, however, 
enlarged, obsh'ucting adenoids are usually the cliief 
cause of moudi breadiing in a young child while 
asleep. Hence, if no other padiology is found, an 
adenoidectomy would certainly be indicated. 


effective method of accomplishing sterilization 
of the electric clippers, and what solution is 
recommended for sterilizing the combs and 
scissors? 

James M. Louisell, M.D., Augusta, Mich. 

Answer.— Disinfection of barbers tools may be 
effected by immersion in solutions of any of several 
types of agents, including hexacbloropliene soaps, 
quaternary ammonium compounds, ethyl or iso¬ 
propyl alcohol, formalin, cresols, and others. Bi¬ 
chloride of mercury and mercury cyanide are not 
recommended. The blades of electric clippers can 
be removed from the “head” of the unit for im¬ 
mersion. These, as well as other metal tools, should 
be immersed only in solutions containing rust- 
inhibitors (i. e., sodium nitrite and diediylamino- 
etbanol). Thorough mechanical cleansing should 
precede use of a disinfectant solution which, in 
turn, should be rinsed off. For disinfection of clip- 


HEAVY WATER EXCRETION 
To THE Editor:— A report appeared about 10 years 
ago which showed that experiments with od- 
ministration of heavy- water revealed that the 
kidney does not excrete water taken in the same 
day. Heavy water is said to remain in the system 
for 21 days. If it is a fact that the body excretes 
ivater only after storing if for three weeks, now 
can water he labeled for stated purposes? 

Frederick IT. Troewig, 
Wantagh, Long Island, N. 1. 


.NSWER.-Heavy water is uniformly distributed 
jughout the entire water of tire body approx 
■ely two hours after ingestion or r 

iterium oxide into a normal person rf 
lilibration is slower in patients with ede ‘ 
ing circulation. After equilibration, jt 
reted at the rate of turnover of tlie bod} 
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which would mean a gradual dilution of tlie heavj' 
water of the body. It will be continually excreted 
in the same proportion as it exists in the body 
fluids. The kidney does not distinguish between 
heavy and ordinary water, and it is not correct to 
say tliat it is retained for 21 days. Some of the 
heavy water will remain in the body for 21 days or 
longer, according to tlie rate of turnover of the 
body w'ater in that particular individual. Heavy 
vv'ater may be procured commercially. Its estimation 
requires concentration and the estimation of spe¬ 
cific gravity of the concentrate. The report of Fuller 
and otliers (}. Lab. cO CUn. Med. 45:748, 1955) 
gives further details. 

LICENSING OF PILOTS WITH 
DIABETES MELLITTJS 

To THE Editor:— W/iGf restrictions are placed on 
the licensing of private pilots who have diabetes 
mellihis and who require insulin for its manage¬ 
ment? M.D., Wisconsin. 

Ansvvts.— Tire policy of the Medical Division of 
tlie Civil Aeronautics Administration at the present 
time regarding ajrmen having diabetes mellitus 
and requiring the use of insulin is as follows: “A 
histoty of diabetes mellitus requiring the use of 
insulin is disqualifying for any type of medical 
certificate.” Therefore, medical certification cannot 
be made in these cases. 

PATHOGENS IN TOBACCO 
To the Editor:— T/icre are those among us who 
persist in smoking. How is tobacco treated to 
prevent the transmission of pathogens, such as 
fungi or even tubercle bacilli, in cigars, cigarettes, 
pipe tobacco, and snuff? 

M.D., Utah. 

Answer.—A temperatoe of 131 to 150 F is used 
to destroy pathogenic organisms and bacteria in 
milk. In the different methods of curing, ferment¬ 
ing, and aging of tobacco, apparently similar tem¬ 
peratures are used, particularly during the aging 
process. Tlius, transmission of most pathogens is 
unlikely, 

SWIMMERS’ ITCH 

To THE Editor:—A patient who returned from a 
duck-shooting trip in Mexico has symptoms of 
swimmers’ itch. Response to treatment has been 
slow. Please give advice on effective medication. 

T. Edwin O’Brien, ^^.D., Lockport, N. Y. 

Answtsr.— The treatment of swimmers’ itch (cuta¬ 
neous schistosomiasis) is one of palliation. The appli¬ 
cation of a preparation such as calamine lotion or 
calamine liniment, wutli, if necessarv’’, an antipruritic 
agent incorporated, should afford relief, and since 
there is an element in these cases of sensitization 
perhaps tire addition of antihistaminic drugs would 
be useful. Swimmers’ itch is usually acquired from 


fresh water lakes; seabathers’ eruption occurs from 
salt water. The tw'o diseases have distinguishing 
characteristics w^hich are fully described in standard 
textbooks on dermatology. 

EXCESSIVE UNDERARM PERSPIRATION 
To THE Editor:—W if/i reference to the query on 
excessive underarm perspiration which appeared 
in The Joubnae for June 2S, 1958, page 1194, I 
wish to report a simple method of treatment for 
localized hyperhidrosis of axillas, palms, and feet 
which has proved highly successful. The follow¬ 
ing solution is used: copper sulfate, 0.5 Gm.; 
potassium dichromate, 2.5 Gm.; mercuric chlo¬ 
ride, 5.0 Gm.; and enough distilled water to make 
100 ml. The treatment consists of painting the 
hyperhidrotic areas with this solution. One to 
three applications are sufficient to give complete 
relief. In order that toxic quantities of mercuric 
chloride may not be absorbed from the skin, 
painting is done on only one or two areas at a 
time, once every three to seven days. The treat¬ 
ment is painless and does not smart or burn. No 
adverse local or systemic effects from this simple 
therapy have been observed. Odoriferous feet 
become dry and odorless even after the first 
application. The urine of treated patients has 
been repeatedly examined for albumin and casts, 
and findings have always been negative. Obvi¬ 
ously, the treatment should be administered by 
the physician in his office. No skin biopsies have 
been done for study of the condition of acrine 
and apocrine glands after treatment, but pre¬ 
sumedly these glands are rendered atrophic. 

D. A. Berberian, M.D. 
389 Loudonville Rd. 

Loudonville, N. Y. 

The above comment was referred to the con¬ 
sultant w’ho answered the original question, and 
his reply follow's.— Ed. 

To THE Editor:— Immersion baths with bichloride 
of mercury for patients with various skin dis¬ 
eases, particularly pityriasis rosea, have actually 
been used, so one need not be afraid of the 
mercurial content of this prescription. However, 
such baths do indeed entail the possibility of 
into.xication and have been seen to incite bloody 
diarrhea in the past. Chrome dermatitis is a 
serious thing once it has been induced. 

CONSANGUINEOUS MARRIAGE 
AND HEREDITY 

To THE Editor:—! would like to point out several 
errors in the answer given to the question on 
consanguineous marriage and heredity which ap¬ 
peared in The Journal on Jan. 4, 1958, page 
110. The answer stated: “If the husband’s an¬ 
cestors have been healthy, physically and mental¬ 
ly, for at least three generations, there should be 
no particular reason for concern, from a biological 
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i^inl of view:’ h]ost of the <khtcriom gene.^ 
known m man arc recessive, and only infrequenily 
. can one discern a carrier of such genes hy looking 
Of him. A pcrfccfhj normal individual may, and 
probably docs, carry several ’‘had" genes. Also, 
ihvic is nothing magic or signifwanf ahoui ihe 
number three in connection with the number of 
generations. Deleterious recessive genes hove 
been known to remain in the heterozygous condi¬ 
tion. and therefore unnoticed, for many succes¬ 
sive generations. The answer also mentions the 
long hroihcr-sistcr inbred line of the Ptolemies 
and the lack of ill effects noticed there. There is 
some question about the accuracy of ihe pedigree 
as given. A.sdcll (Human Biol. ZOdTl, 1948) cor¬ 
rected this popular misconception, lie gave ihe 
pedigree which shows that the inbreeding 
cocficicnt is zero for most of ihe individuals 
from Ptolemy 1 to Cleopatra the Great. Cleopatra 
the Great, herself, was not at all inbred. The last 
scnfcnce of the answer causes the most concern: 
"In con.sangiiincous marriages, even in this e.r- 
tremehj close degree, the characteristics of the 
offspring arc influenced by the traits in their 
ancestry, not by ihe fact of kinship:' Kinship 
alotw does make a difference. Much evidence has 
been accumulated from normally crossbreeding 
organisms (c. g., corn, fruit flies, mice, and man) 
to show that inbreeding lowers fitness. Recently, 
Morton and others (Proc. Nat. Acad, Sc. 42:855, 
1956) summarized investigations in man which 
show on increase of child mortality among the 
offspring of consanguineous marriages. They esti¬ 
mate that in addition to other possible deleteri¬ 
ous recessive genes, the overage person carries 
ihe equivalent of three to five recessive lethal 
genes which exert their effect in the early life of 
the individual. But all this discussion of inbreed¬ 
ing and the ancestors of the husband is beside 
the point, because no matter how inbred the 
husband may be, his offspring will not suffer if he 
marries an unrelated woman. Since the husband 
and wife in this case are not related, the coeffi¬ 
cient of inbreeding of their children will be zero. 

T. H. Roderick, Ph.D. 

University of California 

Berkeley, Calif. 

Tile above comment was referred to the consult¬ 
ant who answered the original query, and his re¬ 
ply follow's.— Ed. 

To THE Editor:—T he foregoing very iniefUgent 
comment on the effects of marriage of kin goes 
farther than is necessary, perhaps, for the pur¬ 
poses of the physician who is consulted on a 
specific case. The commonest question concerns 
marriages between first cousins, and these amount 
to only about 1 in every 200 marriages in the 
United States at the present time. The layman 
will not understand much about corn, fruit pies, 
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and mice, but he umhrsUmds that marriages h 
tween cousins of sound stock have prorfHcd 
^ many fine famiUes-Charles Darwin and Im wife 
are one of the classic examples. Of course, ihm 
IS not lung magic or significant about-iU 
three w connection with the number of goiera- 
lions .studied, hut that is as far as the aterm 
person has any detailed information ohoiif hh 
ancestry. The most'recent study of the subjm 
(Tanner, Eugenics Bev., Jan., 1958) found % 
consistent differences between cousin and non- 
coushi fcrlilitij and child mortality rates which 
could .suggest that genetic or endemic disease 
factors might he involved:’ Asdell, in the studjj 
-cited in the comment, concluded that differences 
in intelligence of offspring studied were due to 
differences in intelligence of their parents, not to 
the fact that the parents were kin (supposedly 
brother and sister, although, of course, the truth 
about matings 2,000 years ago is somewhat 
problematical). There is no question that many 
recessive traits may pass along unseen for genera¬ 
tions, There is no question that they are a little 
more likely to he manifested in the offspring of 
marriages between cousins than in those from the 
matings of unrelated persons. There is some un¬ 
known risk in any mating, and if two cousins of 
sound or superior stock want to marry there is 
little empirical evidence to discourage them and 
some empirical evidence to encourage them. This 
matter of ihe effects of marriage between cousins 
is one of general interest, even though the num¬ 
ber of such inarn'ages is dwindling rapidly on this 
continent because of such factors as the increased 
mobility of the population and the smaller num¬ 
ber of children (which means that people do nof 
have as many cousins as their grandparents did). 

COREECTION 

Disinfection of ’iVater 

Since the publication of tlie table in die question 
and answer on disinfection of water in The Jouh- 
NAL, ]an. 25, 1958, page 427, certain inconsistencies 
have been noted. The corrected table appears be¬ 
low. 

Uiilkaiion of Common Materiah for Disinfection of Water 
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WASHINGTON NEWS 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Medical Education and Research Interest 
Secretary Flemming . . 

Loans and Grants to Aid Education 
to Be Established Shortly . . 

Pan American Sanitary Bureau Reports on 
Years Activities . . 


SECRETARY FLEMAHNC INTERESTED IN 
EDUCATION, RESEARCH EXPANSION 

The new Secretarj' of Health, Education, and 
^Velfare, Artliur Flemming, is giwng serious consid¬ 
eration to the Bayne-Jones report, which calls for 
national spending of one billion dollars a year on 
medical research by 1970. Some of the report s rec¬ 
ommendations may find e.\'pression in HEW’s ne.xt 
budget. 

Asked at a news conference what was being done 
about tlie report, issued in July of this year, the 
Secretary' said it was under serious consideration. 
“I want to assure you it %rill not be put on tlie shelf 
to gather dust,” he declared. 

The report, which envisages a broad expansion 
of medical education and medical research, now is 
being studied by Secretar\' Flemming and his staff. 
Later, he said it would be discussed udth the Bur¬ 
eau of tire Budget and tlie White House and agree¬ 
ment reached on a long-term goal. 

Secretary Flemming, giving ever)' indication that 
the Bayne-Jones study was being well received by 
his department, said the tbouglit was to develop 
“year-by-year” toward whatever goals are set for 
medical research and education. By mid-October, 
he said, tlie Budget Bureau will be given some indi¬ 
cation of what impact the report’s recommendations 
will have on the ne.xt EEW budget. By Dec. 1 the 
department will have its budget ready. 

The committee was appointed by tlien Secretarj' 
Folsom to make a comprehensh'e study of medical 
education and research. The chairman was Dr. Stan¬ 
hope Bavme-Jones, former Yale medical dean and 
former head of the joint administrative board of 
New York Hospital-Comell Medical Center. Mem¬ 
bers were prominent medical educators and re¬ 
search directors in private industrj'. 

In commenting on tlie report, Secretarj’ Flem¬ 
ming emphasized the high calibre of tlie men who 
made up tlie committee and said that their recom¬ 
mendations desen^ed careful consideration by the 
government. 


The report recommended tliat United States 
triple its expenditures for medical research and that 
it double its output of physicians in the next 12 
years. It suggested that the U. S. supply about half 
the total research funds, or half a biUion dollars by 
1970, udth industry' and private philanthropy con¬ 
tributing an equal amount. The U. S. now pays 
about 56% of total medical research costs. The re¬ 
port also urged that betss'een 14 and 20 new medical 
schools be built, witli an immediate start on them, 
to supply researchers as well as to maintain the 
physician-to-population ratio. 

iriie committee said that in its opinion dangers of 
federal control of medical research could be avoid¬ 
ed through “vigilant and sustained” application of 
safeguards. 


FEDERAL EDUCATIONAL LOANS AND 
GRANTS TO START SHORTLY 

Officials of the Department of Health, Education, 
and Welfare and the U. S. Office of Education are 
hunydng prehminar>' work on tire recently-enacted 
program of loans and grants for education \ritlr the 
objective of getting a start on tire project before 
the end of tire year. 

The emphasis is on improved teaching and stu¬ 
dent selection in the sciences. Mathematics, and for¬ 
eign languages. MTiile medicine is not singled out 
for special treatment, premedical and medical stu¬ 
dents generally are ehgible for assistance, and the 
strengdrening of primary' and secondary' school sci¬ 
ence courses and improvement in pupil guidance 
should identify' more prospective medical students. 

A question arises in the case of medical schools 
that are not a part of a larger general education in- 
sta'tution. According to an Office of Education offi¬ 
cial, there is some possibility that students in such 
medical schools u'ill not be allowed to share in the 
benefits until the law is amended. 

The Office of Education has the following general 
timetable: 

“Funds wiU be made available to state educa¬ 
tion agencies and insdtuh'ons after they have de¬ 
veloped plans for the programs and ha\'e applied 
for federal funds. It is expected that a few of tire 
programs wll get under way diuing tire first half of 
the current school year, otlrers during the second 
half, and tlrat all or x'irtually all xUll be in full op¬ 
eration by' the opening of school next y'ear. 

“Forty’-fi\’e state legislatures w'ill be meeting in 
January' and thus uill be able to enact any necessary' 
state legislation and make needed appropriations for 
matching funds. 
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One oi (he first steps will he a series of planning 
C()j)fei cnees of state officials, college representatives! 
and others watli the U. S. Commissioner of Educa¬ 
tion and mcmliers of liis staff. TJie first such confer- 







There arc four plmsos of the over-all program that 
ullmialely will affect medicine. 


tznn tinner’ Loa/}s.~Tha law authorizes $47,r 

500,000 for the current fiscal \-ear. hut, hecause the 
program w'ould he slow in starting, Congress has 
appropriated only 6 million dollars; this can he in- 
crea.scd hy deficiency appropriations after Cow^ress 
meets in January. ^ 

Institutions them.sehes will handle the U. S. loan 
money hut they will have to put up at least one 
dollar for every $9 in U. S. funds. Interest at 3% 
will he due after the student has completed his full¬ 
time course, and he will ha\'e up to 11 years to re- 
pay. 

It is expected that ahouf 11,000 federally -sup¬ 
ported loans of S600 will he made the first year. 

Strcngf/jcning of Instruction in Elonentaty and 
Secondary ScJwoIs.-Gnmts w'ill he av'ailallle to 
states to liclp public institutions (including public 
junior colleges) buy laboratory and other special 
equipment and for remodeling,' loans will be avail¬ 
able to nonprofit private insUtutions for the same 
purposes, and grants will he offered states to e.x- 
pand or impiwe their superv'isor)' and administra¬ 
tive services. 

For the three programs, Congress has authorized 
70 million dollars this year, hut, as in the case of 
student loans, has appropriated less—19 million. 
Grants for equipment will hax’e to be matched dol- 
lar-for-dollar from the start, hut matching will not 
he required the first year for grants to strengthen 
school administration. 

It is estimated that equipment for a typical gen¬ 
eral science laboratory in a high school will cost 
about $6,000. 

One effect of these grants will be to offer more 
and Iretter science courses in primary and second¬ 
ary schools, with the result that more and better 
students may be expected to become interested in 
medical as well as other science careers. 

National Defense Fellowships.-Thh phase is de¬ 
signed to e.xpand graduate education so as to in¬ 
crease the suppb' of well-ti-ained college teachers, 
medical school teachers included. The Office of Ed¬ 
ucation e.vpecls tlial some of these fellou'ships will 
he processed bv February of 1959. A total of 1,000 
fellowships are authorized for the current fiscal 
year and 1,500 each of the next years. 

Improved Guidance and Counseling.—Congress 
has appropriated $5,400,000 (of a 15 million dollar 
authorization) for the first year of this program to 
improve mechanism for the identification and en¬ 
couragement of able students through testing, guid- 
..ance and counseling. 

Institutions of higher education are instructed to 
apply directly to the U. S. Office of Education for 
contracts to set up training institutes, a few of which 
may be in operation by the end of school next 
spring. 


It is estimated that 15 million dollars per rear 
channelled m this direction would produce 1,20!) ad- 
ddional full-time guidance and counseling person- 

Presumably improved guidance would recognize 
IKitential medical students at an earlier age^ind 
keep tJiem on the proper preparatorj' course. 

PASS REPORTS ON HEMISPHERE’S 
FIGHT AGAINST DISEASE 

A Pan American Sanitary Bureau report coverini 
medical progress in the Americas over the last fou 
years concludes that many hilling and crippling dis 
eases are now in retreat on the continent. The re 
port, released in IVashington, also is being distril 
uted to the 15th Pan American Sanitarj' Conferenc 
meeting in San Juan, Puerto Rico. 

The bureau says' the report should pro\'e inva 
liable to public health administrators in tacldin 
their health problems and planning future program 
Some of its findings are the following: 

Vital Statistics.—Communicable disease is show 
to be the main cause of death for all ages, but e< 
pecially in childhood. Mortality in early childhoo 
(1 to 4 years) varies from 1.1 to 42.7 per thousam 
in different countries in the Americas. A major fac 
tor in mortality in early childhood is shown to b 
malnuti'ition. The report, therefore, points to thi 
need for national and local health services to de¬ 
velop sti'onger maternal and child healtli programs 
and to place greater emphasis on improvement in 
nutrition. 

Communicable Diseases.—The report emphasizes, 
in addition to eradication programs for smallpox, 
yaws, and malaria, that programs for the prevention 
of diphtlieria, oough. leprosy, plague, 

poliomyelitis, 'Vp' ■ ■, ■:!. - v typhoid fever,- 

and typhus be sriengthened. Although much prog¬ 
ress lias been made toward reducing these diseases 
in a number of countides, they are still a major 
health problem in many others. 

Medical and Health Personnel.—Country by coun¬ 
try data on medical- and health personnel is to be 
found for tlie first time in this report. It shows a 
need, in most cases an acute need, for more trained 
medical and nursing personnel. In one country, tu 
of all doctors and 82% of all graduate nurses arc 
reported to be employed in health services on a 
part-time basis. Such information as this can sene 
as a guide in preparing educational programs and 
in national planning for the number and txpes o 
personnel needed in a given country in an e.vpanaeo 
health program. 

Local Health Services.-The report f 

the personnel, the actirities and slices, a ^ 
geographical coverage of the local hea ^ 

of each country—information that shoul 
in extending local health serxdces to the entjrep P 
lation. Today three countries iLt 

vide such full local coverage. X 

coverage for 80% of the population, ail 
tional percentages are lower. 
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STAPHYLOCOCCIC EMPYEMA 

George J. Magovem, M.D., Pittsburgh 
and 

Brian Blades, M.D., Washington, D.C. 


HILE MOST physicians ascribe to the 
treatment of purulent collections, such as 
a pelvic or subdiaphragmatic abscess, by 
surgical drainage, many apparently do 
not consider an acute empyema in the same 
light.' There are, perhaps, logical reasons for 
this attitude. Empyema is usually a complication 
of an antecedent illness; it is insidious in onset, 
and die diagnosis is frequently overloohed. Mdien 
diagnosed, it can be readily followed by roentgen- 
ographic examination and most often appears ac¬ 
cessible to thoracentesis and local therapy. With this 
in mind, many physicians moU perform repeated , 
aspirations and local instillation of antibiotics, 
which may be successful, although therapy is there¬ 
by prolonged and potentially dangerous. More in¬ 
sidious, however, is die false assumption that all 
acute empyemas may be treated in this manner, 
particularly those of staphylococcic origin. 

An empyema is more than a purulent collection 
in the pleural space. It constitutes an actual ab¬ 
scess, and die pleurae, formerly thin and glistening, 
are now abscess walls—diichened, granular, in¬ 
flamed, and supporting a pyogenic growth. In addi- 
don, die pleural space, in reaction, develops bands 
of fibrous tissue which make tortuous and sinuous 
e.xtensions w’ith little apparent communication be- 


A thoracic empyema is more than a col¬ 
lection of pus in the pleural space; it is an 
actual abscess. The inflamed pleurae form 
its walls, and it is commonly divided by 
bands and adhesions into subspaces with 
little apparent intercommunication. It usually 
develops by lymphatic bacterial drainage 
into an initially sterile pleural effusion, by 
direct extension from the lung itself, by rup¬ 
ture of a subpleural abscess, by septic em¬ 
bolization, or by traumatic or iatrogenic 
contamination. For rapid and complete heal¬ 
ing the abscess must be completely evacu¬ 
ated. Antibiotics must be used with pinpoint 
accuracy, or a chronically ill patient will 
come to harbor an organism resistant to all 
usual antibiotics. These principles are illus¬ 
trated by fen case reports. 


tween the different partitions. To assume diat daily 
aspirations of a small amount of pus will emph- this 
space is wistful thinking. For rapid and complete 
heah'ng, the abscess must be completely evacuated. 
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(he partitions separated, and (lie spii 


jj. .. - 7 — space ohJiteraled. 

tr.apped, compressed ]nng, and more extensive sur- 
gica treatment vail Ire needed for reexpansion of 
Ine lung and cure of die empyema. 

Althougli some ca.ses of acute .staphylococcic 
emp\'cma, if treated early, will respond to thora¬ 
centesis local instillation of antibiotics, and enxv- 
matic debridement,^ to prescribe this as the pre¬ 
ferred treatment is dangerous. Actually, maiiv 
patients whose disease responds to thoracentesis and 
antibiotic therapy Jiar'c infected effusions wftliout 
Inm abscess formation. The empvcma may be 
aborted but not cured, since it has never existed. 
For the mo.st part, pinpoint accuraev of the 
antibiotic is the ke\' factor,'' and, in combating 
the staphylococcus, this lias been oniv tempo" 
rari!>' achieved when a new- antibiotic is introduced. 
^^hcn resistance dc\'clops, conser\’ativc treatment 
again results in a prolonged period of multitile 
inadequate attemiJts of thorocentesis with eventual 
failure; the chronically ill patient non' harbors an 
organism resistant to all antibiotics, well past the 
optimum time for the most effcctii'e and simple 
surgical drainage. 

Tlie following case reports, collected in the past 
two years at the District of Columbia Genera] Hos¬ 
pital and the George AVasbington Universit)' Hospi¬ 
tal, are presented to illustrate this problem and to 
reempbasizo the necessity of envly surgical drainage 
when dealing with staphylococcic empyema. 

Report of Cases 

Casu 1.—a 40-year-oUl woman was admittccl to tlic Dis¬ 
trict of Columbia General Hospital on Oct. 22, 1956, The 
patient, a known alcoliolic and epileptic, had a three-week 
iiistorj' of cough, chills, fever, and hiiatcral pleuritic pain. 
Pl))'.sical examination revealed a blood pressure of 120/70 
mm, Hg, a pulse rate of 104 per minute, a respiration rate of 
48 per minute, and a temperature of 104 F (40 C). There 
were moist rales bilaterally with dulncss to iicrcussion and 
decreased breath sounds in both ixmg bases. X-ray examina¬ 
tion showed a right lower lobe pneumonia with a small 
pleural effusion. The .sputum was collected for smear and 
cultvrre, and the paticirt was given tetracycline (Achromycin), 
500 mg. intramuscularly every six hours. Despite clinical 
improvement, the plcjiral elTu.sion increased and thoracentesis 
three days after admi.ssion was productive of 600 cc. of a 
cloudy fluid, which was subsequently found to be negative 
on culture. The temperature rose during tetracycline ther¬ 
apy, and fluid subsequently drawn by thoracentesis was 
positive on culture for Staphj'lococcus pyogenes var. aureus, 
coagulase positive. Erythromycin was then given, 500 mg. 
four times daily. Multiple thoracenteses with streptokinase- 
slreptodornasc (A^ariiiase) instillations pror’cd nnsuccessful. 
Surgical drainage was performed on Nov. 15, 1956, with 
prompt remission of the fever and a satisfactory result. 

Case 2.-A 66->'oar-old woman was admitted to tlie Dis¬ 
trict of Columbia General Hospital on Feb. 1, 1956, because 
of a productive cough, fever, dyspnea, and general malaise 
of six months’ duration. Studies on the medical serx'ice 
established die presence of a massive left pleural effusion 
and pneumonia. Sputum examination showed many pneumo¬ 
cocci, and tlie patient was given novobiocin (Albamycin), 
.500 mg. ever}' six hours. After one week no improvement 
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tetracycline, 500 mg. every six !im,rc 

one month, no improvement was seen and nnm a " 

iavs^ ^ coagulase positive. 

ff temperature was nonaal and 

treat- 


antibiotic therapfwas discontinuel* After Sagd 

ment with imgations, the patient made an uneventful 


cry. 


recov- 


Case 3. A 53-year-old woman was admitted to George 
ll.islnngton University Hospital on Aug. 12, 1956, bee,we 
of persistent fever chest pain on the right, and a 204 
• ~ S'1 "'eight loss after an episode of pneumonia two 
moiitlis prex'iously. At that time, .she wa.s given a diagnosO 
ot rigJit lower lobe pneumonia and therapy with chloram^ 
phcmcol (Chloromycetin), 250 mg. every four hours, and 
500 mg. of tetracycline given intravenously daily for fom 
day.s wa.s instituted. Sputum cultures rex’ealed hemolytic 
streptococcus. Staph, pyogenes var. aureus, and Protem 
vulgaris. Therapy with the above antibiotics wa.s discon¬ 
tinued, and that with penicillin, 300,000 units every foui 
hours, and .streptomycin, 0.5 Gm. twice daily, was .started 
after cultures were reported moderately sensitive to these 
drugs. The patient u-as discharged from the hospital aftet 
two weeks of this tlierapy. 

On subsequent admission to the George Washington Uni¬ 
versity Hospital, examination confirmed the presence of an 
empyema of tlie right pleura. The pah'ent was operated on 
under local anestlie.sia; a modified Eloesser flap was per- 
fonned witli resection at part of tlie sixth and seventh ribi 
at the posterior axillar}’ line, A copious amount of purulent 
material was removed which, on culture, grew Staph, pyo¬ 
genes var. aureus, coagulase positive, resistant to all the 
commonly used, antibiotics. She was therefore not given 
antibiotics, but irrigation witli saline solution for incclianical 
debridement was done frequently. After one week, the 
empyema cavity measured 55 cc. and she wa.s discharged 
with the drainage tube in place. She continued to receive 
treatment at home until tlie space measured 10 cc. in vol¬ 
ume, when the tube was removed. Her total period of drain¬ 
age was almost four months. 

Case 4.—A 16-montli-oid child was admitted to flic DiV 
trict of Columbia Hospital on Feb. 17,1957, in acute respira¬ 
tory distress, breathing 48 times a minute, with a teiiiperafiirc 
of 105 F (40.5 C) and a pulse rate of 130 per minute. Tiir 
patient had an upper respiratory' infection for one week, 
which was treated by the family doctor with one injection 
of penicillin. The child appeared to have nucha! rigidity, 
and a spinal tap was done. The fluid was nonual. Roentgeno- 
graphic examination .showed complete obliteration of the Ht 
.lung field, aud tlvoraccntesis was perfomied.' Fifty cubic 
* centimeters of pus was removed, a smear of which shwet 
gram-positive cocci. Therapy with chloiaiuphcnicol, 250 mg- 
every six hours, was started and underwater tube dra!n.ige 
perfonned. The patient made gradual improvement, and the 
underwater drainage was converted to open drainage, un 
the 41st hospital day, he developed .septicemia, wth Mapi. 
pyogenes var. aureus, coagulase positive, resistant o « 
antibiotics e.xcept novobiocin. The chloramphcmcol tl r P) 
was discontinned, and novobiocin, 100 mg. c\ery / 
was given for one month. The empyenia 
resolved, and dm pixtient was discharged on May 29, 

Case 5.-A 59-year-old man was admitted to W 
Washington University Hospital on July 13, I , ^^ 

of persiLnt fever and left "PPer Quadrant ^ d 

two weeks prior to admission. One year bef^ ^ 
suffered a cerebrovascular accident- One mo P 
admission, the patient was treated for J^eciiaa 

pain and fever; at that time a diagnosis of un^ 
was made, and he had a remission of liis -Wnpiom- 
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Examination revealed an elderly, chronically ill man with 
aphasia and severe rheumatoid arthritis. Temperature was 
102.2 F (39 C), blood pressure 140/90 mm. Hg, respiration 
rate 22 per minute, and pulse rate 90 per minute. There 
were residuals of a hemiplegia on the right side and dry 
rales in the right upper and left lower regions of the chest. 
There was tenderness in the left upper quadrant and a-rillary 
line without guarding or muscle spasm. Laboratory examina¬ 
tion revealed a hematocrit value of 33^, leukocyte count of 
9,750 per cubic millimeter, blood urea nitrogen level of 
12 mg. per 100 cc., and amylase level of 7 units per 100 cc. 
The urine showed many clumps of bacteria, and a culture of 
it was positive for Staph, pyogenes var. aureus, coagulase 
positive. An electrocardiogram showed nonspecific T-wave 
changes. An x-ray of the chest revealed a fluid level in the 
left lung base representing a walled-off empyema or lung 
abscess. Thoracentesis was productive of green, bloody, 
purulent material that was positive on culture for Staph, 
pyogenes var. aureus, coagulase positive. The patient was 
operated on and tube drainage with w'ater seal suction ap¬ 
plied. Penicillin, one million units daily, and streptomycin, 
1.0 Gm. daily, were given. The clinical response was good. 
A few days later rib resection and Eloesser flap construction 
were done. Tlierapy with erythromycin, 200 mg. every six 
hours, w'as begun at this time, and the patient made an 
uneventful recovery. He was transferred to another hospital 
for nursing care and rehabilitation. 

Case 6.—A 34-year-old woman was admitted to George 
Washington University Hospital on June 30, 1956, because 
of fever, cough, and weight loss of one montli’s duration. 
The patient W’as being treated for an upper respiratory in¬ 
fection for one month prior to admission with inadequate 
doses of antibiotics. She was referred for admission because 
of deterioration of her condition and recent pain on the right 
side of her chest. She had had poliomyelitis at the age of 7 
years and had a residual partial paralysis of her left leg. 

Chest x-ray showed complete opacity' of the right lower 
part of the chest and homogeneous densities in the right 
upper part, suggesting fluid or consolidation. The left lung 
was clear. Thoracentesis was performed and 40 cc. of 
purulent material aspirated. This was positive on culture for 
Diplococcus pneumoniae, and penicilhn, 600,000 units twice 
daily, was given. The organism was sensitiv'e to all anti¬ 
biotics. Smgical consultation was obtained the following 
day, and tube drainage was performed with the patient 
under local anesthesia. Posterior and anterior pockets were 
encountered and tivo tubes inserted. Appro.ximately 1,000 cc. 
of pus was obtained which was positive for only Staph, 
pyogenes var. aureus, coagulase positive, which was sensitive 
to all antibiotics except penicillin. The patient was given 
erythromycin, 250 mg. every fom: hours, and was discharged 
10 days after surgery. The empyema space had decreased 
from a 1,000-cc. volume to a 38-cc. volume in that period. 
She was followed in the outpatient clinic and made an 
uneventful recovery. 

Case 7.—An 11-y'ear-old boy was admitted to George 
Washington University Hospital on March 20, 1957, because 
of persistent fever and pain of one month’s duration on the 
left side of the cliest. The boy was hospitalized one month 
preWousIy at anotiier hospital, for similar complaints, and 
e.xamination at tliat time revealed a temperature of 104 F 
(40 C), pleuritic pain on the left side of the chest, a leuko¬ 
cyte count of 20,000 per cubic millimeter, with 90% poly¬ 
morphonuclear cells, and a diffuse haziness on x-ray of the 
left lung field. Thoracentesis was nonproductive, and he was 
given a broad-spectrum antibiotic and penicillin. His fever 
subsided, and, because of a strongly positive intermediate 
PPD test, he was discharged on therapy uith streptomycin 
and isoniazid. Several days after discharge his temperature 
was again elevated, but repeated .x-ray e.xaminations showed 
no change and no pulmonary findings could be eh'cited. A 


histoplasmin agglutination test was recorded as 1:16 one 
week prior to admission, but a second test just before ad¬ 
mission was not diagnostic. 

Physical examination showed a chronically ill boy. X-ra>’ 
of the chest at this time showed a ciremnscribed mass at the 
upper posterior mediastinum on the left. Findings on exami- 
tion were entirely normal except for an elevated white blood 
cell count of 22,300 per cubic millimeter, with 56% seg¬ 
mented cells, 1% band cells, 41% lymphocytes, 19c mono¬ 
cytes, and 1% eosinophils. With the patient under local 
anesthesia, an empyema pocket was found by needle aspira¬ 
tion. Drainage required resection of a small portion of the 
left seventh and eighth ribs about 2 cm. lateral to the trans¬ 
verse process. 

Over 200 cc. of foul-smelling pus was removed. This was 
positive on culture for Staph, pyogenes x'ar. aureus, coagu¬ 
lase positive. The patient was placed on therapy vsith 
penicillin and streptomycin for five days, and uith drainage 
he had prompt remission of his fever. He was discharged to 
the outpatient department in one week and xvas subsequently 
treated with frequent irrigations until the volume of the 
space was reduced to 5 cm. of water, when the tube was 
removed. The patient required no antibiotics after dis¬ 
charge. and the space was closed in approximately five 
weeks. 

Case 8.—A 9-month-old boy was admitted to the District 
of Columbia General Hospital because of a persistent fever 
and pharyngitis. He was given penicillin for two days and 
tetracycline orally for one day as an outpatient. 

Examination disclosed an acutely ill, listless infant witli a 
temperature of 105.6 F (40.9 C) and a respiration rate of 
40 per minute. The patient had minimal pharyngitis, bilateral 
otitis media, difliise rbonchi throughout both lung fields with 
decreased breath sounds, and dulness to percussion over the 
right side of the chest. An x-ray the following day showed a 
mottled infiltration in the right lung field with pleural effu¬ 
sion obscuring most of the right side. Because of four loose 
bowel movements, the patient was placed in isolation and 
given fluids intravenously. Penicillin, 300,000 units every six 
hours, and sulfisoxazole (Gantrisin), 1 Gm. per pound of 
body weight administered intravenously, were given. The 
follorring day a throat culture was reported positive for 
Staph, pyogenes var. aureus, coagulase positive. The tem¬ 
perature was still elevated to 104 F (40 C), the respiratory 
rate was 70 per minute, and the pulse rate was 200 per 
minute. Intravenously given novobiocin, 100 mg. per pound 
of body weight for txvo doses and then 50 mg. per pound 
every six hours, was given. The fourth hospital day no im¬ 
provement was noted. Thoracentesis was performed and 
20 cc. of cloudy fluid removed. Novobiocin, 100 mg., and 
penicillin, 300,000 units, were instilled. The pab'ent was 
digitalized. He then continued to have daily thoracentesis 
and antibiotic instillation performed without x-ray signs of 
improvement or clinical exadence of response. On Sept, 21, 
1957, the ninth hospital day, surgical consultation was ob¬ 
tained and tube drainage in the seventh intercostal space at 
the mid-a-xillary line was performed. The pab'ent became 
afebrile in four days, and the tube was removed in appro.xi¬ 
mately one month. He showed gradual improx-ement, al¬ 
though possible cyst formation, characteristic of staphylo¬ 
coccic pneumonia, was noted in tlie lung. 

Case 9.—A 12-month-old girl was admitted on Feb. 22, 
19o<, to the District of Coltunbia General Hospital for treat¬ 
ment of second and third degree biuns of both hands 
accidentally inflicted at home one week prior to admission. 
Physical examination showed a well-developed, well-nour¬ 
ished child. Temperature was 100 F (37.7 C), pulse rate 
140 per minute, and blood pressure 120/80 mm. Hg. There 
was a mucopurulent upper respirators' infection, second and 
third degree bums of die palmar surface of both hands xrith 
gross secondarj' infection, epitrochlear and axillaiy adenopa¬ 
thy, and rhonchi in both lung fields. 



staphylococcic empyema- 

X-ray on Ihc day after admission sljowcd a rieht basilar 
hrimmr' dfjbridcnicnt of 

uL Snril r'' i«»nia was 

30 TL ■’’i ff t*" 'vas being given tetracycline, 

30 mg. per ponnd of bod)- weight every four hours. The 
I ahont was beconnng lachj'pncic, and .v-ray showed opaci- 
fication of be entire loft lung witli mediastinal shift to the 

ltt°“ t;'"’' ''“■’'■'•■'I *0 toenmo 

comatose. 1 horacentcsis was perfomicd and 70 cc, of pus 
romo\’c<f Medical consultation was obtained, and repeated 
lhoniccnte.sis mid instillation of crMhromycin, 60 mg four 
tunes a day, iv.as ii(K'isc<]. 

Culture of the fluid obtained on thoracentesis was positive 
for St.aph. pi'ogenes var. aureus, coaguJasc positive. Multiple 
llioracentescs were porfonned for the next 10 days with 
some resolution in her fei-cr but with no significant .x-ray 
evidence of improvement. Surgical consultation was ob- 
tained, and on March 20, 1957, surgical drainage and 
hdocssrr ihp formation wore performed in the left eighth 
intercxislal space at the left inid-axillar)' line. She was given 
chloramphenicol in addition to the er}’fhrom)’cin, and she 
showed gradual improvement until lier discharge on June 16, 

1957. 

Cask 10.—.A SO-s'car-old man, a chronic alcoholic, was 
iidinitterl to the District of Columbia Genera! Hospital on j 
.April 1, 1956, heeausc of pleuritic pain on the left, cough, 
and fever of one week’s duration. Pjiysical examination ' 

showed temperature 102.6 F (39,3 C), blood pressure * 

1*12/90 mm. Ilg, pulse rale 108 per minute, and respiration i 

rale 22 per minute. Tlic patient had decreased breatJi < 

sounds, dulncss to percussion, and increased tactile and vocal 
fremitus over the left upper part of the chest. X-ray examina¬ 
tion shon-ed a left pleural effusion obscuring the lung field. S 


1-MAGOVEI.N and blades J.A.M.A.,S.p18,.,o 

All are illustated in lire cases reported hoc III 
™ol,an.sm usuaUy varies with the age and ph* 
illness of die patient. In die infant, direct pferf 
extension from the ruphire of a small subplecri 
abscess during die course of a staphylococcic pa» 
monia js the most common mechanism. In adults 
staphylococcic pneumonia is less common, and 
lence, most cases of staphylococcic empyema result 
from the invasion of the pleural effusion associated 
wffli a primary bacterial or virus pneumonia. In &£ 
older or cJironicaJly ill patient, septic emboJizatioD 
from an extrathoracic source, such as the urinan, 
tract,^ is a common cause, while in the acutely il 
debilitated person, such as is seen with severe bun 
cases, h6wstog&nous dissemination may occur. 

Although die mortalit}'’ due to stapbyhcoccii 
empyema has been greatly reduced from its preri 
ous high of 50 to 70% in infants and children,’ 
the morbidity is still significant. This is due to rivi 
factors; delayed diagnosis and inadequate treat 
ment. The diagnosis is frequently difficult, Mos 
adult patients present Aemselves because of a feve 
of undetermined etiology after one of the above 
mentioned processes. Serial or multiple-view roent 
genographic examination may reveal pleural fluid 
Till's most often presents itself in tlie costoplirenii 
sulcus but may be loculated in the anterior or pos 


Grain-positiw cocci were found in the .sputum, and the 
patient w.as .started on a regimen of mnltiplo thoracentesi.s 
with local!)’ and parcntcraliy given penicillin. Culture of the 
pleural fluid on April 24, 1936, was positive for Staph, 
pyogenes x-ar aureus, coagulasc positive. The patient was 
Uicn started on therapy with eiytliroinycin, 500 mg. every 
six liouns, blit .showed no improvement; he was subsequently 
given chloramphenicol, 1 Cm. ever)- six hours. On May 11, 
1956, the 40th hospital day, surgical drainage was instituted, 
and the patient shoxved rapid improvement. The tube was 
removed on June 7, 1956, althougii the empyema space was 
not measured at tlic time. Three weeks later the patient 
showed a recurrence of his empyema, and a study with use 
of iodized oil (Lipiodol) revealed a space measuring 30 cc. 
Accordingly, dependent tube drainage was reinstituted, and, 
after a prolonged period of drainage and irrigation with 
saline solution, the empyema cavity was reduced to 5 cc., 
the tube was removed, and the patient was discharged on 
Oct. 3, 1956, During the course of treatment, the patient 
had a total of 30 thoracenteses done and cultures made. 
Only two of these showed infection with Staph, pyogenes 
var. aureus, coagulasc positive, which xvas sensitive to 
chloramphenicol and resistant to penicillin, streptomycin, 
oxytelracycline, and tetracycline. This illustrates one of the 
adi-ense effects of giving antibiotics before establishing the 
diagnosis. 

Comment 

While most frequent!)' staphylococcic empyema 
is secondary to a primary bacterial or virus pneu¬ 
monia, it may be secondary to an entirely extra- 
thoracic infection. The most common method for 
tlie dm'elopment of an empyema is one of llie fol¬ 
lowing ways: by lymphatic bacterial drainage into 
a sterile pleural effusion, by direct extension from 
the lung itself, by rupture of a subpleural abscess, 
by septic embolization, and, lastly, by e.xternal trau¬ 
matic or iatrogenic contamination. 


tenor paramediastinal region and easily obscurec 
on x-ray. In the very young, a characteristic acutt 
bleb formation associated with pneumonia, pleural 
effusion, and/or pyopneumodiorax is quite patho¬ 
gnomonic of staphylococcic infection. This hleti 
formation was noted in two of die above cases and 
in 257o of tire 41 cases of staphylococcic pneumonia 
and empyema in children, as reported by Kanof 
and coworkers.’*" It is believed to be due to a bron- 
chiolar obstruction Mutii the resultant empysematous 
bleb formation and is to be differentiated from tire 
usual abscess formation which may also occur. 
These are frequently so large that diey are mistaken 
for a pneumothorax, and inadvertent puncture of 
tire lung witii a resultant tension pneumothorax is 
one of the dangers of repeated thoracentesis for 


taphylococcic empyema. 

The diagnosis, however, must be confirmed by 
lerfonning thoracentesis xrith use of meticuious 
septic technique. If purulent material is encoun- 
ered, surgical drainage, of course, should be per- 
ormed. Most patients, however, will have receivecs 
'arious antibiotics and, in the early stages, have a 
■loudv effusion which may or may' not bepositn 
ouiuii-e. It is at this point tl»f inadeq^ 


ith local mstuiaaon or - , 

1 effusion is obviously 
negative on culture, surgical drainage, rf® 
rould not be done. But if an 
t reality represents an early empyemt, 
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be demonstrated on smear and/or culture, then 
surgical drainage should be instituted before a 
chronic empyema results. 

Tlie surgical treatment should begin with ade¬ 
quate localization on x-ray, requiring postero- 
anterior, lateral, and right and left anterior oblique 
films. Several thoracenteses may be necessarx' to 
adequately localize the empyema. Drainage is then 
instituted. Two tj-pes of drainage may be used, 
depending on the nature of the pus. If a non- 
loculated fluid is present in the costophrenic sulcus, 
underwater intercostal tube drainage is necessar>’. 
Open drainage would result in a pneumothorax. 
The empyema of several weeks’ duration udth a 
localized accumulation of pus presents a diflFerent 
problem. Because of the inflammatory reaction, 
pleural sjunphysis and tlrickening is present over 
the remaining lung and the empyema represents 
a true pocket. This may be drained unthout under¬ 
water protection because the pleural symphysis will 
prevent the development of a pneumothorax. The 
site of drainage will depend on the location of the 
lesion but will usually be in the 6th intercostal 
space if the pocket is anterior, the 7th or Sth inter¬ 
space, if lateral, or tlie 9th or 10th space if posterior 
because of the varjdng level of diaphragmatic at¬ 
tachment. The dome of the diaphragm will hinder 
adequate drainage at lower levels. Tire tube should 
be a large one—of the caliber of a 28 F. catheter— 
and may be inserted with the patient under local 
anesthesia. This tube is then connected to under¬ 
water drainage and, depending on roentgenograph- 
ic and clinical findings, should remain in place 
usually for about one week. 

In the empyema of several weeks’ duration, a 
more prolonged period of drainage is necessary. 
Because of the symphysis, open drainage may be 
instituted as stated above. The opening, however, 
should be large enough to admit a tubing 1-in. in 
diameter and to allow easy irrigation, since in this 
tjqie of empyema mechanical debridement by fre¬ 
quent irrigations is usually more important than 
the effect of the antibiotics. Accordingly, a subperi¬ 
osteal 2-in. resection of one or two ribs overlying 
die dependent area of the pocket should be per¬ 
formed with the patient under local anesthesia. 
If a prolonged drainage time is anticipated, the 
skin may be sutured to the pleural edge, creating 
an Eloesser flap. 

Once drainage has been instituted, the problem 
of duration of treatment arises. The patient is natu¬ 
rally anxious to have the tube removed or the drain 
site closed. The physician at this point may fall 
into the error of too early termination of the drain¬ 
age, since the amount of drainage may actually be 
verj’ small in a 24-hour period. If tlie tube is re¬ 
moved, the skin mil rapidly close over and an 
apparent healing take place, only to be followed 


by a recurrent empyema. It is essential that, during 
the course of treatment, frequent volumetric re¬ 
cordings of the empyema space be made and 
contrast visualization of the shape and extension 
of the empyema cavity performed. Tlie latter is 
easily done by injecting iodized oil, aqueous Di- 
onosil (propyl ester of 3, 5 diiodo-4-pyridone- 
N-acetic acid in water suspension with carboxv’- 
methylcellulose added), or any of the usual contrast 
material into the space and taking multiple x-ray 
view's with the patient in the decubitus and erect 
positions. The v'olume of the empyema cavity is 
determined by simply placing the patient on life 
uninvolved side and injecting sodium chloride 
solution into the cavity until it is filled. Caution 
must be exerted here on those patients suspected 
of hav'ing a bronchopleural fistula, lest the opposite 
lung be flooded. For this reason, the contrast vis¬ 
ualization should be performed first. 

The duration of drainage will depend on tlie 
volume and shape of the empyema space. A drain 
should be left in place until the volume of the 
space is 10 cc. or less. Occasionally, a tortuous or 
dumbbell-shaped cavity develops, and one portion 
of it may become sequestered or partially blocked 
from the line of drainage. Although the total v'olume 
may dien be not more than 10 to 20 cc., tliis will 
usually require a second drainage site for e.xpedi- 
tious healing. Most empyema spaces will heal vvitli- 
in 8 to 12 weeks, even though the original space 
was several hundred cubic centimeters in v’olume. 
Once a true empyema is present, the earh'er tlie 
drainage the less pleural thickening w’ill occur and 
the easier it w’iU be for the lung to reexpand. Per¬ 
sistent large empyema spaces, trapped lung, or re¬ 
currences will require a more radical surgical treat¬ 
ment, which is beyond the scope of this paper. 

Summary 

Staphylococcic empyema is a serious and not un¬ 
common disease. Once a true empyema has de- 
v'eloped, repeated thoracenteses and antibiotic 
therapy are not only inadequate, but dangerous. 
Sin-gical drainage of the abscess is mandatory and 
the only satisfactory treatment. 

901 23rd St. N. W. (7) (Dr. Blades). 
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NOISE-IS IT A HEALTH PROBLEM? 


Aram Glorig Jr., M.D. 
and 

Anne Sunimcrficld, Ph.D., Los Angeles 


Moic than 30 centuries ago, according to the old 
toslamcnU Joslnia the son of Nun led the Israelites 
mc! the River Jordan and up to the city of Jericho. 
Here tliey made camp, and once each day for six 
days around thc walls of the city Joshua led seven 
piiesls blowing trumpets made of rams’ horns. On 
the sc\-cnth day they compassed the city seven 
times, and the sei’cntli time ivlien the priests blew 
on llieir trumpets Joshua said to the people “shout” 
and tile j^coplo .slioufed with such a great shout 
that the walls fell down flat. Thus antiquity pro- 
\-ides us with the first recorded e.vample of the non- 
auditory effects of noise. Three thousand years later 
noise is still blamed, rightfully or not, for a wide 
range of luiman ills, from the irroduction of hearing 
loss to changes in chromosomes to increased admis¬ 
sions to mental hospitals. Today misconceptions 
about the hazardous effects of noise are rife. It is 
the puiqrose of this paper to expose some of these 
misconceptions and to outline the factual infonna- 
tion that is available to help us realistically assess 
the effects of noise exposure. 

What Is Noise? 


An entire!)' satisfactory working definition of 
“noise” has been difficult to come bj'. One lexicog¬ 
rapher’s definition is “Noise is sound widiout agree¬ 
able musical qualitj',” This description has had 
\Hde popular acceptance but has proved to be 
quite inadequate, partly because of die difficulty of 
defining agreeable musical quality but mostly be¬ 
cause of the fact that this qualit}' may be highly 
undesirable at times. You may keep your taste for 
contemporary painting concealed from your neigh¬ 
bor, but >'Our taste in modern music cannot easily 
be confined by walls. What is music of agreeable 
musical quality to you in your own home may be 
just plain noise to your neighbor who is trying to 
sleep, in spite of the excellent performance of your 
amplifier and loud-speaker system. Definitions of 
noise based on the ph)'sical characteristics of sound 
have not been satisfactory because the definitive 
characteristic of noise is not physical but psycholog¬ 
ical, namely its undesirabilit)'. The cun'ently ac¬ 
cepted definition is “Noise is any unu'anted sound.” 


From tlie Research Center of tlie Subcommittee on Noise mid the 
American Academy of Ophthalmology and Otolmynplogy. 

Read in the P.ancl Discussion on “Noise: Is It a Healdi Probiem? 
before tbc Section on Laryngology, Otologj', and Rhmologi’ at the 
107tU Annual Meeting of the American Medical Association. Snn 
Francisco, June 25, 1958. 


The permanent hearing loss produced by 
extended exposure to certain occupational 
noises constitutes a serious health problem. 
The solution to this problem lies In active 
programs of hearing conservation. Hearing 
conservation is primarily a medical respon- 
sibtlify. The importance of the physician's 
recognition of his role in meeting the threat 
to health cannot be overemphasized. 

The physician must acquaint himself with 
the current knowledge of the relations of 
hearing loss to noise exposure. Misconcep¬ 
tions about the hazardous effects of noise 
are widespread. Auditory effects of noise 
exposure and nonauditory effects are fre¬ 
quently related without justification. For ex- 
ample, the fact that a noise produces annoy¬ 
ance does not, contrary to popular belief, 
mean that exposure to that noise will 
necessarily produce a hearing loss. The 
annoyance caused by noise is a highly 
individual phenomenon and, as such, is not 
easily measured or predicted. The fact tfiof 
a noise produces annoyance does not meon 
that if is bad for health. 

The total amount of hearing loss pro¬ 
duced by noise exposure depends on more 
variables than was thought originally. Be¬ 
fore the diagnosis of noise-induced hearing 
loss can be made the physician must have 
adequate information about (V the over-all 
sound pressure level of the noise, (2) the way 
the energy in the noise is distributed among 
the various frequencies present, (3) the typi¬ 
cal pattern of daily exposure to the noise, 
and Mi the years of expected work life in the 
noise. Answers given by the patient cannot 
be assumed to be reliable, and the physi¬ 
cian must make the necessary effort to ob¬ 
tain the pertinent information from reliable 
sources. 


What kind of measurements must we make to be 
able to tell how much noise is present in a ga® 
situation? Measurement of noise involves measure¬ 
ment of certain physical characteristics ot sousil 
S ound itself consists of propagated . 

barometric pressure, Tliese variations in atmo p 
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•pressure may be either periodic or random and are 
called “sound pressure.” Measurements of sound 
pressure may be used to indicate amount of noise, 
but it is important to remember that the amount is 
not the same as the energ\' in the noise. Just as 
temperature depends on but cannot be equated to 
the heat energ\' present in a body, so the energ\' in 
noise is related to but is not the same as sound 
pressure. It is generally assumed, sometimes incor¬ 
rectly, that energs" is roughly proportional to the 
square of the sound pressure. 

Most instruments for receiving sound, such as 
microphones or the ear, respond not to the energ)' 
in sound but to the sound pressure. For this reason 
noise measurement, scales are based on sound pres¬ 
sure. The smallest fluctuation of barometric pres¬ 
sure to which the young human ear null respond is 
about 0.0002 of a pressure unit called the microbar. 
One microbar of pressure is about 0.000001 of nor¬ 
mal atmospheric pressure. It follows that the hu¬ 
man ear can respond to pressure changes of the 
order of O.OOOOOOOIS of tlie pressure with which the 
atmosphere presses on the body. Further, the range 
of pressure fluctuations to which the normal ear 
responds is enormous, e.xtending from 0.0002 micro- 
bar to 1,000,000 microbars. Because of the as¬ 
tronomical range of figures involved, direct meas¬ 
urements of sound pressure do not provide a 
convenient scale for measurement of amount of 
noise. 

The decibel scale of sound pressure level was 
designed to compress this large range of values into 
a smaller one. The decibel denotes sound pressure 
measurements combined in a rather complicated 
way. To find the number of decibels corresponding 
to a given sound pressure one goes through a three- 
step calculation. First, the ratio of the measured 
sound pressure and a standard reference sound 
pressure is determined. This ratio will have a nu¬ 
merical value. Say, for e.xample, that it is 1,000; 
that is, the measured sound pressure is 1,000 times 
larger than the reference pressure. Second, find the 
logarithm of the numerical value of the ratio; in 
this case the logarithm is 3. Third, multiply the log¬ 
arithm by 20: 3X20=60. This number, 60, is the 
sound pressure level or SPL (in decibels) of die 
given sound relative to the reference pressure. The 
word ‘3ever is e.xtremely important. It indicates 
comparison between the given sound and a refer¬ 
ence sound. It connotes a relative measurement, 
not an absolute one. Sound level meters are de¬ 
signed to read an average sound pressure level in 
decibels re a standard pressure of 0.0002 microbar. 
It is important when expressing sound pressure 
level to identify die reference pressure. More than 
one such reference is in common use. Hearing lev¬ 
el, for example, is expressed in decibels re average 
normal hearing, not re 0.0002 microbar. Sound- 
pressure levels tj'pical of familiar noises are showm 
in figure 1. 


Knowledge of just die sound pressure level of the 
noise is not sufficient to allow' us to assess the ef¬ 
fects of that noise on man. We must also faiow 
something about the way die sound energ\- is dis¬ 
tributed over the different frequencies or tones in 
the noise. Noises commonly encountered in indus¬ 
try' and in our domestic life consist not of single 
tones but of combinations of perhaps thousands of 
different tones sounding at the same time. The ear 
responds differendy to different frequencies, and 
we must have a means of indicating which frequen¬ 
cies are present in a noise and with what intensity'. 
One method of getting this information is to divide 
the range of audible tones into a series of bands 
and to measure the sound pressure level in each 
band. The separate bands are chosen so that the 
frequency of the highest tone in the band is just 
ririce the frequency' of the lowest tone in that band. 



Fig. 1.—Typical decibel sound pressure levels of faniili.ir 
domestic and occupational noises. 


Tlie highest tone is then an octave aboi'e tlie low’- 
est, and the bands are known as octave bands. A 
rough picture of the distribution of energy' through¬ 
out a noise may' be seen from a display of the 
sound pressure levels in each of the octave bands. 
Figure 2 is such a display. Ordered from lower 
pitch to higher pitch, the bands include tlie follow¬ 
ing frequencies; first, 37.5 sibrations or cycles per 
second (cps) to 75 cps; second, 75 to 150; &ird, 150 
to 300; fourth, 300 to 600; then 600 to 1,200; 1,200 to 
2,400; 2,400 to 4,800; and 4,800 to 9,600. In the dis¬ 
cussion that follows we shall refer to (1) over-all 
sound pressure levels, which are average sound 
pressure levels of the total noise without regard to 
the frequencies present and (2) octave band sound 



noise-glorig 

pressure kvck, which give a rough indication of 
how the energy in the sound is distributed among 
the dilicrcnt frequencies. 

Effects of Noise Exposure 

Ihe hnown eh eels of noiac exposure are of two 
types: (1) nonauditory effects, which cause inter- 
Icrencc with communication by speech or which 
otherwise influence bcliavior and (2) auditory ef¬ 
fects, which consist of temporary hearing loss and 
permanent hearing loss, 

Nonauditorij Effccls.—'Wc will consider first the 
nonauditorj' effects of noise e.xposure. 

Speech Interference: Perhaps the best under¬ 
stood nonauditory effect is interference with com¬ 
munication by speech. Noises that are not intense 
enough to cause a liearing loss may interfere seri¬ 
ously with communication by speech. The average 
of the sound pressure le\'els in three octave bands, 
600 to 1,200 cps, 1,200 to 2,400 cps, and 2,400 to 
4,800 cps is a good indicator of the amount of inter¬ 
ference that noise will liave on siieech communica¬ 
tion. Tliis average sound pressure level is called 
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Fig. 2.-Display of ovor-all and octave band sound pre-s- 
stire ]e\'e!s of noi.se in multienginc bomber. 

the speech interference level. If one wishes to 
converse in normal tones with someone who is 
5 or 6 ft. away, the average sound pressure level 
in the three bands must not exceed 50 db. 
If one is willing to shout, the sound pressure level 
can be as big!) as 68 or 69 db. If one is willing 
to converse in a shout at a distance of no more 
than 6 in., the speech interference level can be 
as high as 90 db. Note this last number. Noises 
with this average sound jpressure level in die 
tiiree octave bands may be potentially dam¬ 
aging to hearing. In fact, a rough way of detecting 
hazardous noise exposure is to determine whether 
one mnst 'sliout at close range to communicate by 
speech. 

Annoyance: Perliaps the most talked about noiy 
auditory effect of noise e.xposure is annoyance. It is 
a common error to equate the annoyance produced 
to the potential menace to health tliat might result 
from exi)osure to die noise. Tliere is no necessary 
connection between annoyance and potential dam¬ 
age or between lack of annoyance and lack of n^- 
ard. Actually certain weli-deplored pastimes of the 
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human race attest to the fact that the 

ff '' ■™ raclication of its' 

beneficial effects on health. 

The annoyance caused by noise is largely a psv- 
c lological response. Noises made by neighbors .W 
by the,r dogs tend to be more annoying lha„ fc 
same noises made by members of our oun house- 

• ^ caused by aircraft noise is 

intensified by the fear that the aircraft may crash 
onto us. It is especially annoying to have to listen 
to speech that is just too hint to he understood, 

How can we measure annoyance? One way is to 
check complaints. If the noise brought forth a law 
suit, it was indeed annoying to someone. There are 
odier less drastic but perhaps less realistic methods 
for rating annoyance. We can conduct opinion 
polls and ask community members if such and 
such a noise is annoying, and we can reproduce 
noises in the laboratory and ask subjects to 
rate them according to annoyance. None of these 
methods is really satisfactory. In general, higher in¬ 
tensity, higher frequency (above 1,500 cps), and 
intermittency tend to increase annoyance, but tliere 
are large individual differences in reaction- Annoy¬ 
ance itself is not a health hazard, and the fact that 
a noise is annoying does not establish it as a 
damage risk, 

Efiiciency; A tliird nonauditory effect of noise 
exposure is possible loss of efficiency. Efficiency in 
performing mental and motor tasks under various 
conditions of noise e.\posure has been much studied 
because of its practical importance. A major weak¬ 
ness in the design of experiments, however, has 
tended to invalidate most of the studies conducted 
in industry. Tliis weakness is the failure to control 
changes in the non-nqise-related environment. Fre¬ 
quently when die noise environment changes, it is 
because there has been a move to a new building or 
a change in process accompanied by changes in 
work tasks, in temperature, or in lighting. Changes 
in efficiency are known to be caused by any one of 
these non-noise changes in environment. 

Other difficulties with industrial tests of efficiency 
are that the numbers of employees participating in 
die studies have been too small to average out the 
effects of individual differences or even to allow us 
to estimate statistically what effect these differences 
might have on the results. Further, a psychologica 
factor enters here. It has been found that the per 
formance made on first encounter with a test se^s 
to persist even through environmental changes, inis 
means that if an employee did poorly on a tes 
given' to him first in noise, he would tend to 
poorly on subsequent administrations or the > 
even in quiet-and vice versa. The . 

draum from the most reliable tests of 
industrial noise are that unfamiliar g 

arily reduces efficiency but that when an 
becomes accustomed to the noise his efficiency 
turns to a non-noise performance level. 
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Physiological Changes: Certain temporary physi¬ 
ological changes also occur in the human body as 
a direct result of noise exposure. The usual emer¬ 
gency' reactions of the body occur in response to 
sudden sharp sounds such as gunfire. There may 
be a sharp muscle contraction over tlie entire body'. 
Tlie breathing rate may' increase. Blood pressure 
rises. The heart rate increases. There is an increase 
in sweating. It is possible tliat a frequent recur¬ 
rence of these changes might impair health. For¬ 
tunately', the magnitude of these physiological 
responses wears off rapidly with repetition of the 
noise e.\-posure. 

Summary': Tire interference of noise wth speech 
communication under a variety' of conditions is well 
understood and can be predicted from measure¬ 
ments of the sound pressure level in certain octave 
bands of the noise. The annoyance caused by noise 
is a highly irrdmdual phenomenon and as such is 
not easily' predicted or measured. Tire fact that a 
noise produces annoyance does not mean tlrat it is 
bad for healtlr. Efficiency' in the performance of 
mental and motor tasks in industrial settings is only' 
temporarily affected by exposure to unfamihar or 
intermittent noises. Physiological changes resulting 
from noise exposure lessen rritlr repetition of the 
e.\posure. At typical industrial noise levels it appears 
that no unhealtlry physiological reaction results 
even from prolonged exposures. 

Auditonj Effects.—The auditory' effects of noise 
e.xposure are of two types, temporary and perma¬ 
nent. The existence of temporary hearing loss, often 
called temporary' auditory' threshold shift, or TTS, 
and of permanent hearing loss can be demonstrated 
easily. The auditory' effects of noise exposure con¬ 
stitute a serious healtlr problem. Twenty'-five per 
cent of preemployment audiograms show significant 
hearing losses. Factory workers show nearly tu'ice 
the hearing loss tlrat office workers show when ages 
are tire same. 

Temporary Hearing Loss: Temporary' noise- 
induced hearing loss is a loss that results from a 
specific exposure to noise and that disappears in 
some arbitrarily chosen length of time. Strictly 
speaking the term “temporary' hearing loss” might 
be interpreted to mean any hearing loss from which 
the ear recovers, no matter how long a recovery' is 
required. The term, however, has become some¬ 
what restricted by usage to mean eitlier a temporary' 
disability' as defined by law or a hearing loss that 
results from one day's exposure to noise and from 
which the ear has recovered usually by tire next 
morning. The latter definition describes the tem¬ 
porary' hearing loss found in many' industrial em¬ 
ployees at tlie end of a working day'. Studies of 
temporary auditory' threshold shift have made us 
aware of several important facts concerning both 
temporary loss and permanent loss. 


In brief, some of these important facts are as 
follows: 1. The temporary' elevations of auditory' 
threshold that result from .various noise exposures 
may range from no change to increases of 35 db. 
The shift is different for different persons under 
the same conditions of noise e.xposure. Also, tem¬ 
porary' shifts produced by' typical industrial noise 
e.xposure are larger at the higher frequencies in the 
audible spectrum. 2. hlost of the temporary' loss 
produced by' typical noise e.xposures occurs in the 
frequency' region between 4,000 and 6,000 cps. 3. 
Most of the temporary' loss produced by typical 
industrial noise e.xposures occurs during the first 
one or two hours of exposure. 4. The amount of 
temporary loss and its frequency location vary vith 
die amount and frequency' location of any' perma¬ 
nent loss present; that is, die more permanent the 
loss at any frequency, the less the temporary' shift 
at that frequency. 5. Temporary threshold shift is a 
fairly stable quantity'. For a given noise exposure 
the TTS is about the same for a person from day' 
to day'. 6. For any' given noise e.xposure, the TTS 
varies from person to person roughly' according to 
a normal statistical distribution. That is, few per¬ 
sons have very’ large or very’ small shifts. The loss 
in most persons clusters around an average midway' 
betxveen largest and smallest shift. 

It is our hope that further intensive studies of 
temporary' hearing loss w'ill furnish valuable in¬ 
formation about permanent hearing loss. On the 
basis of the preliminary’ studies we assume that (I) 
if die noise does not produce a temporary' loss it 
probably will not produce a permanent loss, (2) 
from the amount of temporary' loss produced by 
one workday’s ex-posure we mil be able to predict 
the amount of permanent hearing loss to be ex¬ 
pected after y’ears of e.xposure to that noise, and 
(3) the shape of the audiogram shou'ing the tem¬ 
porary hearing loss v'ill resemble the shape of the 
audiogram recording permanent hearing loss pro¬ 
duced after years of e.xposure. These assumptions 
have yet to be validated by' long-term studies of 
permanent hearing loss. 

From a practical standpoint the temporary’ thres¬ 
hold shift produced by daily e.xposure to noise is 
important in areas other dian research. For ex¬ 
ample, temporary threshold shift is included in the 
hearing losses recorded by industrial audiometry. 
An audiogram made immediately' at tlie end of a 
workday' of noise will include temporary' loss and 
will therefore not be a true indication of tire 
amount of permanent hearing loss present. Industry 
requires a true measure of permanent hearing loss, 
but it is quite impractical for all industrial audio- 
grams to be made after a quiet period sufficiently 
long to eliminate temporary' loss. We e.xpect that 
highly' controlled studies of temporary’ threshold 
shift w'ill result in a numerical method of correcting 
industrial audiograms for contaminating TTS. 
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Laboratory slndies of TTS have demonstrated 
Hiat continuous exposure and interrupted exposure 
produce dificrenl effects in die ear. If. for e.xample, 
a noise is on for half die exposure time, that is, if it 
ioJlows a pattern of one minute on one minute off 
tile ainount of temjiorary Joss is just half that which 
is produced when the same noise is on continuously. 
If a similar eficct obtains for permanent hearing 
loss and if emplo\’ces arc allowed relatively quiet 
periods at intervals throughout the day, then long¬ 
term changes in hearing will be less dian changes 
produced by continuous exposure. Tiie ear ap¬ 
parent!)' has some mechanism for recovery during 
c\-on short rest jicriods, whicli seems to make it less 
vulnerable to loss. 

Permanent Hearing Loss: Long-continued e.\- 
posure to intense noise can produce permanent 
hearing loss, but the process of production is not 
well understood. The end-result, namely, the pa- 
tholog)’ of pennanent noise-induced liearing loss, has 
been demonstrated in animal ears. Noise exposure 
produces an inner ear damage whicli may vary 
from minor changes in the hair cell endings to com¬ 
plete destruction of the organ of Corti. The mech¬ 
anism of the production of this pathology is not 
completely knoA\'n, hut it appears that overstimula¬ 
tion by noise for long periods of time produces a 
metabolic change in the cell which in turn causes 
degenerative damage to the cell structure. 

Tlie specific causal relations of hearing loss to 
noise exposure are \'ery complex, and many ques¬ 
tions must he answered before definite statements 
can be made about how much hearing loss will re- 
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time of exposure required to produce a i«rin, 
fe not tovm “ 

A third piece of information - is that the total 
amount of hearing loss produced by noise exposure 
depends on many more variables than xvas thought 
originally. Hearing loss varies with the twe of 
exposure and its degree of intermittency, die indi¬ 
vidual exposed, tlie total duration of the exposure 
and the degree of consistency of use of ear protec¬ 
tion. 

Noise Exposure and Permanent Hearing Loss: 
Throughout the discussion we have referred to the 
hearing loss produced by noise exposure, not by 
noise. The concept of exposure, of the need for 
time of development of hearing loss, is important 
to the physician. Brief exposures to most industrial 
noises will produce no illness or damage to the ear. 
VViienex'er the causal relations of hearing loss to 
noise, are considered, the physician should consider 
each of tlie following four factors bearing on noise 
exposure; (1) the ox'er-all noise level to which the 
man xvas exposed, (2) die frequency composition 
or spectrum of this noise, probably as expressed in 
octave band sound pressure levels, (3) the duration 
and time distribution of noise during a typical 
workday, and (4) the total duration of the noise 
exposure e.xpected during the work life. 

To elucidate the last two factors consider the fol- 
loxving example: The physician is often confronted 
by persons xvho xvork in high-level noise areas, per¬ 
haps as high as 130 or 140 db. Before drawing any 
conclusions about the effects of exposure to these 


suit from a given noise exposure. Investigations so 
far have produced three particularly important 
pieces of information about permanent hearing loss. 
First, serial audiograms of persons exposed to in¬ 
tense noise show a characteristic progression of 
hearing loss. Early losses appear at frequencies 
betxveen 3,000 and 6,000 cps. Usually losses appeal' 
first at 4,000 cps and tlien in time spread in bodi 
directions until hearing for most of the audible 
frequencies affected. The extent of die spread de¬ 
pends on die amount of noise exposure sustained. 
Impairment of hearing is usually not noticed until 
losses at the speech frequencies, 500, 1,000, and 
2,000 cps are 20 db. or more. Substantial losses may 
occur at frequencies from 3,000 cps to '6,000 cps 
without producing any subjective axvareness of 
changes in hearing. The production of noise-induced 
hearing loss is a slow and insidious process, and 
years of exposure may elapse before any significant 
noticeable loss of hearing occurs, 

A second important piece of information about 
permanent hearing loss is that we cannot directly 
equate the deleterious effects of noise exposure and 
the energy content of the noise. That is, double die 
energy content in the noise does not produce double 
the hearing loss. We assume that the larger the 
total energy content of the noise die smaller the 


noises, the physician must inquire carefully about 
the length of time spent in die noise. Brief ex¬ 
posures to these noise levels will not produce severe 
hearing loss nor in most cases even significant hear¬ 
ing loss. On die other hand the physician also en¬ 
counters persons xvho xx'ork in lower noise levels, 
perhaps 100 db., and again exposure time is impor¬ 
tant. The possible effects of extended exposure to 
diese loxver lex'els must not be minimized. In many 
instances persons xvho are exposed to the 100-db. 
noise have much longer total duration of e,xposure 
than do the men who work in excessively high noise 
levels. If the noise level is appxoxirnately 100 db. 
but die exposure has been long, existing hearing 
loss may be directly related to Ae noise exposure. 
Some industrial noises xvill produce significant 
hearing loss only if the exposure continues over 15 
or 20 years. Many operations that are associated 
with these industrial noises, however, are character¬ 
ized by rapid job turnover. The total durabon o 
axposure for any man’s ears may be not 
txvo or three years. Exposure to the 
trial noise for txvo or three years usually prod«^ 
only minor changes in hearing. If the 
not have diis information about exposure, he 
ask for it before making a diagnosis. 
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These statemeiUs :tie based on the result of our 
experience with continuous noises. We know verx' 
little about the auditory effects of impact noises 
sucli as blasts, rifle fire, or drop hammer sounds. 

Conserv’ation of Hearing 

liecatise prolonged e.sposure to many industrial 
noises can produce a permanent handicapping hear¬ 
ing loss, we must depend on consen^ation as a solu¬ 
tion to the health problem created by noise. Through 
well-organized and inoperh' monitored programs of 
hearing conservation, noise-induced hearing loss 
can be either prevented or greatly minimized. 

There are certain rules of thumb for assessing the 
possible need for a hearing conseiwation program. 
Whenever persons have (1) difficulty communicat¬ 
ing by speech when they are in the noise, (2) 
tinnitus after working in the noise for several hours, 
or (3) a temporary loss of hearing severe enough to 
muffle speech or other sounds, again after several 
hours of exposure, the noise exposure is severe 
enough to warrant serious consideration of a con¬ 
servation program. A liearing conserx'ation program 
consists of three parts, as described below. 

Analysis of Noise Exposiire.—Fust an analj'sis of 
the noise e.xposure must be made. Four separate 
items are considered in any such analysis, namely, 
the over-all lex’el of the noise to which employees 
are exposed; tlie frequency composition of the 
noise; the duration and distribution of exposure 
during a typical workda)’; and the total e.xposure 
expected during a work life. Knowledge of each of 
these items is important to the design of an effective 
program. Two noises may have the same over-all 
level, for example, and yet their frequency compo¬ 
sitions may differ so that one may produce a per¬ 
manent hearing loss and the other ma)' not. Tire 
daily duration and distribution of exposure may 
affect significantly the severity of the expected loss; 
intermittent exposure is less hazardous than con¬ 
tinuous exposure. 

Control of Noise Exposure.—The second part of a 
hearing conservation program is the control of 
noise e.xposure. Some noise exposures may be re¬ 
duced considerably by changes in tire physical en- 
x’ironment. The amount of noise produced by tire 
source may sometimes be reduced, for e.xample, by 
replacing metal gears with fiber gears or by lining 
conveyor chutes with resilient materials, or by 
changing the manufacturing process, such as by 
substituting wielding for riveting. In otlrer instances 
it may be possible to reduce noise levels by prevent¬ 
ing the transmission of noise through building struc¬ 
tures or even tlrrough the air. Mounting heaxy 
machinery on shock-absorbing mounts wll tend to 
prevent vibrations from being transmitted tlu-ough 
the floors and walls of the building. Enclosing noisy 
machines or building heaw barrier walls between 
machines and employees will tend to prevent air¬ 


borne sound from reaching tlie ears of men who 
work in the machine area but who do not need to 
be near the machine itself. 

Sometimes, when other environmental control 
procedures are not feasible, it is possible to revise 
operational procedures in such a way tliat continu¬ 
ous exposures are converted into intermittent ones. 
In the event that complete environmental control is 
too expensive to be practical, control of noise ex¬ 
posure may be achieved through the use of personal 
protective devices or through a combination of 
enxoronmental control and personal protection. 

Measurement of Henring.—Perhaps the most im¬ 
portant part of a hearing consen'ation program is 
the third item in the list of three, namely, measure¬ 
ment of hearing. A hearing conservation program 
should provide both for preplacement hearing tests 
and for routine periodic follow-up or re-check tests. 
Preplacement tests provide reference or base-fine 
audiograms from which subsequent changes in 
hearing may be determined. To provide an ade¬ 
quate base line tliese preplacement tests must be 
threshold tests. Air conduction threshold tests are 
sufficient. Thresholds are usually measured at six 
frequencies: 500, 1,000, 2,000, 3,000, 4,000, and 
6,000 cps. 

Threshold measurements at 3,000, 4,000, and 
6,000 cps, sometimes called the monitoring frequen¬ 
cies, give a good indication of the status of hearing 
in the most sensitive region of tlie ear. Measure¬ 
ments at 500, 1,000, and 2,000 cps give an indica¬ 
tion of the status of hearing in the all-important 
.speech region. In the absence of valid speedi tests 
to determine the handicap produced by hearing 
loss, the average of the hearing level at the tliree 
speech frequencies, 500,1,000, and 2,000 cps, is used 
to estimate the hearing loss for ever>'day speech. 
Handicap begins at levels above 15 db. and is total 
at about 80 or 82 db. 

Preplacement and follow-up tests together help 
to identify persons who may be highly susceptible 
to noise-induced hearing loss. A series of follow-up 
tests udll tell whether the conserx'ation program is 
effective. Because follow-up tests are made not to 
establish a base fine but rather to detect changes in 
hearing status, the limitations placed on them arc 
not as severe as tlie limitations placed on preplace¬ 
ment tests, and follow-up tests of hearing may be 
screening tests. In some situations they may be sin¬ 
gle frequency screening tests. A rather extensive 
survey of existing records of hearing loss in many 
different groups of persons showed conclusively 
that in more than 98% of tiie cases reviewed hear¬ 
ing losses at 4,000 cps were as large as or larger 
than losses at any lower frequency. This result held 
true for losses of 50 db. or less. The implication is 
that tlie threshold of hearing at 4,000 cps may be 
considered an upper limit for any threshold shift 
that may have occurred at lower frequencies. A 
gross check on changes of hearing can thus be made 
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nT of mo cps tlireshold 

Olhei details of die single frequency or limited 
l^^equcncy screening tests Avill be found in an JSde 
by one of us and House.' 

i)/cf/ica? nespomihmics.-Vmrnately the resnon- 
th ” ’^5 conscr\'ation of hearing rests largely with 
slatcmenf^T"’’ ''''' the following 

„ eonicrvation of an\' Imman function is primarilv a 
ledical responsibiliti'. Hc.nring consen-ation is iii exception 
mention, cliagnoMs and treatment of Jicaring loss; valida- 
tion and approval of audlomctric records; and the final 
. msmcnt of measurements of liearing arc medical responsi- 

...nlrv- conser\'alion program n'itliout medical 

supm iMon must be considered inadequate. 

Dimt mcdic.al supervision of a hearing conservation pro- 
gmm IS Inghly dcsir.able. Here a pliy.sicinn is responsible for 
the orgamr.afion and administration of the testing program 
as well as for checking and cvaliiafing audiometric records, 
the piiysician himself docs not perform all tlie operations 
nc-ecssao; to the conduct of the program; he delegates re- 
sponsilniity for mans’ of the technical activities to members 
of his staff, setting np standards or limits svithin which they 
can operate semi-aulonomously, ^\'hcne\'e^ medical records 
siiow that control of noise exposures ma\’ be inadequate, the 
physician in charge so reports. Tlie responsibility for making 
nccessars' noise measurements and for efTecting further en- 
sironmentnl noise exposure control then de\'olves on the 
industrial hygienist, members of die engineering or safety 
departments or otlicr persons assigned to the t.ask. Although 
the actual operations of moasuremeut and protection are 
perfonned by both medical and non-medical personnel, the • 
physician ultimately is responsible for the he.altli of the 
employee. 

Conclusions 

The nonaucliton' effects produced by typical in¬ 
dustrial noise e.vposures—speecli interference, an¬ 
noyance, changes in efBcienc)', and physiological 
changes—do not constitute a health hazard. I^^ietlier 
the nonauditory effects of the extremely high noise 
levels generated by jet engines and rocket engines 
will constitute such a hazard remains to be seen. 
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The auditory effects of noise exposure are -i«• 
OUS tlireat to health of a large seLeat of I 

tafr r«™£uient. handicapping he"' 

mg loss can be produced by extended exposnrelo 
many mdustrial noises. We do not yet know enoi,4 
abou the relations of hearing loss m noise ex“« 
to set a safe level of noise exposure. We can sav 
however, that whenever employees are exposed io 
continuous noise for at least .five or six hours a dav, 
five days a week 50 weeks a year, for several x-earsi 
then if the sound pressure levels in any of tJie three 
octave bands 300-600 cps, 600-1,200 cps, or 1,200- 
2,400 cps exceed 85 db., a program of hearing con¬ 
servation is called for. This hearing conservation 
level of 85 db. in any of the three specified octave 
bands does not apply to impact noises. There is not 
enough information about die effects of impact 
exposure to allov us to set such a hearing conser¬ 
vation level 

Hearing conservation is prirnarUy a medical re¬ 
sponsibility. In our rapidly expanding mechanized 
civilization noise threatens to become a major health 
problem. The members of our society look to the 
medical profession for protection from this threat. 
Hie importance of the physicians recognition of 
his role in meeting the threat cannot be over¬ 
emphasized, 

III N. Bonnie Brae St. (26) (Dr. Glorig). 
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A NTIBIOTICS FOR CHILDREN.-The indication is clear tliat hospital boards 
/\ may themselves decide to restrict tlie use of one or more potent antistaphy- 
lococcus agents in an effort to retain an "ace in tlie hole” if a difficult therapeu¬ 
tic problem sliould arise. Cliloramphenicol, novobiocin, and ristocetin might well be re¬ 
stricted voluntarily in order to reserve them for situations of absolute need. A rational 
approach for tlie selection of the proper antimicrobial agent in die treatment of chil¬ 
dren suffering from bacterial disease requires some basic information and a considei- 
able degree of sales resistance to undue or premature advertising claims. It is sug- 
gc.sted that the pediatrician formulate a tentative specific etiologio diagnosis when 
faced with an illness-usually on the basis of clinical impression-but occasionally by 
employing tlie help of bacteriologic study prior to tlie adminisUation of the anti¬ 
biotic drug and to give such a drug only when indicated. A good rule in therapy 
appears to be to give a large enough amount of the drag to which tlie etiologic 
microorg.inism is susceptible, by tlie proper route and as earlj' as possible in in¬ 
fection, and to continue such ti-eatment for an adequate time to ensure eradicadon 
of such infection.~C, H. Kempe, M. D., Pediatilc Use of Antibacterial Agents, The 
Journal of Pediatrics, July, 1958, 
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PROLONGED INTERMITTENT STEROID THERAPY FOR NEPHROSIS IN 

CHILDREN AND ADULTS 

Kurt Lange, M.D., Edward Wasserman, M.D. 
and 

Lawence B. Slobody, M.D., New York 


It is generally accepted ' that ACTH and corti¬ 
sone and its derivatives produce remissions of 
nephrosis in a high percentage of patients. Inves¬ 
tigators employing diflrerent dosage schedules have 
observ'ed remissions of varj'ing durations. The pur¬ 
pose of tliis report is to present the response of a 
group of patients witli nephrosis treated udth one 
specific regimen of intermittent steroid tlierapy 
over a prolonged period of time, as originally sug¬ 
gested by one of us.“ 

Selection of Cases 

Tire patients presented in this study had clinical 
and laborator)' findings consisting of massive ede¬ 
ma, marked proteinuria {3-}- to 4-f-), hj^opro- 
teinemia, hj'perlipemia, and, in most instances, a 
lowering of the serum complement activity'. The 
series includes all of tlie cases encountered, with¬ 
out exception, of both the so-called pure or Hpoid 
nephrosis and the nephrotic stage of glomerulone¬ 
phritis (the latter is characterized by elevated 
blood pressure, increased retention of urea, and a 
persistent increase of red blood cells in the urine 
in addition to the nephrotic features). Otlier dis¬ 
eases which may also be characterized by edema, 
hypoproteinemia, proteinuria, and hyperlipemia, 
such as intercapillary glomerulosclerosis (Wilson- 
Kimmelstiel syndrome), renal amyloidosis, and 
renal vein thrombosis, were excluded. 

Our last report ^ comprised a study of 24 patients. 
At present, 46 patients (35 children and 11 adults) 
have been observed for a period of 21 to 84 months, 
with an average of 40.8 months (fig. 1). The dura¬ 
tion of their disease, however, was longer (21 to 
159 montlrs) because a number of patients came 
under obseiv'ation long after the onset of initial 
symptoms. All patients have been treated with the 
same therapeutic regimen. 

Therapeutic Regimen 

Aqueous ACTH, to induce diuresis, was given for 
at least 12 but preferably for 21 days unless marked 
side-elfects necessitated earlier cessation of therapy. 
The following dosage schedule was used: (1) 25 
units, intramuscularly, ever}' six hours, for children 
weighing less tlian 40 lb. (18 kg.); (2) 40 units, 
intramuscularly, ever}' six hours, for children weigh¬ 
ing from 40 to 75 lb. (18 to 34 kg.); and (3) 50 
units, intramuscularly, every six hoius, for patients 
w’eighing more than 75 lb. 

From Oie departments of medidne and pediatrics, Ness* York Medical 
CoUcgc-Metropoliton Medical Center. 


Aqueous ACTH, io induce diuresis, was 
given for of least 12 but preferably for 21 
days, unless marked side-effects necessitated 
earlier cessation of therapy, to patients with 
nephrosis and clinical and laboratory find¬ 
ings consisting of massive edema, marked 
proteinuria f3-|- to 4-{-i, hypoproteinemia, 
hyperlipemia, and, in most instances, a low¬ 
ering of the serum complement octivity. Pro¬ 
longed intermittent therapy with cortisone, 
given orally, was begun five days after the 
onset of diuresis but only when diuresis led to 
complete freedom from edema. After one 
year, therapy was gradually terminated by 
prolonging the intervals between mainte¬ 
nance courses rather than by decreasing the 
daily dosage. Prolonged intermittent steroid 
therapy not only resulted in an improved 
prognosis but also permitted the patients to 
live a more gainful and happy life. The 
growth and development of these children 
has remained within normal limits during and 
after prolonged intermittent maintenance 
therapy. Continuous steroid therapy, in con¬ 
trast, has resulted in marked developmental 
disturbances. 


If the first course of therapy with ACTH did not 
induce diuresis, a second course %vith the next 
larger daily dosage for a longer period was admin¬ 
istered after an inten'al of several days. Patients in 
whom diuresis was not induced by repeated courses 
of ACTH, cortisone, or prednisone (the two latter 
drugs were used only occasionally to study their 
effectiveness) were treated in the follow’ing man¬ 
ner: 30 units of ACTH in 800 ml. of 5% glucose in 
water was given intravenously during a period of 
appro.ximately eight hours each day for 10 to 14 
successive days. 

Therapy with cortisone, given orally, w’as begun 
five days after the onset of diuresis, but only wben 
diuresis led to complete freedom from edema. The 
dosage was 300 mg. (for children weighing less 
than 40 lb.) to 400 mg. (for children w'eighing more 
tlian 40 lb.), given for three successive days of each 
w'eek. All patients were treated for one year regard¬ 
less of prior return to normal of clinical and labora¬ 
tor}' criteria, since these were found not to be 
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reliable for prognosticating the appearance of re¬ 
currences, After one year, therapy was gradually 
terminated by prolonging the intervals between 
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Steroid therapy. (Early in our studies, however, 
many patients did not receive antibiotics dumg 
maintenance therapy.) 

Potassium acetate (30% solution), 0.4 Gm. pet 
kilogram of body' weight per day, was given to 
diose patients who showed marked sodium reten¬ 
tion and weight gain due to steroid administration. 
The diet was low in salt (less tlian 1 Gm. per day) 
but otherwise unrestricted. Fluid intake w'as not 
restricted. 

Results 


6 12 18 ZA 


30 36 42 48 54 60 66 72 78 84 
MONTHS 

Fiir 1.—Duraliim of observation of -16 patients with 
nephrosis (45 liviiijr, 1 dead) n-lio were treated with pro- 
lonjjed intennittent steroid flierapy. 


maintenance courses rather than b\' decreasing tire 
daih' dosage. Most recently we have had good re- 
stdts with large doses (36-48 mg.) of triamcino¬ 
lone (Aristocort) for induction and maintenance 


A study of the deatli rate in the group treated 
with prolonged intermittent steroid therapy as com¬ 
pared u'itlr that in the control group was used as a 
method of evaluating this suggested regimen. 

The control group was composed of patients 
observed between 1946 and 1951 (a period of 
months) who were given eidier no steroid therapy 
or steroid therapy only' when edema was noted 
Because tire treated group had the adrmntage oi 
antibiotic therapy, only patients observed subse¬ 
quent to 1946, when antibiotics became generally 
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nephrosis. In tlie control group were included, with 
his permission, a number of patients of Dr. C. 
Riley,‘ to enlarge the total of the control cases. 

Table 1 demonstrates, by means of the life table 
statistical method," the death irate of the control 
group for each six-month inter\’al that the disease 
was present during tlie 65-month period (1946- 
1931). For example, 1.9% of the patients observed 
died during the first six montlis of their ilbess, and 
6.4% died during the second six-montli period. The 
highest incidence of death (12.6%) occurred be- 
hveen hvo and one-half to three years after the 
onset of symptoms. The death rate of the control 
group, for each six-montli period, applied to the 
number of patients obserr^ed in the treated group, 
with disease for the same duration, shows the ex¬ 
pected number of deaths during a 65-month period 
to be 12.8. Actually, only one patient in the treated 
group died, (One other patient, who died before 
diuresis could be induced, had had several attempts 
to induce diuresis with small doses of steroids for 
12 months in other institutions and died from an 
intervening infection.) Tlie probability tliat this di¬ 
minished deatli rate in die treated group ivas due 
only to chance is less than one in a diousand (chi 


was anticipated from appljing the death rate of the 
control group to the number of patients in the 
treated group. It is less in spite of the assumption 
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Fig. 2.—Deaths in 46 patients given prolonged intermittent 
steroid therapy compared to deaths e.xpected on basis of 
mortalify of control group (circles with question marks 
indicate data not based on actual asperience). 


diat no additional deaths would occur in die con¬ 
trol group during a period of obsen'ation e.xtended 
to equal diat of die treated group. 


Table ^.-Therapeutic Results in Patients with Nephrosis-Data from Group with No Steroid Therapij^Compared to That from 

Group on Steroid Therapy When Edema Was Noted 
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square=15.09). Furdiermore, observation of die 
treated group has been extended beyond die 65- 
month period (for some patients as long as 149 
months), and no additional deaths have occurred. 
Table 1 and figure 2 demonstrate diat die actual 
number of deaths in the treated group was less dian 


Tie control group of 185 cases may not be statis- 
ticaUy sufficient to represent a imiversal picture of 
die course of diis disease. Tie limitation in time, 
however, behveen the years 1946 and 1931, makes 
it difficult if not impossible to collect a much larger 
control group. In addition, the well-knowTi high 
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mortality rate, often quoted as 35 to 50%, compared 
to the one deaUi occurring in 46 treated patients 
makes sucli statistical evaluation almost unneces- 


As described above, the conti-ol series comprised 

wo groups of patients: (1) those who received no 
hormone therapy and (2) those who received hor¬ 
mones only wlien edema was observed. It is inter¬ 
esting to note (table 2) that the latter group had 
a statistically significant increase in mortality over 
the untreated grou]). We are inclined to believe 
that the reason for thi.s lias in the fact that patients 
with severer cases were treated with steroids, while 
those who seemed initially to have a better prog¬ 
nosis were not so treated. 

All patients in the treated group ultimately 
showed diui'esis, although a number required sev¬ 
eral courses of ACTM therapy, as described above. 
At present, all are fiee from edema. In four in¬ 
stances, wljcn all other altcjnpls to induce diuresis 
failed, intravenous iherap)’ with ACTH resulted in 
complete diure.sis. 

Tliere was rcsloralion of noj jnal blood chemistry 
values (protein, blood urea nitrogen, and choles¬ 
terol levels) in all but two patients; one was the only 
patient in the group who died, and the other is an 
adult with pveuremia and a proteinuria value of 
3-f. Twenty-five patients have no residual pro¬ 
teinuria, and 19 patients have a trace to 1-f of pro¬ 
tein in the urine at the time of writing. Persistent 
proteinuria seems to occur much more frequently in 
those patients uhosc treatment began more dian 
.si.\- montl)s after the onset of ss-mptoms. Of patients 
who were started on maintenance therapy after dis¬ 
ease e.xisled for less than six months, 20 showed no 
proteinuria and 5 a trace to 1-f protein in urine. Of 
those treated when disease had e.\'isted for more 
than six months, 5 showed no proteinuria, 14 a 
trace to 1-f, and one 3-f (uremia also present). One 
patient in this latter group died. 

A second factor that appears to influence residual 
proteinuria is the presence of distinct nephritic 
features (persistent hematuria, granular casts, and 
elevation of blood pressure) at the start of therapy. 
There were nine such patients included in this 
study. The patient who died and the patient with 
preuremia both had those nephritic features. The 
remaining seven patients fall into the group with 
a residual proteinuria value of 1-f. 

Treated patients were hospitalized only until the 
completion of diuresis and for the first maintenance 
course. Thereafter, the)’ were treated as out¬ 
patients. Untreated patients who did not die during 
the first year were hospitalized for an average 
period of 57 days during each year of observation. 

Edema recurred within two to three days after 
such diseases as upper respiratory infections and 
exanthem. This occurred in the early phases of our 
studies when we employed maintenance tljerapy 
for shorter periods of time, ^^filen the patient was 
treated promptly with a full course of steroid 
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uays;, sucii recurrences 
more readily than the iniHal epirode. In Sk 
stances after a second injection rf gamma gta 
m one case hvo days after an tajecSoi, S 
pohomyehtis vaccine/ and In one case three £ 
after a DPT booster injection, recurrence of cdeiii 
was observed. TOiether immunization prooS* 
with resultant antibody reaction may be hazardous 
m persons in remission from nephrosis should k 
studied further. 


The growth and development of ^these children 
has remained wnthin normal limits during and after 
prolonged intermittent maintenance therapy.® Cos- 
tinuous steroid therapy, in contrast, has resulted in 
marked developmental disturbances." Prolonged 
intennittent steroid therapy not only resulted in an 
improved prognosis but also permitted the patients 
to live a more gainful and happy life. 

No serious adverse side-effects have been note: 
after prolonged intermittent steroid tlierapy. Soini 
patients developed moderate elevation of bloor 
pressure (20-30 mm. Hg), both systolic and dias 
tolic, during Uierap)’; tins returned promptly t( 
norma] values after cessation of maintenance dier 
apy. There was frequently a marked increase ii 
appetite. 

A number of our ti'eated patients would prob 
ably have experienced spontaneous remissions. Oui 
results, however, and those of other investigators 
using this regimen,® suggest tliat, for die present, il 
be followed in all patients with nephrosis. Otiiei 
regimens,® particularly those with smaller hormone 
dosages, did not lead to equally favorable results. 
Smaller dosages must, tlierefore, be considered 
inadequate- from the standpoint of dierapeutic 
effectiveness in the treatment of nephrosis. 


Summary 


The results of a seven-year study on 46 patients 
(35 children and 11 adults) with nephrosis who 
were on a specific regimen of intermittent steroid 
therapy for a prolonged period showed that the 
mortality of the treated group was reduced from 
an expected 12.8 deatiis to 1. Furthermore, the 
patients in the treated group have been able to 
carry on tlie normal activities of daily living. 

Growth and development were not impaired dar¬ 
ing or after prolonged intennittent steroid tlierap}'- 
At present, this regimen, widi use of high doses, is 
recommended for all patients with nephrosis. 


E. lOSth St. (29) (Dr. Lange). 

)rs.,Rutli Strang, Feli.x Schwartz, Fritz 

mie Noble provided clinical assistance in tins st«o>. 

'hi.s study was aided by grants from 
ilth Service, the Nephrosis Foundation of 
V Jersey, and tlie Committee on Research, Coum 
igs, American Medical Association. 
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ACUTE CLEVICAL EFFECTS OF PENETRATBVG NUCLEAR RADIATION 

Herbert B. Gerstner, M.D., San Antonio, Texas 


In crossing the threshold to the age of nuclear 
power and space conquest, mankind again e.xperi- 
ences the eternal tragedy of ambivalence of its 
finest technical achievements; they may be applied 
eitlier in peace, to accelerate general progress and 
prosperih', or in war, to enhance general destruc¬ 
tion and misery. Althougli it is impossible to fore¬ 
see the entire complexitx’ of medical problems 
created by a nuclear holocaust, some basic condi¬ 
tions can be anticipated and must be understood 
by military' as well as cixilian physicians. 

Historical Development 

In both Hiroshima and Nagasaki, tlie atomic 
bombs were exploded about 2,000 ft. above the 
center of the cit)\ At the point of detonation a tem¬ 
perature of several million degrees developed and 
instantaneously vaporized fission products, unsplit 
fissionable material, and other parts of the weapons. 
These highly luminous and radioactive gases, form¬ 
ing the “fireball,” quickly ascended into the tropo¬ 
sphere where they were cooled, condensed, and 
dispersed. The cits’ area underneath the explosion, 
therefore, was essentially affected by only three 
factors—shock wave, beat originating from fhe svm- 
like fireball, and tlie initial gamma and neutron 
radiation. Destruction by blast and fire predomi¬ 
nated to such a degree tliat tsTjes and distribution 
of casualties corresponded closely to diose seen 

Froro the Department of Radiohiotogj’, School of AWatfon Medicine, 
Randolph Air Force Base. 

Read before the Section on Military* Medicine at the 107th Annual 
McelinB of the American Medical Association, San Francisco, June 
25,193S. 


The experience af Hiroshima and Naga¬ 
saki can be correlated with clinical informa¬ 
tion from other sources (reactor accidents, 
exposures to radioactive fall-out, and ex¬ 
perience with patients undergoing radio¬ 
therapy) to predict some of the hospitaliza¬ 
tion needs of a population in the event of a 
nuclear holocaust. Victims can be classified 
as to the form of acute radiation syndrome 
they manifest, whether cerebral, gastroin¬ 
testinal, or hematopoietic. Deterioration is 
fastest, the prognosis worst, and hospitaliza¬ 
tion least helpful in patients with the cerebral 
form. The hematopoietic form, by contrast, 
has a latent period of about three weeks 
between recovery from the prodromal sick¬ 
ness and onset of the leukopenia and hem¬ 
orrhage; the prognosis is best and hospitali¬ 
zation most likely to be effective. The 
gastrointestinal form is in/ermediofc os to 
duration of latent interval, likelihood of 
recovery, and effectiveness of hospitof core. 
The hematopoietic form of acute radiation 
sickness is likely to pose the major problem. 
The height of hospital occupation then should 
be reached during the fifth and sixth weeks 
after exposure, and medical authorities will 
probably have sufficient time to plan the 
necessary countermeasures. 






NUCLEAR RADIATION-GERSTNER 
'vith conventional 

pliclitinglaS.'™® "'® " 

If altitude air Ijursl’-as executed in die case of 
c Japanese cities~cou)d be conceived of as die 
piotoD'pc hr future warfare, some complacency 
nigh be justified. It h one problem to shoot a 
ha iistic niKssi/c over a distance of manv thousand 
nn o.s, hut it is unotlier problem to hit the target 
within several thousand feet. Grounds for anvsuch 
comjMaccncy, hou'c\-er, \vcre completely destroyed 
by the e.xplosion of the thermonuclear bomb at 
Ibkini in March, 1954. This “surface burst” drew 
general attention to a fourth injurious factor—re¬ 
sidual nuclear radiation emitted by fall-out material 
—and dramatically demonstrated by accidental ex¬ 
posure of .several hundred persons diat fall-out 
niiglit bcconic the bonil) c/Tccl of grejitest medical 
concern.' In this surface burst die fireball touched 
ground and immediately ^'apori 2 ed tliousands of 
ton.s of soil that were transformed into liighly radio- 
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;^nica! pictares unfamiliar to most praailio,* 
We follorvmg question would then be o w?, 
mount importance: 

accumulated air dose to 
predtet ^pe degree, time cou„e. and inclde^S 

Iw to‘‘e® PopuIaHon and fci 

by to estmate the medical requirements 

nel, hospital beds, and supplies? 


■person- 



Fig. 1.—Time dependency of dose rate and accvnnwlated 
air dose at 120 miles downwind from a liypothetical nuclear 
surface burst. Wind velocity i.s approximately 30 mph. 

active material by tlie intense neution flux. As the 
fireball rose, it caused higli winds at the earths 
surface and thereby sucked up additional dust and 
debris. Tin's huge cloud of activated or contami¬ 
nated material was carried away by the winds at 
high altitude, and its radioactive particles de¬ 
scended as “fall-out” on the underlying region, 
where they continuously emitted penetrating ioniz¬ 
ing radiation. 

As shown in figure 1, tire accumulated dose con¬ 
tinued to rise with progressing time, although the 
dose rate, after passage of the cloud, declined be¬ 
cause of tlie decay of radioactivity. Obviously, in 
the cities and on tlie air bases engulfed in such a 
fall-out pattern, military and civilian physicians 
would face disaster problems and casualties of a 
type quite different from those in Hiroshima and 
Nagasaki. Owing to the absence of blast and heat, 
penetrating ionizing radiation would be die out¬ 
standing casualty-causing agent and would produce 


Source of Information 

An attempt to answer this question can be base^ 
on four sources of information: atomic bomb cas¬ 
ualties, nuclear accidents, radiotherapy, and animal 
experiments, In approximately 10% of the Japanese 
bomb casualties, initial ionizing radiation was the 
dominating injurious factor; however, clinical and 
pathological data cannot safely be related to a cor¬ 
responding dose, since tlie intensity pattern of neu¬ 
tron and gamma radiation is largely unknoum for 
the two Japanese cities.® About 300 persons have 
been accidentally e.xposed to appreciable amounts 
of nuclear radiation from falj-out or fissionable 
material; again, the medical findings can only be 
loosely referred to a specific dose because of tbe 
difficulty of estimating radiation intensity after tbe 
actual event has passed. Radiotlierapy has accumu¬ 
lated a wealth of experience about radiation effects 
on man. Altliough only limited portions of die body 
are exposed as a rule, relatively high doses of 
whole-body irradiation have been administered oc¬ 
casionally.'' Tliese observations are particularly im¬ 
portant because tliey represent the only human 
data with accurately known quality and quantit)' 
of radiation. Since radiation effects are of a surpris¬ 
ingly uniform nature throughout die entire mam¬ 
malian kingdom, large-scale animal e.xperiments are 
of considerable assistance in understanding die fre¬ 
quently sporadic findings on human beings. In 
transferring animal observations to man, however, 
great caution must be exercised, owing to tbe fad 
that certain features, especially the speed with 
which die clinical picture unfolds, are highly char¬ 
acteristic for a given species. 

Obidously, each of the four information sources 
is compromised; the dose may be ill-defined, the 
subj'ect may be a seriously sick patient, or extrapo¬ 
lation from animal to man may be required. 
Thus, the answer to the previous question must 
necessarily be provisional rather than final. Most 
of the doses quoted should not be considered as 
firm values but as the best possible estimates wth 
present-day knowledge. Oversimplified and dog¬ 
matic presentation of die complex material denres 
its justification from the physicians need orJ 
guideline in emergency situations. A more detaue 
report has been given elsewhere.® 

General Survey and Terminology 

Altiiough widely differing in 

(neutrons, higli-speed beta particles, an g‘ 

roentgen photons) and origin (atomic ' , 
clear Lctor, cosmos, and therapeutic .x-ray sources); 
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penetrating ionizing radiations are amazingly uni¬ 
form and comparable in biological effect. Quite in 
contrast to mechanical and thermal lesions, for 
instance, overt clinical signs and sjmptoms do not 
follow the radiation insult immediately but are 
delayed for a characteristic span of time. This 
‘latent period” is explained in part by the fact that 
ionizing radiation temporarily inhibits mitosis in 
certain sensitive cell systems wth higli proliferative 
activity. After irradiation, the organism continues 
its normal function until the store of mature critical 
cells is e.\hausted (e. g., leukocytes), and only then 
the disturbance becomes overt because of the lack 
or deficiency of new cell supply. As a rule, since 
mitotic damage is only transitory, normal function 
will be resumed if the organism is able to survive 
the critical period of maximal cell depression. This 
point is well illustrated by the fact that radiation- 
induced sterility, epilation, and leukopenia are gen¬ 
erally transitory' in nature. 

The previous concept leads to the following im¬ 
portant statements: Severity of radiation injuiy' is 
decided by dose and individual susceptibility; con¬ 
trariwise, time course and speed widi which the 
clinical sequelae rmfold are essentially determined 
by the affected cell system. In short, ionizing radi¬ 
ation triggers in the critical tissue a process that 
tlien proceeds according to inherent properties of 
that biological system. Consequently, for a given 
dose range, the clinical picture \vill be character¬ 
ized by that essential organ which has the shortest 
latent period. 

Although the different organs show a mde diver¬ 
sity with respect to radiosensitivity and latent 
period, for the present problem only three appear 
to be important: central nerv'ous system, small in¬ 
testine, and bone marrow, together with the lym¬ 
phoid tissue (table 1). To trigger acute clinical 
sequelae in the central nervous system, a dose of 
several thousand roentgens is required; however, 
overt disease wll then develop ^vithin hours. For 
the small intestine, the tlireshold dose lies around 
500 r, while the latent period is approximately five 
days. Finally, for the hematopoietic tissue, the cor¬ 
responding values are about 100 r and three weeks 
respectively. 

Because of diese differences, the followng re¬ 
sponses will occur: At ver)' high doses (supra- 
threshold for all three critical organs), central nerv'¬ 
ous system damage will reveal itself within a few 
hours after exposure and will lead to a characteris¬ 
tic clinical picture—die cerebral form of the acute 
radiation sjmdrome—which proceeds while injury' to 
the other two organs is still latent. At middle doses 
(suprathreshold for small intestine and bone mar- 
™"’)> gastrointestinal injury' will start, several days 
after exposure, a sequence of overt clinical signs 
and symptoms—the gastrointestinal form of the 
acute radiation s>’ndrome—which frequently xvill 
run its complete course before the still latent bone 
marrow damage enters die scene. Finally, at lower 


doses (suprathreshold for bone marrow and K^m- 
phoid tissue alone), the hematopoietic form of the 
acute radiation sj'ndrome v'ill begin to develop 
about three weeks after exposime. 

In addition to the clinical response of the three 
critical organs, penetrating ionizing radiation also 
evokes a transitory systemic reaction of an unspe¬ 
cific character which precedes the actual specific 
disease. This complex of signs and sx'mptoms should 
be termed “initial reaction” or “prodromal phase” 
of the acute radiation syndrome. 

Prodromal Phase of Acute Radiation Syndrome 

In sharp contrast to the uniformity' of die specific 
organ reactions, the systemic response during die 
prodromal phase varies strongly in different species. 
In the rabbit and chicken, it is characterized by 
severe hypotension that leads, not infrequendy, to 
circulator}' collapse and even death. In the mouse 

Table 1.—Effects of Peneiratmg Ionizing Radiation on 
Man—Schematic Surcetj 


Acute Radiation Syndrome, Form 



r ... ■——— 

Cerebral 

Gastrointestinal 

Hematopoietic 

Determining 
organ . .. 

Central nerrou^ 
system 

Small intestine 

Bone marrow 

Thre^boW dose, r 

2.000 

500 

ICO 

Latent penod . 

14.3 hr 

3 5 days 

Srrk. 

Characten'tic 

lethargy. 

Diarrhea, fever. 

Leukopenia, 

Sign® and 

conrulsioije, 

di«turbaacc of 

purpura, 

symptoms . .. 

atozm 

electrolyte 

infection 

Cndctlying 

Inflammatory 

Denudation of 

Atrophy of 

pathology .... 

reactions in 
centralnenoua 
system, brain 
edema 

gastro* 

intestinal 

rnueo'a 

bonemarrow 

Tune of death 
(if occurnnsr). 

Within 2 days 

Withm 2 wk. 

Within 2 mo. 

Cau«e of death * 

Respiratory 

arrest 

Circulatory 

coUapee 

Hemorrhage, 

generalized 

infection 

Prognosis . ... 

Hopeless 

Poor 

Good 

Source of 

Animal 

Animal experi- 

Bomb casual* 

mfoimatJOD .. 

experiments 

ments, bomb 
casualties, nu¬ 
clear accidents 

ties, nuclear 

accidents, 

radiotherapy 


and rat, it appears as a brief period of lisdessness 
and apathy. In die dog, monkey, and man, it forms 
a complex closely resembling seasickness or airsick¬ 
ness. As with these diseases, it is easily influenced 
by indix'idual disposition and psychological factors. 
In ty'pical cases the sequence is as follows: Within 
two hours after exposure, loss of appetite, listless¬ 
ness, and apathy develop rather abruptly and die 
patient complains about an “upset stomach.” Soon, 
nausea and frank vomiting appear and increase in 
intensity' until they reach their maximal height 
around eight hours after irradiation. At this time, 
profuse vomiting not infrequendy leads to ex-treme 
weakness and even prostration. Thereafter, the dis¬ 
tress recedes as fast as it developed. On the second 
day, nausea and occasional vomiting still persist 
but the general condition is markedly improved; on 
the third day, all discomfort has completely sub¬ 
sided. It should be emphasized diat the degree of 
illness depends ver\’ much on individual disposi¬ 
tion; die same dose that causes incapacitating pros¬ 
tration in one patient may be followed by only 
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liglit episodes of nausea in another/ For this reason £ f 

.vevmly of the prodmmaj phase is not necS?v ft “■ 

indicative of die seriousness of the ensiiinc soecifin * pomta 

organ reaction. ensuing specifac ance. Convulsi 

NIiW forms of Ac prodromal phase can be han- of d 

died by psychological reassurance, with emphasis efpos7w ^ ^ 
on the phemeral character of the distress. More ' Ude bndv 

.venous forms may require sedatives, such as d.lor- hr 
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merKC in clinical pidnre of ccrobr.il fomT of acute radiation 
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promazine Iiydrochloride, and occasionally tlie need 
may arise for parenteral fluid supply to replace the 
loss caused by profuse vomiting. 

Cerebral Form of Acute Radiation Syndrome 

In Hiroshima and Nagasaki the few persons who 
received doses of several thousand roentgens with¬ 
out suffering from letlial mechanical and tbennal 
injuries were lost during tlie confusion of the first 


J-A.NI.A., bept. 27,1955 

phase of a few hours' duration is then followed k, 
atataa, pointing to a vestibulocerebeliar di.h i! 
ance. Convulsions and ataria, moS* 
sequences of pylenosis developing in 
cell layer of tlie cerebellum withfa trvo honS 

Wiole-body exposure to doses causing the cere- 
bral form always leads to death. Since heavyseda- 

experiments, its 

therapeutic tnaj seems to be indicated. 

Gastrointestinal Form of Acute Radiation Syndrome 

. Japanese bomb casualties, die gastro¬ 

intestinal form had tenninated its course in the 
majority of cases before the time when orderly 
hospital facilities had been restored and clinical 
records could be kept. And, among persons in- 
T'olved in nuclear accidents, only a few were unfor¬ 
tunate enough to receive a dose capable of causing 
tliis form. From the scanty human observations, 
supplemented by findings made in animal experi¬ 
ments,' the typical clinical picture emerges as 
follows (fig, 3). 

On the third day after e.vposure, when manifes¬ 
tations of die prodromal phase have subsided, die 
patients physical and mental condition appears 
encouraging in outlook. That this favorable state is 
deceptive and that die latent period is brief are 
revealed by tlie sudden onset of die specific dis¬ 
ease, starting around the fifth day. Rather abruptly, 
malaise, anorexia, nausea, retching, and vomiting 
recur and compromise normal food and fiuid up¬ 
take. Simultaneously, high fever and persistent 
diarrhea (rapidly progressing from loose to watei)' 
to bloody stools) appear. Tlie ahdonien is dis¬ 
tended, and peristaltic movements cannot be de- 


three days after attack, and only A'ague reports are 
available about the cerebral form of die disease in 
man. Therefore, the clinical jiioture must be extrap¬ 
olated from animal experiments. This can be done 
uith a high degree of confidence, since there exists 
close agreement between species.® 

The clinical picture can be conceived as the com¬ 
position of diree separate processes (fig. 2). In die 
manner described before, the prodromal phase 
starts to develop; but soon a second component is 
added, tlie characteristic manifestations of which 
swifth' progress from lisllessness, drowsiness, and 
languor to .severe apathy, prostration, and lethargy. 
With high probability the morphologic changes re¬ 
sponsible for this development are nonbacterial 
infiammatory infiltrations that appear in small foci 
widespread throughout the entire central nervous 
.sy.stem within one to twm hours after exposure. This 
radiation-induced vasculitis, meningitis, or encepha¬ 
litis is associated with a disturbance of die blood- 
brain barrier, leading to brain edema. After doses 
in excess of 5,000 r, die clinical picture shows a 
third component, characterized by seizures ranging 
from generalized muscle tremor to epileptoid con¬ 
vulsions of the grand mal t>^e. This convulsive 
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Fig. 3.-Scfieinatic drawing of two components that merge 
in clinical picture of gastrointestinal form of acute ratUMs 
syndrome. 

tected. Rapid deterioration of tlie patients general 
condition soon leads to the clinical picture of 
paralytic ileus. During the f f 'veek nHer 
posure, circulation begins to falter, ^ehydr 

hemoconcentradon develop, ^d, finaiiyh PoliTOse- 
becomes comatose and dies in circulatory ‘P 
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;; The morphologic substrate beliind the clinical 
1 picture is located in the small intestine, particularly 
in the duodenum and jejunum. Normally, the 
; mucosal epithelium that covers the \illi is continu- 
: ously sloughed off into the alimentar}' tract and is 

replenished by new celk originating in the gener¬ 
ative centers of the crj'pts. Doses in excess of 500 r 
inhibit or arrest mitosis in these centers and thereby 
prevent replacement of desquamated epithelium. 
As a consequence, denudation of the inner intesti¬ 
nal wall develops, which, in turn, leads to loss of 
water, electrolytes, and leukocytes. Moreover, ab¬ 
sence of epithelium means absence of the barrier 
against invasion by toxic substances and bacteria. 
Inflammator}' reactions and ulcerative lesions, there¬ 
fore, are common findings (radiation-induced en¬ 
terocolitis). 

Tlierapeutic management of the disease, accord¬ 
ing to Cronldte,® has to proceed along the foUox^ing 
main lines: Intravenous nutrition, as well as main¬ 
tenance of water and ionic balance, must be at¬ 
tempted by the supplying of large amounts of 
electrolytes, plasma, ritamins, and saline-glucose 
solution. With the onset of fever, expected to occur 
about five days after exposure, intensive antibiotic 
treatment should be started. Hemorrhage, antici¬ 
pated during the second week, \vill require trans¬ 
fusions of whole blood. Excellent nursing care and 
aseptic technique are essential. 

Hematopoietic Form of Acute Radiation Syndrome 

Among the Japanese bomb casualties, the hema¬ 
topoietic form of the disease has been registered in 
numerous cases; it was latent during the disastrous 
conditions of the first weeks after attack, and its 
ov^ert clinical manifestations appeared at the time 
when medical care and recording began to return 
to normal. In addition, clinical histories are avail¬ 
able for several hundred persons accidentally e.x- 
posed to nuclear radiation and for a similar number 
of radiotherapy patients treated with relatively 
large doses of x-ray to the whole body. Thus, the 
disease is well documented for man, and its Upical 
clinical picture is rather firmly established (fig. 4). 

On the third day after exposure, when prodromal 
effects have vanished, the patient becomes asjanp- 
tomatic and capable of resuming his normal occu¬ 
pation, Although increased fatigability may be 
present in a few patients, fitness to endure even 
strenuous physical activity is the rule. This latent 
period, during which the patient enjoys apparently 
normal health, may e.xtend to the 19th or 20th day 
after irradiation, when it ends rather abruptly. As in 
the acute onset of an infectious disease, the patient 
e.xperiences chills, malaise, a feverish feeling, head¬ 
ache, fatigue, and shortness of breath on exertion. 
Within a few days, the general condition deterior¬ 
ates so markedly as to necessitate hospitalization. 
Complaints point to a “sore tliroat,” and examina¬ 
tion of the oral carit)’ reveals pharyngitis svith 
swelling, particularly of the gingiva and tonsils. 


Soon the picture is further aggravated by bleeding 
from the gums and by ulcerative lesions showing 
a predilection for the gingiva and tonsils. Con¬ 
comitant ■with these processes in the oral caxitys 
high fever develops, while petechiae' and/or 
ecchymoses appear in the skin. Diuing the fifth and 
sixth weeks ^er exposure, this picture of an 
“agranulocy'totic disorder” or an “aplastic anemia” 
reaches its point of culmination and the patient 
passes through a critical phase. Thereafter, recovery' 
starts; fever, petechiae, and ecchymoses disappear; 
and the ulcerative lesions heal. Convalescence be¬ 
gins around the end of the second month after 
exposure, fitness for resuming normal work is re¬ 
stored about one month later. 

The causative substrate behind the clinical pic¬ 
ture is mitotic inhibition or arrest occurring in the 
hematopoietic system. Mffien the store of mature 
blood cells is exhausted, damage to bone marrow, 
spleen, and lymphoid tissue reveals itself as 
pancytopenia. Reflecting the clinical course, white 
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Fig. 4,—Schematic drawing of two components that merge 
in clinical picture of hematopoietie form of acute radiation 
s}'ndrome. 


blood cell and thrombocyte counts reach their low¬ 
est point during the fifth and sixth weeks after 
e.xposure and then gradually return toward normal 
values. The red blood cell count is much slower in 
faffing and recovering. 

Since no specific therapy' has been developed as 
yet, complications must be treated as they’ arise. 
Purpiua and frank hemorrhage require repeated 
transfusions of fresh whole blood or separated 
platelets and leukocy'tes, the frequency’ and amount 
of transfusions being determined by the blood cell 
count. It may be worthwhile to try’ additional pro¬ 
cedures usually’ applied in other ty'pes of agranulo- 
cy’tic disorders. Administration of broad-spectrum 
antibiotics is necessary to combat localized infec¬ 
tions and to prevent their generalization. Under 
proper management, outcome of the hematopoietic 
form is predominantly favorable because of die 
bone marrows tendency for spontaneous recovery’. 
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Transition Forms 

For didactic reasons, the three forms of the acute 
radiation syndrome ha\'e been described as com¬ 
pletely independent entitias. In reality, these clini¬ 
cal pictures will be separated from each other by 
broad dose ranges exhibiting a mixture between two 
adjacent pure forms. Of these transition pictures, 
that between the gastrointestinal and hematopoietic 


Tahi-i; 2.—Int<'rrchitiom iidirct’ii D()\c Lcut’l oncl 
Clinical rictuic 
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forms is particularly important for ^ 

first its incidence among the Japanese bomb ca^al 

ties’is high; second, its therapeutic managemei^t 

m ,v be crowned bv success. Wren damage to Ore 
r„ 1 iLrime is relatively mild, ‘ 

Innn enough to show overt signs of bone marrow 

depressiomOn the typical gastrointestinal picture is 
then superimposed severe pancytopenia wi 1 
piua 5 frank hemorrhage appearing during *e 

second week; apparently, I mto the 

'"f'fL with I'errrrdopoie'ic ^ 
quenlly has been presented as the typical laci 

disease.” 

Dose Dependency of the Hematopoietic Form 
The hematopoietic form ‘’“„“'f“'^sevel'al 

do.se from 15 to 500 r 

wUi “ve“ the largest land area by far; 
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force mihtar> as ‘ the disease; and 
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medical authorities must base estimate of, and 
preparation for, the ensuing disease on the air dose 
when it is knoum (table 2) or on early signs and 
symptoms when the dose is unknown (table 3). 

Wifli the reservation that the quoted values are 
only guidelines, and with the understanding that the 
dose actually received by a population wiW he 
highly uncertain under emergency conditions, the 
contents of table 2 can be briefly summarized as 
follows; Doses below 100 r are of no acute concern 
to the physician and will require no treatment other 
than psychological reassurance. In the dose range 
from 100 to 200 r, about 50% of the population wall 
experience mild degrees of prodromal effects and 
hematopoietic depression that can be watched and 
treated on an ambulatory basis. A dose level in the 
neighborhood of 200 r must be defined as tlie hos¬ 
pitalization threshold, since beyond tliis point the 
full-blowm hematopoietic form will appear uadi all 
its complications and will show an incidence among 
the population which will rapidly grow vdth die 
dose. This hospitalization direshold is a concept 
important for medical organizations and logistics. 
Tlie subdu-eshold range generally requires nothing 
but psychological reassurance and precauttonar}' 
blood cell counts, whereas the supratdireshold range 
necessitates arrangements for hospital facilities, 
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are precluded; however, it is rather certain that, 
TOth increasing dose, gastrointestinal involvement 
rvill pose a growing problem and will significantly 
cloud prognosis. Currently available data are insuffi¬ 
cient either to support or to contradict the assump¬ 
tion that an acute e.xposure to 600 r is the highest 
one compatible widi human survival. For further 
information, attention is draum to several interest¬ 
ing monographs."’ 

Incidence and Duration of Hospitalization 

Susceptibility to ionizing radiation varies svidely 
among indiwdual members of a population exposed 
to the same dose. It must be emphasized, however, 
that such variation affects only the severity' of the 
ensuing disease, not its characteristic time course. 
This statement, important to medical logistics, is 
underh'ned by figure 5. Tire course over time of the 
white blood cell count is based on large groups of 
Hiroshima survivors, whereas the doses have been 
estimated from therapeutic or nuclear radiation data 
and from animal e.xperiments. Figure 5 clearly dem¬ 
onstrates that, independent of dose, maxamai 
leukopenia occurs around the fiftli week after ex¬ 
posure; consequently, severity' of disease and inci- 



Fig. 5.—Effect of various doses of penetrating ionizing 
radiation on white blood cell count of man, represented is 
estimate of mean values for large populations. 


dence of hospitalization will culminate at this 
critical period. Ossnng to its characteristic progres¬ 
sion, the hematopoietic form xxoll result in a specific 
pattern in the need for hospitalization (fig. 6). 
Although based on all human data presently avail¬ 
able, the values in figure 6, of course, are still highly 


conjectural in nature; however, several points es¬ 
sential to militarx' and cixnl defense planning appear 
to be rather firmly established. First, existence of 
a latent period of two to three weeks’ duration will 
allow medical authorities sufficient time to prepare 
necessarx" countermeasures; second, the height of 
hospital occupation wall be reached during weeks 



TIME OF HOSPITALIZATlONiWEEKS POSTEXPOSURE) 

Fig. 6.—Estimale of incidence and duration of hospitaliza¬ 
tion for populations erposed to various doses of penetrating 
ionizing radiation. 

five and si.x after e.xposure; and, third, appreciable 
numbers of patients can be released after the sec¬ 
ond month after e.xposure. 

As in any other severe disease, the acute radiation 
s>'ndrome may be followed by delayed complica¬ 
tions. Induction of leukemia, cataract, or neoplasm 
has been observed in a relatively small percentage 
of Hirosliima and Nagasaki survivors. However, 
the overwhelming majoritx' among both Japanese 
bomb casualties and persons exposed to nuclear 
radiation have regained normal health and fitness 
to pursue their former occupations vith full vigor. 

Summary 

Based on comparative analysis of data derived 
from radiotherapy patients, persons involved in 
nuclear accidents, Japanese bomb casualties, and 
animal e.xperiments, the clinical picture of the acute 
radiation sxmdrome is described with its three sub¬ 
divisions: cerebral, gastrointestinal, and hema¬ 
topoietic forms. Signs and sxmptoms are dependent 
on dose level and individual susceptibilitx', Tlje 
hematopoietic form of the disease will probably 
pose the major problem facing the physician under 
catastrophic conditions. Some basic rules for medi¬ 
cal radiation defense planning are, tlierefore, de- 
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NEUROTROPHIC ULCERS OF THE FEET 


REVIEW OF FORTY-SEVEN CASES 


Patrick J. Kelly, M.D. 

and 

Mark B. Coventry, M.D., Rochester, Minn. 


Neurotrophic affections of the feet masquerade 
under a multitude of names. Terms frequently used 
are malum perforans pedis, perforating ulcer of the 
foot, melanoderma, familial ulceromutilating acrop- 
athy, neurovascular dystrophy, and trophopathia 
pedis myelodysplastica. Neurotrophic ulcer is per¬ 
haps the most descriptive term for this groirp. Ac¬ 
cording to Jeliiffe,* Ndlaton and Vesigne in 1852 
were the first to call attention to this condition. 
Jelliffe reviewed the history of neurotrophic affec¬ 
tions of the feet and the early literature, recording 
220 articles on this subject prior to 1894. 

Early authors recognized the common denomina¬ 
tor as damage to sensation, either peripheral or 
cenh-ai in origin. Diabetes complicated by pe¬ 
ripheral neuropathy is the most frequent cause ot 


From the Section of OrUiopedio Surgery, Mayo Clinic ««A Mayo 
oundation. The Mayo Foundation rs a part of the Graduate School o 

'£d on Orthopedic Surgery dt the 10^^ 
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Aijy persisfenf nonhealing ulcer, pariicu- 
larly when associated with a callus, should 
alert the clinician to neurofrophism as the 
cause. Opinion is divided to some degree on 
the bone and joint changes seen by radhg- 
rophy /ft patients with neurotrophic lesions 
of the feet. Roenfgenograpbk changes of a 
degenerative character in any fool 
proved peripheral sensory impairment are 
indicative of neurotrophic arthropathy. The 
association of bony proliferation that is 
meaningless or excessive should further alert 
the clinician. Periosfeol thickening, if affect- 
ing a site remote from an ulcer, may e 
significant. Therapeutic measures incfode 
simple curettage, removal of the me a a 
bead, toe amputation, and major ampv o 
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such ulcers. Martin' in 1954 noted the frequenc>' 
of neurotropliic disorders of the feet in persons witli 
diabetes. He emphasized the need to recognize this 
fact and to distinguish these ulcers from those due 
to infection per se and to occlusive vascular disease. 

Myelodysplasia frequently causes neurotrophic 
ulcers. Jackson" discussed errors in tlie develop¬ 
ment of the spinal cord and column and expressed 
the view tliat cervical and lumbosacral syringomye¬ 
lia are related entities. Van Epps and Kerr,'' Less- 
mann and Potli,” and Mulvey and Riely ® alluded to 
tliis close relationsliip. Whatever the relationship 
may be, all will agree that botli myelodysplasia 
and sjTingomyelia are causes of neurotrophic le¬ 
sions of tlie feet. Post-traumatic lesions of tlie cord," 
tabes dorsalis,® and injuries of the sciatic nerve' 
are known causes of neurotrophic ulcers. It is worth 
noting that tabes is less frequently mentioned in 
the recent literatoe. 

Opinion is divided to some degree on the bone 
and joint changes seen b)' radiography in patients 
with neurotrophic lesions of the feet. Hodgson and 
co-workers ® and Ritvo e.xpressed the belief that 
changes noted by radiography, attributed to neuro- 
trophism, are in actuality due to infection. In the 
series of Hodgson and co-workers only 15 of 61 
patients had evidence of sensory deficit. Martin * 
contested this view and said that the radiologic ap¬ 
pearance of a neurotrophic joint is that of ‘liyper- 
trophic arthropathy with destruction of the subar- 
ticular bone and e,\-cessive new bone formation but 
without periosteal reaction or evidence of bone 
reabsorption.” He has noted such changes without 
soft-tissue infection or with soft-tissue infection re¬ 
mote to the site of neurotrophic changes in the 
bones and joints. All of Martin’s patients had neurop¬ 
athy.*' Changes of a hj’pertrophic nature without 
new bone formation can be easily passed over as 
purely degenerative rather than" neurotrophic. Mul- 


Table l.—Roentgenographic Findings in Forty-seven 
Patients with Neurotrophic Ulcers 


Changes. No. 


Defl' 


Cause of Ulcers mtc 

Diabetes . C 

Myelodysplasia . 2 

Syrlngomyelta . 1 

Old sciatic nerve injury . 

Old spinal cord injury . 

Peripheral neuritis in 
Theumotoid arthritis . 


Neuropathy of herpes ;^ostcr 

Tabes doisalis . 

Undetermioed . 


QueS' 

Mixed tionable None Total 

G G 5 23 

1 3 8 

2 3 6 

2 2 

13 4 


1 


2 

2 

1 

1 


Total 


D 


v'ey and Riely ® hav'e recorded such changes in the 
first metatarsophalangeal joint, and Martin " has re¬ 
corded them in the midtarsal joint. 

Little is found in the literature regarding the 
treatment of neurotrophic ulcers. Adequate diabetic 
control and the use of orthopedic appliances to pre¬ 


vent w'eight bearing on the affected site are impor¬ 
tant." A two-stage operation, with debridement and 
packing followed by closure, or with healing-by 
second intention, was advised by Kem.'" According 
to Martin" local surgical treatment, when combined 



Fig. 1.—Distribution of neurotrophic ulcers in 47 patients. 
Tliose on tips of toes were often multiple. 

with antibiotic therapy, can very’ often save a limb. 
In his e.xperience ulcers under metatarsal heads can 
be treated by e.xcision of the metatarsal head in 
many cases; howev’er, a two-stage operation is man¬ 
datory’. Kulowski and Perlman ®* said that their re¬ 
sults from local surgical measures were disappoint¬ 
ing, only’ 2 of 29 patients receiving lasting Irenefit; 
how’ev’er, these authors reported their results prior to 
the use of antibiotics and made no mention of using 
orthopedic appliances to modify’ weight bearing. 

Method of Study 

The case records of all patients treated at the 
Mav'O Clinic for neurotrophic ulcers in the period 
1946 through 1955 w’ere reviewed; this entailed re¬ 
view of the records of all diabetic patients vvho had 
lesions of tlie feet. Only' those diabetics with ade¬ 
quate peripheral circulation, as judged by careful 
clinical examination, and with evident peripheral 
neuropatliy were included. Follow-up data w’ere 
obtained in December of 1956 by’ questionnaire. 
















V V~. Vi-”- IS Iiuiii (Jciier causes 

\uu tnnlualed jn a similar manner. Evaluation as to 
Vnether the nicer was nenrolropliic was usually 
a combmccl effort of the sections of peripheral vas¬ 
cular disease, metabolism, neurology, and orthope¬ 
dics. In tins manner, 47 patients with ulcers clue to 
neurotrophic causes were chosen for study. 

Findings 


The distribution of the cases on the basis of cause 
of the neurotrophic ulcers is given in taiile 1, It is 
scon that diabetic neuroiiathV' was the most fre- 
tjuenl cause, while tabes donsalis accounted for only 
one disc. To our knowledge no other case of neuro¬ 
trophic ulcer of the foot has been reported after 
herpes zoster. 

Ulcers were most common over the plantar aspect 
of the foot in the region of the metatarsal heads. 
The medial aspect of the plantar surface of tlie 
hallu.v. the lateral aspc*ct of the fifth mctatansal 
head, and the tips of the Iocs were frequent areas 
for ulcers. Ulcers on the surfaces of the metatarsal 
heads w'crc alw’ays as.soeiated with thick hea\y 
callosities which preceded the appearance of the 
ulcer. 

Figure 1 shows the location of the ulcers on the 
plantar aspect of tiio foot. Fifty-nine iffantar ulcers 
were noted in 46 patients; the other patient had an 
ulcer on the dor.sum of the fore part of the foot. 
.M\'e!odysplastic innirotrophic ulcers were often 
noted on the tips of the toes. Diabetic neurotrophic 
ulcers were confined almost e.xclusively to the re- 



Fifi. 2,.-Ncurotropliic iiiccrs secondary to myelodysplasia. 
Note prcKanffrcnoiis condition of toe. 


gioii of the metatarsal heads and the medial aspect 
of tlie plantar surface of the hallux. Ulcers due to 
the sequelae of lesions of the cord or cauda equina 

were common on the heel. 

The distribution of the ulcers indicates a mechan¬ 
ical factor. In reviewing these patients’ records one 
is impressed with the architecture of the patients 


feet. A broad, splay, or metatarsus latus hup pt 
foot with hammer toes, hallux valgus and i 
nent metatarsal .heads seemed to be the rule. * 

_ Gharactenstically the ulcer was punched out and 
cucular. It was associated with infection and on 
occasion a pregangi-enous appearance. Figure i 
demonstrates this in a patient with myelodysplasia” 



Fig. 3.—Examples of purely neurotrophic changes. «, I'tire 
iy ncurotiophic changes at talonavicular joint in 69-ycar-ol<i 
diabetic patient. Neurotrophic ulcer of fourtli toe, remote 
from talonavicular joint, had been present only four weeks 
I), Neurotropln'c changes at first tarsometatarsal joint watli pro- 
]ifcrati\’e changes between bases of first and second metaiar- 
sals in 62-year-old patient with myelodysplasia. Ncuroiro- 
phic ulcers were also present at tips of tlrird and fourth toes 
remote from site of ncurotropbic joint changes, c, TiTicai 
Charcot ankle in 50-yeai-old patient with sFingomiclw 
Neurotrophic ulcer was o\’cr second metatarsal head o op¬ 
posite foot. 


lie presence of strong pedal pulses and nomal 

enous filling time and the resolution of this pre- 

angrenous appearance with conservative manage- 

lent were in sharp contrast to what is observed m 

latients affected with occlusive 

'inch grafts to the great resulted in hed^g^.^ 

his patient. Such a lesion in 

lersoii could be mistakenly ascribed to occiu 

mscular disease. . . _)., jo 

Neurological examination -y'V* ' 

Btablish a diagnosis but also *» “f, is 1* 

iensoiy ebanges; K™”’ Ts deened adw 

111 to the surgeon if 



ittefns is toima m 'not tmein 

1 , and old injuries of the cord, tins 

abetic neuropathy. 
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All the available roentgenograms of these patients 
were renewed. In cases in which roentgenograms 
were not available for study, tire recorded descrip¬ 
tion and opinion of tire roentgenologist were ac¬ 
cepted; these roentgenograms were nearly all re¬ 
ported as shovang no abnormality. In our opinion, 
changes of a degenerative character in any foot 



Fig 4 —E\ample of combination of neurotrophic and in¬ 
fectious bony change Proliferative changes are at first met¬ 
atarsophalangeal joint Change in second and tliird metatar¬ 
sophalangeal joints IS probably secondarj' to infection There 
are changes of neurotrophic nature at first tarsometatarsal 
joint. 

vith proved peripheral sensory impairment are in¬ 
dicative of neurotrophic artliropatlry The associa¬ 
tion of bony proliferation that is meaningless or ex¬ 
cessive should further alert the clinician. Periosteal 
thickening, if affecting a site remote from an ulcer, 
may be significant. Proliferation and sclerotic 
changes at the first metatarsophalangeal joint and 
the midtarsal joints are significant. It is difficult to 
believe tliat such changes m the midtarsal or ankle 
joint could be caused by infection in the fore part 
of the foot. At the same time “pencilling” of the 
metatarsals and purely destructive changes in the 
phalanges and metatarsal heads can be infectious 
rather than neurotrophic. It would seem logical 
that these two tx^pes of changes could coexist. 

Our criteria for assigning a particular bony 
change are demonstrated in figures 3, 4, and 5. Fig¬ 
ure 3 portrays examples of what we call purely neu¬ 


rotrophic changes. Figure 4 demonstrates what we 
tliink is a combination of neurotrophic and infec¬ 
tious changes in the joints; we consider this a mixed 
roentgenographic finding. What we classifx’ as ques¬ 
tionable (fig. 5) are probably infectious changes in 
the bones or joints. The roentgenograpliic findings 
in the 47 patients with neurotrophic ulcers are given 
in table 1 on the basis of the foregoing criteria. 

Treatment 

Consen'ative measures are most important in a 
proper program of therapy. Control of the meta- 
bohc problem in diabetes is paramount. Good foot- 
xvear, until well-placed pads and bars, is essential. 
It is important that tliese measures be continued as 
adjux'ants to am' surgical procedure. In tliis series 
of cases nearly all of these measures had been tried 
prior to the patient’s arrival at the Mayo Clinic. 

The surgical procedmes used in these 47 patients 
are given in table 2 The results of these procedures 
were evaluated 1 to 10 years later. A follow-up 
period of less than two years was not considered 
adequate for determining definitive results. The 
fact that a multitude of surgical procedures had 
been done on a small number of patients made 
evaluation difficult. Hence, we shall present here 
only tlie impressions that were gained from the fol¬ 
low-up. 

For ulcers under metatarsal heads, remox'al of the 
toe and the metatarsal head was often successful. 
In some cases removal of tire metatarsal head alone 



Fig 5 —Examples of questionable, though probably infec¬ 
tious, changes in bones and joints a. Appearance of foot slx 
>ears after removal of fiftli metatarsal and phalanges of 27- 
\ear-old patient witlx myelodjsplasia and five-year history of 
ulcer over fifth metatarsal head. Third and fourth proximal 
plialangeal shafts are attenuated. There has been no soft- 
tissues infection m six-year penod since operation. Changes 
may be secondary' to infection or of neurotrophic nature, h. 
Recurrent neurotrophic ulcers m anotlier patient, on plantar 
surface of fore part of foot for 10 years Changes in fourth 
and fiftli metatarsal shafts appear to be infectious Third 
metatarsal was .amputated elsewhere. 

xx'as of lasdng benefit. This was best performed as a 
two-stage procedure, and in some cases it was bet¬ 
ter to allow healing by second intention than by 
secondary' closure. Figure 6 demonstrates an ulcer 



392 


NEUROTROPHIC ULCERS-KELLY AND COVENTRY 


Sept. 2T. ISjS 


SO treated. Diabetic neurotrophic ulcers of relative¬ 
ly short duration (6 to 18 months) were most fre¬ 
quently treated in this way, 

Bclow-hnce amputation was at times the only 
answer to a difRcult situation in U'hich recurring 
ulcers, often multiple, had plagued the patient for 


TAin.r. Z.-Forty-ninc Opcralivc Procedures on Forty-scocn 
Poticnti with Neurotrophic Vlccri 


Operation 
Toe iiiniiutatlon 


Myel Sjrin- OW Sciatic 
Kc- Pin- oiljs troinj- Coni None Mlsccl- 
vulf t)elo< iilii'.lii ella Injiirj- Injury Inncoui 


r,\c!‘!on of 

inetntnn-al hcinl .... .S 
.Unjmtntlon 
Uclow Incc. 

I 


1 (iintlc- 
tcr- 
mined) 

l(tttbcs) 


Once neurotrophic ulcer is an established fact, a 
variety of tlierapeutic measures are available. These 
include simple curettage, removal of the metatarsal 
head, toe amputation, and major amputation. The 
duration of symptoms, the age of the patient, and 
the underlying cause are factors that must be evalu¬ 
ated. In tlie elderly diabetic with a neurotropliic 
ulcer of few months’ duration, debridement of the 
ulcer and trimming of the callus, combined will 
restriction of activity and the wearing of adequate 
ly padded shoes, may be sufficient to heal the ulcr 
and prevent furtlier difficulty. 

In patients in the third decade of life with my 
lodysplasia and prolonged, recurrent neurotroph 
ulcers a major amputation may be tlie only tre; 
ment of lasting benefit, but the amputation shoo 
be done at the lowest level possible. The chance 
involvement of the other foot must be kept in mir 


sjiiic. a 

Tfnn'-iiictnlnr'nl ... K 
Cim'Uni'C of tilci'r .... S 


.. 1(herpes) 


J'xcl-loii ttml ,.11 . J(P^^U 

=kln cruft .. -a ' ‘ 

r . ’ • ••• 

j;\(Mon uiul 1 ... 

jicllclo cruft . a . 

;■ J ^ j;;; 

, , .1-1 fi .'i 

'iotnl .. -’ 

"M^uct'c-fiil: r= allied; I = follow up tnudcpiute or less thno 
” tu'uraf'' *0 rlieiinmtold nrtlirlll*- 

vears. One S>™e amputation was 

•cessEully in a patient with “ 

sicnificanl in that the neurological eMinination 

ES that the proposed heel flap had good sensa- 
E and points Sp the value of a neurological in¬ 
vestigation. Transmetatarsal amputation was pM 
nrS only twice, both instances in diabetic , and 
failed on both occasions. Both of these patients la 

”to"Sle shin"gSs failed in three out 

in some patients. I of short duration, 

:“p:cL"Eed’Uh properly fitted shoes 
and restriction of activities. 

Comment 

Neurotrophic ulcers hare 

ettention in ^“"1 "Ekrly whfn associated with 
nonlieahng ulce , l > „jinician to neurotroplusm 

a callus. E't *e dUS P”" 

as the cause. In xi.n,idit should be given to 
the elderly one, more ,,gion of tlie 

prophylactic measm^^^^^ roentgenographic 

"aon of the feet of the diabetic patient 
would be advisable. 





, in diabetic paU»tsJesions^^^^^^ 
iclusive vascular discussed 
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rotrophic factors, and occlusive vascular disease 
can and usually do, in some degree, coe.xist in the 
diabetic patient. When occlusive vascular disease 
of a moderate to marked degree is present, the foot 
must be treated primarily for the occlusive vascu- 
kar disease. Ill-advised minor surgical procedures 
may hasten the need for a major amputation. 
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BECENT EVALUATION OF THE TREATMENT OF TETANUS 

Charles L. Miller, M.D. 

and 

V. K. Stoelting, M.D., Indianapolis 


Tetanus is an infectious complication of wounds 
caused by Clostridium tetani and its toxin. It is 
characterized by local or generalized convulsive 
spasms of voluntary muscle which may result in 
periods of respiratory arrest. There is a high mortal¬ 
ity—40-50%. Tetanus can occur as a complication of 
large or small wounds, lacerations, fractures, bums, 
abrasions, abortions, insect bites, and postnatal sep¬ 
aration of the umbilical cord. 

The management of tetanus at the Indiana Uni¬ 
versity Medical Center has evolved during the past 
seven years through treatment of 50 patients, rang¬ 
ing in age from 18 months to 75 years. Management 
can be accomplished by a coordinated team of an¬ 
esthesiologist, ear, nose, and throat specialist, in¬ 
ternist, and/or pediatrician or by a single physician 
in a smaller hospital. The success of the treatment 
depends on early diagnosis. The object is to prevent 
asphjoda by controlling the muscle spasms and to 
pro\ide good supportive care. 

As soon as tetanus is suspected, an anestliesiolo- 
gist is requested to begin sedation. Initially, sedation 

From the Indiana University Medical Center. "Dr. Miller is now at 
CrciRblon Universit>' and Creighton Memorial St. Joseph’s Hospital. 
Omaha. 

Read before the Section on Anestbesiolog>' at the lOTlh Annual Meet¬ 
ing of the American Medical Association, San Francisco, June 25,1958. 


The plan for managing patients with 
tetanus has three features.- immunization, 
diagnosis, and sedation. Their effectiveness 
is shown by experience with 77 patients over 
a period of 7 years. The mortality was 17‘/o, 
which is lower than the national average of 
40%. As soon as tetanus is suspected, an 
anesthesiologist is requested to begin seda¬ 
tion by large doses of short-acting barbitu¬ 
rates injected intramuscularly at six-hour in¬ 
tervals. Promethazine hydrochloride is given 
intramuscularly midway between the barbi¬ 
turate injections to reduce the anxiety of the 
patient. A prophylactic tracheotomy is per¬ 
formed under local anesthesia, and a sup¬ 
portive program is then started. The sedation 
is maintained in order to prevent convulsions 
with apnea,- while it continues, the patient 
must be turned every two hours to prevent 
decobifus ulcers and hypostatic pneumonia. 
After the initial critical period of 7 to JO 
days, oral medication generally becomes 
possible. 
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is produced l)y large doses of barbiturates, while a 
piophylactic Irachcolomy is iiorformed witli the pa- 

IXuSted"' ^ 


Sedation 

Short-acting barbiturates, for example, secobarbi- 
.1 (Seconal) sodimn and pentobarbital (Nembu- 
tat). arc tlio drugs of choice. TJjcir short action 
pre\-cnts long periods of o\'erdopression wliile the 
dosage IS being ad|ustccl. The initial dose is 3 to 5 
mg. per pound given irdrainuscuJariy for children 
and 100 to 150 mg. gh-en intramuscular])'for adults 
During the first 24 to 72 hours, this ma)' be given 
every two, three, or four hours, depending on the 
judgment of the anesthesiologist as he sees the pa¬ 
tient at these intervals. It can be supplemented by 
the anesthesiologist M'itb intravenously gi\'en thio¬ 
pental (Pentothal) sodium or thiam)'Ial (Surital) 
.sodium if commlsions occur. Tlie intramuscular 
route is preferred because of the predictable rate 
of absorption, winch is lacking in both the orally 
and the rectally giv'en medicaments. A continuous 
intau'cnous drip is avoided because the patient is 
more apt to become ovevdepressed. 

The object of the .sedation is to prevent convul¬ 
sions with apnea. The patients will not be flaccid 
with barbiturates. There W'ill be muscle rigidity 
and some opisthotonos, but concisions resulting 
from e.xternal stimuli can be prer'ented. Some res¬ 
ponse to stimuli is felt to be beneficial in decreasing 
the pulmonary complications. As an additional aid 
in reducing external stimuli and, hence, the total 
amount of barbiturates given, the patient is placed 
in a quiet, darkened room, preferably with air con¬ 
ditioning. This is of additional value in maintaining 
water balance, since the patient with tetanus char¬ 
acteristically has diaphoresis. Some of the usual 
nursing duties, such as daily baths, must be stopped. 
However, turning the patient every tw'o hours to 
help prevent decubitus ulcer and h)'postatic pneu¬ 
monia is e.ssential. 

After the initial critical period of 7 to 10 days, it 
may be necessary to consider oral medication if the 
patient can swallow adequatel)'. If swallowing is 
still a problem, then gavage or rectal route is indi¬ 
cated. This is necessitated by the small amount of 
muscle mass in children compared to the large 
amount of induratioir with intramuscularly adminis¬ 
tered barbiturates. 

To meet this problem, promethazine (Phener- 
gan) hydrochloride has been added to the regimen. 
The adult dose is 25 mg. given intramuscularly ev¬ 
ery six hours, with the barbiturate given midway 
between. Four adults have been treated in tlris 
.manner, and each reported less anxiety about his 
condition after tire promethazine was added. Tlris 
is important, since the patient with tetanus remains 
lucid during his periods of wakefulness. 


and stoelting 
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Wound Management 


\nfectJon, if located, is dMed and 
tetanus antitoxin is injected locally. The uatienf altn 
receives 50,000 to 100,000 units J tetanufanlt 
to neutralize the free toxin. The patient is given a 
skin test prior to the antitoxin administration, but 
a routine prophylactic treatment against serum re¬ 
action IS not done. 


. Additional care includes hyperventilation by tlie 
anestliesiologist and therapy with antibiotics to de¬ 
cease the incidence of pulmonary complications. 
1 hysical therapy is started as soon as possible, usu¬ 
ally about two weeks after the patient s admission. 
This helps to relieve the residual muscle spasm fre¬ 
quently present in the hips, back, and masseter 
muscles. 


Complications 

The pulmonary complications have been men¬ 
tioned. One patient, an 18-month-old hoy, required 
an additional three weeks of hospitalization for skin 
grafting after a slough from subcutaneous rather 
than intramuscular injection of barbiturates. As a 
result of this incident, the nurses record the site of 
injection so that rotation is assured. Since this pro¬ 
cedure was started, one year ago, this complication 
has not recuiied. 

Another child developed foot drop from being 
taped to a sand bag for seven days during intrave¬ 
nous therapy. He subsequently recovered. The veins 
must be watched carefully for evidence of thrombo¬ 
phlebitis, 

A 31-year-old woman died on her second hospital 
day. She had received psychiatric therapy for an 
anxiet)' reaction a few years previously, and her 
muscle spasm and tight jaw was diagnosed as con¬ 
version reaction. Tetanus was not considered until a 
few hours prior to her death. At this time, tire his¬ 
tory was obtained of die patient being hit by a piece 
of brick tirrown by a power lawn mower seven days 
earlier. This case clearly illustrates the need for a 
high index of suspicion in all cases of muscle spasm 
and the need for prophylactic immunization of ail 
adults as well as children. 


Summary 

The management of patients widr tetanus at the 
idiana Universit)' Medical Center has evolved dur- 
g die past seven years. The curare drags were used 
rior to 1955. Since 1955, only the barbiturates and 
romethazine hydrochloride have been used. There 
live been 17 patients widi tetanus during this time; 
aly three fatalities occurred, and one patient w » 
ied had not been seen in die anesthesiology de- 
artment This gives a 17% n^ortality rate, conrpa^ 
, a national average of 40%. AU of Ae patients Jo 
ied had an incubation period of less 
ays. The divee important features of manag 
re immunization, diagnosis, and sedation. 

3255 Bridgeford Rd., Omaha 14' (Dr. Miller). 
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DIAGNOSIS, TREATMENT, AND P0ST0PERATI\T: CARE OF BLADDER 

NECK DESTRUCTION 

Edward H. Ray, M.D. 

and 

Luis Cer\'antes, M.D., Lexington, Ky. 


It was suggested tliat tliis paper on bladder neck 
obstruction should be prepared unth the interest of 
the general practitioper in mind and it is our hope 
tliat it uall be of help to him in attaining a better 
understanding of the problems of diagnosis, where 
the diagnosis is obscure, as it not infrequently is, 
and of tlie problems connected with tire postoper¬ 
ative care of the patient after he has been returned 
to his home, which often is a considerable distance 
from the hospital in which his operation was done. 

Tlie e.\-tent to which the referring or home phy¬ 
sician can participate in the postoperative care of 
these patients depends on his interest, his training, 
and his equipment. Not everr' family physician has 
the equipment in his office for catlieterization, blad¬ 
der lar'age, and tlie passage of sounds, nor does 
everr’one care to take the time necessan.' for that 
phase of treatment. Nevertheless, a thorough un¬ 
derstanding of the problems that may arise during 
the postoperative period wall help the family phy¬ 
sician to contribute greatly to the recovery' of the 
patient. 

Diagnosis 

Bladder neck obstruction in men is usually due 
to an enlargement of the prostate or to contracture 
of the margin of the vesical outlet, and tlie diag¬ 
nosis is suggested by the patient’s story' of having 
difficult!,' in passing urine. This difficult}' may vary' 
from nothing more tlian a slight reduction in the 
size and force of the stream, wth a tendency of 
the stream to be interrupted, to a complete reten¬ 
tion of urine requiring immediate catlieterization. 

The degree of difficult}' e.xperienced by tlie pa¬ 
tient cannot be depended on as a criterion of his 
need for surgical treatment, since occasionally large 
amounts of residual urine and even renal damage 
from back pressure will be found in men who have 
been haring only tlie slightest amount of subjective 
difficult}'. Nor can the size of the prostate as de¬ 
termined by rectal palpation be depended on as a 
measure of the degree of bladder neck obstruction 
present, since in many instances the obstruction rrill 
be due to an intravesical enlargement of the pros¬ 
tate, not palpable tlirough the rectum, or to a collar 
of tissue at tlie vesical outlet. 


Associate Professor of Urologj’, Uni\ersit>’ of Ix)uis\TlIe School of 
Medicine (Dr. Ray), and Resident in Uro!og>*, St. Joseph Hospital 
(Dr. Cerv’antes). 

Read before the Section on Urology at the 107th .Annual Meeting of 
the American Nfedical Association, San Francisco, June 25, 1958. 


The physician in general practice is im- 
porianf in both the preoperaiive diagnosis 
and ihe postoperative care of the patients 
with obstruction of the neck of the bladder. 
The diagnosis is not always easy, for neither 
the degree of difficulty in urination nor the 
size of the prostate as judged by rectal ex¬ 
amination is a completely reliable criterion 
for the need of surgery. The author believes 
therefore that endoscopic examinations 
should be done oftener than in the past. 
Experience with 2,160 men who underwent 
transurethral resection for prosfafic hyper¬ 
trophy during the 12-year period from 1946 
to 1957 inclusive showed that the home 
physician should be prepared for some of 
the complications that may occur after the 
patient has left the hospital. These include 
extrovosotion of urine, hemorrhoge, reten¬ 
tion, incontinence, pyuria, stricture of ihe 
urethra, and contracture of the vesicol necic. 
Pus, with or without bacteria, usually persists 
in the urine for several months. The indis¬ 
criminate use of antibiotics is to be dis¬ 
couraged. Unless the pyurio is accompanied 
by other painful or disquieting symptoms, no 
great effort should be made to eliminate it, 
since this is impossible until wound healing 
is complete. 


Because of these and other considerations, we 
make endoscopic e.vaminations promptly on men 
whose ST'mptoms even slightly suggest obstruction, 
if other findings have not enabled us to evaluate 
the situation satisfactoril}'. A 16 F. or an 18 F. pan¬ 
endoscope is used and tlie examination can be made 
in tire office in 5 to 10 minutes rritliout anestliesia 
and usually witli very little pain or reaction. The 
information obtained by this procedure permits an 
evaluation of the degree of obstruction and of any 
need for surgical interv'ention. 

Treatment 

There are sei-eral operations for tlie relief of blad¬ 
der neck obstruction and, \rith drugs to control 
urinary sepsis, better anestliesia, and a better under¬ 
standing of physiology', each operation is relatively 
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safe when compared witli the experiences of 20 
years ago. Some urologists prefer one method and 
some prefer another but the majority recognize 
that the transurethral resection is best suited in 
those cases in which the amount of tissue to be 
resected is small, and perhaps a majority will, when 
possible, prefer to use the transurethral method in 
operating on their c.vtrcmely aged and e.specially 
poor risk patients. 

Certain advantages arc claimed for each proced¬ 
ure but the principal advantage claimed for the 
open enucleation operations, such as the retropub¬ 
ic, the suprapubic, and the perineal prostatectomies 
is that there is less postoperative morbidity from 
persisting vuinary infection because of the more 
complete removal of the prostate than is sometimes 
accompli.shcd by the transurethral method. Of 
course, this depends entirely on how thoroughly 
the prostate is resected transurethrally, for if it is 
adequatclv resected the patient is no more likely 
to have prolonged difficulty than if one of the other 
methods had been used. Neither is it to be under¬ 
stood that anv of the enucleation operations, done 
bv open operation, will prevent the recurrence of 
oiistruclion at a later date, although there is a slight¬ 
ly higher incidence of recurrence of obstruction after 
transurethral resection. 

Occasionally some patient will report tlwt he has 
been advised to have his prostate removed by open 
surgical enucleation instead of by transurethial re 
seXn so that he would not develop cancer of the 
prostate later on. This argument is of course, en- 
tirclv specious. No matter what method is «sed anj 
patent may subsequently develop carcinoma of the 

;Se sLce it Lally develops in the posterior 
So which is not removed by anything less than a 
radical prostatectomy. 

S Istss hkely to produce sorual hnpotence, 

As the physicians expel inclined to 

'’Thtotr“ei"s, Certainly the operidmn 
l™^-d tedious and requires painstaking 


Some urologists take the position that ,a prostate 
should not be resected transurethrally if it is antici¬ 
pated that the procedure will require more than 
an hour, but we cannot agree with the validitj’ of 
this conclusion. With satisfactor)^ low spinal anes¬ 
thesia under the supervision of a competent anes¬ 
thesiologist and with careful attention to hemostasis 
throughout the operation, it has been our e.\peri- 
ence that one hour or three hours makes little differ¬ 
ence except in the weariness of the operator. 

Tliis discussion is based op an experience with 
2,529 transurethral prostatectomies done on 2,160 
men during the 12 years prior to 1958. All of these 
were private patients and all were operated on by 
one of us (E. H. R.), who personally provided most 
of such postoperative care and treatment as was 
required. 

The patients’ ages ranged from under 50 years to 
97 years, with 16 being above 90 j'ears of age. Most 
were in good physical condition generally, but 
many were severely debilitated from degenerative 
diseases, having developed urinary retention in con¬ 
junction with such things as cerebral vascular ac¬ 
cidents and coronary thrombosis. Having been 
admitted for one condition, they could not be reha¬ 
bilitated until after being relieved of the associate 
obstruction and, although constituting an adv^ed 
risk group, they had to be operated on 
the realization that the hazards of su g y ■ 
cidindy great It concern for Olir rlatirtical remri 
tad bfen allowed to be of influence, suprapata 
cvstoslomy instead of transuretliral resec Hon mig I 
tarbeen used in many of these poor risk patient 
It seemed however, that transurethral resection i 
”tich, if any, greater risk than supmputa 
cystoslomy, so transurethral resection was und 

:!Ll„Uuring the same imspfl— 

rnter^er— 

60 , and 67 days after “aHent re- 

because for one reason ” , ,Jelieinigl'l 

mained in the hospital far keymid to t 

have been expected to do s ^ M 

were nursing P'* ™yy°,emain in the 
pital and were allowed to cm. „, 

less than 0.8%. 


care. 
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Complications and Postoperative Care 

A statistical review of this entire group of patients 
has not been completed, but such a rewew of a 
number of consecutive cases is perhaps sufficient 
to establish a reliable trend. 

Urinary Extravasation.—Four patients out of a 
. group of 888, or 0.045%, had perforation of the cap¬ 
sule at tire time of operation, uath e.vtravasation of 
the irrigating fluid. All occrured as the resections 
were being completed and were characterized by 
lower abdominal pain and rigidity of the abdomi¬ 
nal wall. AH were recognized promptly and relieved 
by suprapubic drainage of the prevesical and lat¬ 
eral vesical spaces. AH four patients recovered mtli- 
out further incident. 

Postoperative Bleeding.—Bleeding may be slight 
to severe and may occur anj'time from immediate¬ 
ly after the operation until the time of complete 
wound healing, wth the tendency to bleed being 
^ graduaHy reduced as wound healing takes place. 
In our experience troublesome bleeding rarely oc¬ 
curs after three weeks hut has occurred six weeks 
‘ after operation. 

Most of tire time the bleeding vill be controUed 
by die use of an indwelling catheter vnth irrigations 
through a semiclosed apparatus making use of a 
gradual decompression feature. We use a 22 F. 
self-retaining catheter with 10-cc. balloon and do 
not pull it down. Neither do we waste much time 
tr>ang to control severe bleeding with irrigations 
but prefer to return the patient to the operating 
room before diere has been much loss of blood. Of 
888, 15 (1.6%) had to be returned to the operating 
room for control of postoperative bleeding. 

After retvuning home, many patients wdU experi¬ 
ence the passage of smaH amounts of blood at the 
beginning or at die ending of urination. This need 
cause no concern, but if it is found that clots are 
being formed and diat the patient is haling some 
difficult!' in expelbng them, prompt inten'ention is 
indicated and die patient should be returned to the 
care of the urologist as quickly as possible. If com¬ 
plete retention has already occurred, catheterization 
by the home phy'sician may remove enough of die 
contents of the bladder to make the trip back to die 
hospital less of an ordeal than it would otlieniise 
be. 

Postoperative Retention of Urine.—A number of 
diese patients vill be unable to urinate adequately 
after die catheter has been removed and may con¬ 
tinue to have moderate to large amounts of residual 
urine for days and even weeks after the operation. 
Tliis is not necessarily due to any' inadequacy' of the 
resection, although that possibility should be 


thought of first and either ruled out or discovered 
by endoscopic examination before too much time 
has been wasted. Many times the persisting re¬ 
tention w'iH be due entirely' to an atonicity of the 
bladder, perhaps the result of arteriosclerotic 
changes in the cord or to long-standing overdisten¬ 
tion of the bladder prior to surgery'. Most of these 
patients ii'iH graduaHy' improve to the point of com¬ 
plete or almost complete emptying of the bladder, 
although the weeks required for this to be 
achieved are among the most discouraging for the 
urologist as weU as for the patient. 

The presence of a large diverticulum of tlie blad¬ 
der may' at times be the only reason why' some pa¬ 
tient fails to empty' his bladder satisfactorily after 
operation, for even in the presence of a competent 
detrusor the inelastic waHs of the diverticulum mtH 
aUow large amounts of urine to be retained there. 
Only surgical removal of the diverticulum ii'iU cor¬ 
rect this situation. 

Incontinence of Urine.—In this group of 888 pa¬ 
tients, 3 ( 0.033%) had incontinence of-urine which 
persisted after wound healing had occmred and in¬ 
flammation had cleared. Many e\-perienced a trans¬ 
itory' smaU degree of incontinence after the opera¬ 
tion, consisting of nothing more than the loss of 
smaH amounts of urine on coughing, sneezing, or on 
suddenly getting up out of bed or out of a chair. 
Sometimes this loss is the result of the urgent de¬ 
sire to luinate which results when an amount of 
urine accumulates in tlie as y'et unhealed bladder. 
When such incontinence is only slight in degree and 
not the result of persisting inflammation, a routine 
of exercise for the strengthening of tlie muscles of 
the perineum in which the patient is instructed to 
practice starting and stopping the urinary' stream 
repeatedly' will often help to overcome the tendency 
to leak. 

Persisting Infection.—All patients whose prostates 
have been operated on, no matter w'hat the metliod, 
may' be expected to have infected urine for a long 
time. In the majority', if the obstruction has been 
completely' relieved, the infection wiU gradually' 
clear up, requiring little or no help from the phy si- 
cian. Unless accompanied by' sy'mptoms, tlie mere 
presence of pus in tlie urine during this period 
should cause no concern. 

If the patient, how'ever, during the early weeks 
or months after tlie operation is found to be haxing 
much frequency of urination, with discomfort, 
marked infection of the urine, and perhaps not an 
entirely satisfactory' stream although he may be 
emptying his bladder completely as determined by' 
catheterization, the presence of remaining obstruct- 


mg tissue has to he suspected and tlie sooner it is 
^scovered the belter it will be for all concerned. 
The passage of a 14 F. rubber catheter coude sliould 
enable one to discover any stricture of tlie anterior 
urcllira as well as the presence of any residual ur* 
me. Tlie absence of residual urine, however, does 
not g,ve assurance that there is no impediment to 
the passage of urine and much can be learned by 
watching tlie patient urinate. A large, robust stream 
starting promptly and continuing without interrui)- 
tion to conclusion is ven,' good evidence of a satis- 
factoiy function. If the stream is slow to start, iiow- 
cvev, is something less than forceful, and tends to 
be interrupted, it is to be suspected that an obstruc¬ 
tion at the neck of tlie bladder does c.sist and endo- 
seops' will probably reveal the presence of intraurc- 
thral intrusions from the lateral lobes of the pros¬ 
tate, usualh* at the ape.v, which will have to be 
resected before the patient can obtain a satisfactory 
nssult. 

It is s'cry difficult to have to tell such a ijatient 
that he needs further surgery, yel it is belter to be 
in a position to tell him yourself than to have him 
learn the dismal fact from another urologist. 

On tlie other hand, the patient’s difficulties may 
not be the result of inadequate surgery at all, but 
may be due to the fact that he has a severe infection 
by one of the more virulent bacteria and until effec- 
ti\'G medication is used it may be impossible to give 
him relief. The difficult},' of eliminating such in¬ 
fections is often made more difficult by the presence 
of severe trabeculation with cellules and small di¬ 
verticula in the walls of the bladder that tend to 
retain infected urine. 

Since all of these patients should be expected to 
have pus in the urine, with or without bacteria, for 
an a^'erage of several months, it is not necessary 
to be concerned about its presence during this peri¬ 
od unless accompanied by painful and unduly fre¬ 
quent micturition. Unless such symptoms are pres¬ 
ent, no great effort sliould be made to eliminate the 
pus from the urine, since this cannot be accom¬ 
plished until after wound healing has been com¬ 
pleted. 

It has been our practice in the average case, 
hav'ing used ehlorami^henicol (Chloromycetin) pre- 
operativelv and for several days after opeiation, to 
keep the patient on therapy with methenamine man- 
delate (Mandelamine), 0.5 Cm., four times a day 
for three to four weeks longer and to make use of 
other drugs only as indicated. The indisciiminate 
(jijep^of antibiotics is to be discouraged and they 
shouioSe withheld until a definite need is estab¬ 
lished. V-' 

S/ric/nre.—StrktuT? of the anterior urethra oc¬ 
curred in 9% of 474 of these patients, and most stric¬ 
tures occurred at’or )ust jiroximal to the e.vternal 
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urethral meatus and in spite of the fact th-a . 
otomy was done before introducing ^ 
scope when the meatus was at all tight. These strit 
tures usually manifest themselves early Tl 
postoperative period witliin a matter of three or four 
weeks and respond to treatment by frequent dilata- 
hons with relatively small caliber sounds up to size 
IS, -0, or 22 F. After a relatively short time, per¬ 
haps a rnonth or two, the tendency toward further 
contraction disappears enttely. After these so-called 
premeatal strictures have been discovered and di¬ 
lated, it is important that the dilatation be main¬ 
tained by the frequent passage of a sound or sounds, 
preferably every day for a few days, and then after 
intervals of two or three days to a week, depending 
on how readily the stricture yields to treatment. 
The plp'sician at home can be of great help in deal¬ 
ing with this complication, or the patient himseli 
may be able to maintain the dilation with an instru¬ 
ment lent to him for that purpose. 

Coniracture of the Vesical Neck.—Contracture oi 
the vesical neck occurred in 1.4% of 474 cases. This 
is an exasperating postoperative complication which 
occurs much less frequently than does stricture of 
the anterior urethra, and occurs much later, often 
not manifesting itself until long after complete re¬ 
covery from the operation has taken place. It is 
most likely to occur in those patients who originally 
had small prostates in association with a consider¬ 
able degree of fibrosis at tlie bladder neck. At times 
the contracture is so severe that on endoscopy it 
will have the appearance of a diaphragm with a 
filiform opening in the center. Some contractures 
are easily dilatable with sounds but usually require 
frequent dilatations at varying intervals for an in¬ 
definite length of time in order to maintain an ade¬ 
quate passage. Further resection is usually followed 
by further contraction, and in most cases the use 
of sounds is preferable and will be effective. In an 
occasional case a Y-V plasty anteriorly at the blad¬ 
der neck and the removal of a ivedge of tissue pos¬ 
teriorly may be required. 

Summary 

The diagnosis of bladder neck obstruction maybe 
obscure, therefore endoscopic examination shouW 
be used more frequently for evaluation of the blad¬ 
der neck situation. Transuretliral resection was per¬ 
formed 2,529 times on 2,160 men during a L-year 
period, with an operative mortality of 1.04%. \\itn 
the elimination of six questionable cases, tlie oper¬ 
ative mortality would have been 0.8%. The care 
of these patients during the postoperative penoa 
places emphasis on the complications 
cur after they have been dismissed to their hom 
and to die care of dieir home physicians. 

203 W. Second St. (Dr. Ray). 
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John G. Gibson II, M.D., Robert J. Tinch, M.S. 
and 
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In 1949, Polge and co-workers ’ made the chance 
obser\’ation tliat animal and fowl spermatozoa could 
withstand freezing at -79 C if previously exposed 
to a 20% glycerol solution. In connection witli this 
work. Smith noted that erythrocytes which con¬ 
taminated the needle biopsy specimens were not 
lysed by tlie glycerol freezing method. Altliough 
Luyet" previously had demonstrated tlie freezing 
of thin films of blood, tliis had proved to be mainly 
of academic interest. The observation of Smitli 
opened a possible practical method for the long¬ 
term preser\'ation of eiy’tbrocytes. An immediate 
program of study was stimulated in both England 
and the United States in an effort to define the 
conditions for glycerol freezing. Subsequent reports 
by Sloviter,® Browm and Hardin,^ Mollison and asso¬ 
ciates,“ and Lovelock® have defined tlie range of 
protection by glycerol and elucidated some of the 
mechanisms wherein this substance and other poly- 
hydric alcohols protect cells against lysis during 
freezing. The general biological effects of freezing 
have been reported in detail by Meryman.'' At least 
tliree effects of glycerol appear to play a role; 1. 
The type of ice crystal w'hicli forms in its presence 
is small, uniform in size, and less disruptive on 
thawing than tlie large, irregularly spaced crj'stals 
which occur w’hen ordinary crystalloid solutions are 
frozen. 2. Tire liquid glycerol phase prevents the 
high salt concentration wdrich otherwise occurs 
W'hen w'ater changes its physical state to pure ice. 
3. The glycerol becomes so viscid at storage tem¬ 
perature around -80 C that it imposes a mechanical 
barrier to the slow' diffusion of cell substances in 
the liquid phase. The fact tliat a diffusion of sur¬ 
face membrane does occur has been advanced by 
Lovelock as an explanation for the gradual loss of 
'lability which occurs even at the coldest storage 
temperatures. Essentially no metabolic activity 
takes place at -80 C. Theoretically, one w’ould e.x- 
pect to achieve pennanent preser''ation at this 
temperature. Such does not take place, however, 
and the simple loss of cellular substance may ex¬ 
plain tlris paradox. 

The prolonged extension of red blood cell via¬ 
bility by low-temperature techniques could prove 
revolutionar>' to standard blood-banking methods. 

From the Blood Characterization and Preservation Laborator>’, Pro¬ 
tein Foundation, the Department of Medicine, Hars’ard Medical School, 
and Uie New England Deaconess Hospital, Boston. Dr. Ketchel is now 
the Department of Surgexj’, Har\'ard Nfedical School. Dr. Driscoll 
is now with the Children’s Memorial Hospital, Chicago. 


Ninety-four units of blood have been col¬ 
lected, glycerolized, stored in the frozen 
state at either -80 C or —120 C, deglycerol- 
ized, stored of 4 C, and then used clinically. 
A technique has been developed for main¬ 
taining sterility at every step. Even after stor¬ 
age at very low temperatures for periods up 
to 19 months, the red blood cells appeared 
therapeutically comparable to cells stored at 
4 C up to 21 days in a standard A.C.D. 
(anticoagulant acid citrate dextrose) solution. 
The longevity of red blood cells in the circu¬ 
latory system of the recipient was studied by 
using chromium 51 for labeling and was 
found to be independent of the duration of 
storage. The loss of red blood cells by lysis 
during the process as a whole seemed to be 
due entirely to irreversible random damage 
during collection and handling rather than to 
storage at low temperature. The sterility of 
the system made possible an additional post- 
thawing storage of the red blood cells for up 
to 11 days at 4 C before use in transfusions. 
No transfusion reactions of any kind were 
noted. 


Unfortunately, ho'vever, it is necessary to remove 
or greatly to reduce tire intracellular ^ycerol con¬ 
centration before the thawed cells can be used. 
Practical methods for the dialysis of glycerol out of 
'the red blood cell proved cumbersome and have 
delayed the translation of this important funda¬ 
mental discover^' into a practical means of handling 
blood. In 1951, Cohn and associates foresarv the 
need for a “closed-system” technique for glycerol 
exchange and modified a bowl of the Cohn ADL 
centrifuge then under development in such a 
manner as to permit tlris ti-pe of dialysis." The 
details of this fractionation sx^stem are outlined 
elsewhere.® 

It is the purpose of tire present communication to 
report survival studies on human red blood cells 
processed in tire Cohn ADL fractionator and stored 
for variable times in the frozen state after equilibra¬ 
tion with glycerol. 
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Methods and Materials 

All studies were carried out with blood which 
processed in a Cohn ADL centrifuge, with use 
ol a bactcria-froc system throughout the entire 
period froin initial blood collection to final glycer- 
oli/ation after storage. Tin's method offers the 
clJstmct vadv’antagcs of semiautomation with con¬ 
servation of technician time, maintenance of low 
hlood temperatures without e.xposurc of personnel 
to the cold and closed-system sterilih' which makes 
possible the use of standard refrigerator storage 
and blood bank methods after removal from the 
frozen state. 

fl/ood CoUcciion, Plasma, and Addition of 
OlijccroL—Blood was collected from healthy human 
donors by gravity flow into plastic bags (or bottles) 
containing A. C. D. solution (National Institutes of 
Health fonnula A). Selection of A. C. D. solution as 
an anticoagulant did not reflect any special prop¬ 
erly of this solution. Bather, its use was based on 
the desirability of comparing final sur\'i\'al data 
with published studies on red blood cell survival 
with use of original collection into A. C. D. solu¬ 
tion and standard 21-day storage at temperatures 
above freezing. Recent studies '' have indicated 
that an isotonic citrnte-phosphate-de.vtrose solution 
minimizes initial damage during collection of blood 
which might diminish the loss of red blood cells 
during processing. The blood was ne.vt connected 
to the red blood cell plasma separation bowl of a 
Cohn centrifuge. 

After separation of tlie plasma, a series of solu¬ 
tions \vas introduced which effected a gradual 
introduction of glycerol solution into tlie red blood 
cell concentrate in a gradient from zero to 50% 
gh'ccrol (sv/v) over a 45-minute period of time at 
17 G. (Solution 1 contained 20% glycerol [w/v] 
and solution 2, 50% glycerol [w/v], w'ith sodium 
lactate, 0.156 M, potassium chloride, 0.004 M, and 
a sufficient amount of distilled water.) A counter- 
flo^v method of introducing glycerol inside the re¬ 
volving bowl made possible the maximum inti'acel- 
lular glycerol concentration, in the minimum period 
of time, W'ith the least cellular damage from osmotic 
imbalance. Details of the centrifuge speed, tern- 
perature, solutions, and equipment are outlined in 
a separate communication (see page 404). The 
only variation in technique in the present report 
was a change in introduction of glycerol to a two- 
stage method with a gradient from 20 to 50%. This 
has the dual advantage of increasing the speed of 
glycerol equilibration and decreasing the osmotic 
shock to the cells. 

At the end of the glycerolizing period, tire cells 
were poured out into an attached bag which was 
dielectrically sealed and severed from tire centri¬ 
fuge. A sample was removed for bacterial culture, 
and the bag was placed in a simple cardboard box 
to protect the plastic, which becomes brittle at the 
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within the bag fell to ~4S C .ritto fcK 

80 C for about seven hours. A report by Polge and 
Lovelock - injeates that the rate of freezing aj 
thawing should be slow between 0 and -40 C but is 
less critical behveen -45 and -120 C in the presence 
of glycerol. No attempt was made in the present 
study to investigate the parameters of optimal glv- 
cerol concentration versus time of storage or sur¬ 
vival. Original pilot experiments indicated that 
some temperature below —45 C and some glycerol 
concentration in excess of 20% was necessary in 
order to obtain practical yields of cells possessing 
greater than 70% survival after processing alone. 
A glycerol concentration of 50% was found satis¬ 
factory and was therefore used throughout the 
study. Later investigation of concentrations he- 
tiveen 20 and 50% may reveal equally beneficial 
effect of lesser amounts of glycerol, but die primary 
purpose of this' study was the adaptation of the 
closed-system Cohn centrifuge so as to make avail¬ 
able large enough amounts of frozen blood to study 
adequately the sundval characteristics. The only 
variable introduced into the present experiments 
was the use of two storage temperatures, -80 and 
-120 C. 

Storage of Cells.—Maintenance of steady tem¬ 
perature was striven for throughout storage. Con¬ 
stant recording devices indicated that no major rise 
in temperature has occurred during the two years 
the equipment has been in operation. One locker 
containing 85 units of blood (maximum capacit)', 
144 units) was stored at -80 C witlr no significant 
mechanical troubles and a maximal range of tem¬ 
peratures between —80 and —84 C. 

Anotlrer locker containing 100 units, maintained 
at -120 C, gave mechanical trouble on four occa¬ 
sions after it was first installed. During one such 
period, when it was partially filled, the internal 
temperature rose to -60 C over a three-da)' period 
before the stored cells were transferred to a sep¬ 
arate -80 C box. Some of these units subsequently 
have shown lower yields of cells and higher con¬ 
centrations of hemoglobin in the supernatant solu¬ 
tion but no major difference in survival after 
transfusion. A full study of the effect of fcetua 
tions in temperature during storage will be tlie 
subject of a separate report. Insertion of thermo¬ 
couples inside bags of blood placed at three ep 
levels within the lockers showed that the 0 ow 
two-dnrds of the locker does not have any tempera¬ 
ture variation during ordinary opf 
and closing for removal of stored blood. TJie top 
one-third of the box is approximately 20% warme 
and fluctuates widely over a 30-degree range; it 
not recommended for storage unless provision 
made for internal circulation of the air. 
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Removal of Glycerol.—Aiter storage, individual 
units of blood were removed at stated time inter¬ 
vals, thawed by immersion in a 37 C to 40 C water 
bath (average elapsed time, 12 minutes), and 
deglycerolized in the Cohn fractionator. The tech¬ 
nique for removal of glycerol is essentially the re¬ 
verse of the initial processing. A bag of thawed 
cells was attached to a sterile cartridge of dre 
machine and forced under normal pressure into the 
revobung bowl. A series of attached solutions was 
then fed through tire revolving cell suspension, 
providing for a stepwise decrease in glycerol con¬ 
centration from 50% to less than 1% (range, 
0.32 to 0.9%, corrected for glucqse). This was 
achieved by maintenance of an osmotic gra¬ 
dient of lactate ions outside the cells long enough 
to permit the glycerol slowly to diffuse out before 
water can shift intracellularly and cause rupture. 
The rate of water endosmosis was roughly four 
times as great as that of glycerol e.xosmosis. It is 
for this reason, rather tlian that of possible glycerol 
toxicity, that nearly complete glycerol removal is 
desired. Direct transfusion of tliawed glycerolized 
cells would result in prompt lysis when the erxiliro- 
cytes were exposed to tlie 0.15 M ionic strengtli of 
blood. Lovelock,'’’ Slositer,''* and otliers have sug¬ 
gested the use of concentrated glucose solutions 
to remove most of die glycerol from the cells and 
to provide for dilution of die remainder. Such 
methods possess die side-effects of prohibitive vol¬ 
umes of final administration solution and the need 
for immediate transfusion after processing due to 
cellular fragility. Moreover, cells processed by these 
methods showed a short survival time and high rate 
of in vivo lysis when studied in this laboratory'. 

The three wash solutions used for deglyceroliza- 
tion are as follows: (1) sodium lactate, 0.496 M, 
glycerol, 10% (w/v), potassium chloride, 0.004 M, 
and a sufficient amount of distilled water; (2) 
sodium lactate, 0.156 M, potassium chloride, 0.004 
M, and a sufficient amount of distilled water; and 
(3) sodium chloride, 0.15 M. The time required for 
removal of the glycerol varied between 80 and 120 
minutes. Tlie cells were then allowed to flow from 
the centrifuge boxvl into a bag containing 60 cc. of 
the follow’ing resuspension mediums: 400 mg.% of 
dextrose, 20 mEq. per liter of potassium, and suffi¬ 
cient albumin to give a final concentration of 
2 Gm.% after dilution by the red blood cell mass. 
The pH of the final suspenion was 7.1. The bag of 
resuspended cells was then sealed, severed from 
the cartridge, and transferred to a standard 4 C 
refrigerator for storage until use. Simultaneously, a 
diverticulum of tlie bag was removed and cultured 
at three temperature ranges (4 C, room tempera¬ 
ture, and 37 C) in tliioglycolate brotli and 
Saboraud’s medium. Of 419 cultures done in connec¬ 
tion wtli tlie present ex^ieriments, 416 were nega¬ 
tive for bacteria or fungi; in the case of the three 
positive cultures, knowm breaks in technique oc¬ 


curred at the time of the original sty'let connection 
between the donor’s blood and the machine in two 
instances, and one bag ruptured during thaving. 

The estimated loss of celk during processing was 
as follows: loss and hemolysis from collection, 
glycerolization, freezing, and deglycerolization, 
10%; intact cells left on walls of containers and 
plastic bags and tubes, 5%; intact cells sacrificed 
for bacterial cultures and glycerol assays, 3%; in¬ 
tact cells sacrificed for tx'ping, cross-matching, and 
serology', 1%; and hemolysis from storage in the 
frozen state, 0.5%. The technique of the study' 
prohibited quantitative study' of the total cell mass 
at each step of each e.xperiment. However, certain 
general features were consistently' noted: 1. The 
average decrease of 10% of cells from collection, 
glycerolization, and freezing represents a relatively 
fixed loss which is part of the processing itself. In 
occasional experiments this loss was as little as 2%, 
but a higher figure generally was noted. 2. The 3% 
loss through bacteriological sampling and glycerol 
assay can be eliminated almost completely' if one 
u'isbes to use this ty'pe of processing on a routine, 
blood-bank basis. 3. The 5% loss on the walls of 
containers, plastic bags, and tubes also can be re¬ 
duced if one xx'ishes to take greater time to aUow 
complete drainage after transfer from one bag to 
another. 

Storage at 4 C.—All cells used in this study were 
stored at least three days in a standard refrigerator 
after removal from the frozen state and deglycer¬ 
olization. The longest postprocessing storage of-a 
blood subsequently used for transfusion was 11 
days. This unique advantage of the Cohn closed- 
sy'stem centrifuge processing permits standard ship¬ 
ment to a hospital or medical center where the 
reconstituted red blood cells are to be used. It also 
permits an unhurried selection of recipients wth 
proper blood ty'pe and cross-matching compati¬ 
bility. In the present study', no plasma or serum 
was saved from the original blood donor. Recipient 
compatibility was therefore based on (1) similar 
blood group between donor and recipient, (2) 
compatible “major” cross-match (donor cells and 
recipient serum), (3) Coomb’s cross-match, and 
(4) resuspension in saline solution and obserx'ation 
for absence of autoagglutination. 

An attempt was made to utilize the processed 
cells xwOiin one week after removal from tlie frozen 
state. Tliis was because of the gradual accumula¬ 
tion of free hemoglobin in tbe supemate of the 
resuspended cells stored at 4 C. 'The factors re¬ 
sponsible for such cell lysis are not understood, but, 
on the basis of current work, they -are believed, in 
part, to represent inadequate support of tbe 
metabolic needs of tlie cells at refrigerator tempera¬ 
ture. Recently', the resuspension medium used for 
all of the studies reported herein was abandoned 
in favor of a simple solution consisting of 30 ml. 
of the original donor’s plasma wth A. C. D. solu- 
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Hon added plus sufTicient glucose to raise the final 

'if'’" 100 nig.%. This has markedly de¬ 

creased the accumulation of hemoghhin durine 
storage at 4 C. Tl)c good survival data obtained 
on the cells dial were sliH intact at the time of any 
given transfusion also suggest that the hemolysis at 
4 C IS not a coutmuation of damage initiated at the 
tunc of processing but that it is a property of the 
postprocessing storage conditions. 


J.A.M.A., Sept. 27,1935 

The average volume of the resuspended pac^ 
red blood cells was 350 ml. The administraHS U 

frozen bloid wait 


Results 

h>inct)-four units of blood were collected, gly- 
ccrohV.cd, stored in tlic frozen state, deglyceroiized, 
stored at 4 C, and then administered to selected 
recipients by the mclbods outlined above. Thirt)'- 
three of the units were labeled with cliromium 51 
prior to final transfusion and studied for subsequent 
survival iu the recipient. All tagging and counting 
was carried out in the lahoraloiy' of one of us 
(J. G. G,). The untagged units were used directly 
at tile New England Deaconess Hospital as packed 
red hlood cells and v'cre administered for thera- 
pcutic 1)50 and for ohscryntion of recipient effects. 


• 




r 

« • tf 



1 

• 

• 

t 







cewT/ov w rfio:tu c^atc 


of diromitim 51-tngged presewed red blood 

cells. 

Unfogged Blood.—No unfavorable reactions of 
any kind were observed after use of imtagged units. 
Tliis, in itself, seemed surprising, as tlie original 
recipients were selected from a hospital population 
consisting chiefly of patients with fatal blood dis¬ 
orders and far-advanced malignant states wherein 
p>n-ogenic blood reactions are anticipated in a sig¬ 
nificant percentage of cases. Some of the recipients 
,d well-documented febrile responses to ordinary 
mked blood both prior to and subsequent to the 
ansfusion of frozen cells, without showing pyro¬ 
genic reaction to Hie latter. It is suggested that the 
absence of fever after transfusion of frozen blood 
may represent the removal of all plasma compon¬ 
ents, leukocytes, and platelets, which is an inciden¬ 
tal side-effect of the glycerolization process inside 

the Cohn fractionator. , 

Recipient red blood cell counts, hematocrit val¬ 
ues, and hemoglobin levels, when measured, 
sliowed the post-transfusion rise which would be 
andcipated from comparable amounts of standard 
banked blood. The maximum number of frozen 
blood transfusions given to one individual was live. 


® ordinary banked blood 
and no difference in effectiveness was noted be- 
riveen the minimal and maximal, storage periods of 
zero time and 19 months. ^ ^ ° 

• R/ood,-AIl in vivo survival studies util, 

ized chromium 51-IabeIed red blood cells. Twenty- 

after storage 

at -80 C for periods between three days and 19 
months; seven units were studied after storage at 
-1-0 C for periods betiveen five days and 10 
months. Studies were also done on an additional 
five units stored at -20 C prior to availability of the 
lower-temperature boxes. The techniques for label¬ 
ing, addition of ascorbate, and counting of samples 
are reported elsewhere.'^ The volume of labeled 
cells administered to the recipient was 50, 100, or 
350 ml., depending on the specific activity of tlie 
radioactive chromium used for tagging and the 
presence or absence of a therapeutic need for the 
cells. Samples were removed from a different vein 
of Hie recipient 5, 10, and 15 minutes after trans¬ 
fusion, Hien one and three days after, and then three 
times per week as long as the patient was available 
for study. The longest such span was 33 days. Recip¬ 
ient blood volume was estimated on tire basis of the 
first three counts immediately after transfusion, Tlie 
data for 24 units of blood stored at -80 and -120 C 
showed a range of immediate survival between 64 
and 98%, with a mean of 84.6% (see figine). Two 
findings are wordiy of comment. First, there was 
no apparent effect from storage time per se. Tliat 
is, witliin the period covered by this study, cell 
smwival seemed to be independent of time and re¬ 
flected merely the effects of processing alone. Red 
blood cells currently in storage will be studied at 
future time increments to determine the interval at 
which loss of cells from storage will exceed the 
background loss from the methods of processing. 
Second, the une,xpectedly good immediate survival 
after transfusion may reflect a selective population 
of cells. It is suggested that the loss of cells by 
lysis during processing may represent removal of 
red blood cells undergoing irreversible random 
damage during collection and processing. 

Only 7 of tlie 100 units of blood stored at -120 C 
have been studied so far. These are insufficient data 
for comparison of optimal storage temperature. 
Due to the unanticipated high rate of survival ot 
cells at -80 C, it may be a considerable period ot 
time before any difference between the two storage 

temperatures will emerge. . 

In addition to the immediate post-transivsm 

survival, the subsequent rate of in 
followed in four cases where the f ^ 

in Ae hospital long enough A permit long-t^™ 
follow-up study. These data (t«We 1) 
in two patients the disappearance of labeled 
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> occurred at a normal rate of 50% in 30 days. In the 
; otlier Uvo patients, the rate was accelerated to 1.4 
and 2.0 times normal. Each of the latter patients 
- was a sick recipient. One received x-ray radiation 
* to a total dose of 1,892 r during the one-montli 
period his cell surxdval was being followed. The 
. otlier was in a terminal phase of carcinoma of the 
^ intestine and blood loss into the gastrointestinal 
tract could not be excluded. 

In litro studies have sho%\Ti o.xj'gen-carrjang 
capacity of the pre\aousIy frozen eryihrocytes to be 
entirely normal. 

Supernatant HemogJobin—As noted earlier, post¬ 
processing storage of cells at ordinarj' refrigerator 
temperatrue is accompanied by a rising concentra¬ 
tion of free hemoglobin in the supernatant solution 
surrounding the cells. Immediately after degly- 
cerolization and resuspension of tlie cells, free 
hemoglobin is present in amounts totalling 150 
mg.% (table 2). With storage, this level rises to an 
average of 240 mg.7o at one week and 300 mg.% 
at tsvo weeks. The amount of free hemoglobin 
which would be given in any single transfusion 
would be no greater than 10% more tlran tliese 
figures, as the supernatant phase of the concen¬ 
trated red blood cells averages about 110 ml. As 
noted earlier, a recent change in experimental 
technique resulted in a marked reduction in the 
above figures for accumulation of free hemoglobin 
during storage at 4 C in the few instances when 
it was used. An aliquot of 30 ml. of autologous 
plasma uath A. C. D. solution is saved during stor¬ 
age. Substitution of this for the standard resuspen¬ 
sion medium has decreased hemoglobin liberation 
from twofold to fivefold. This relatively insignificant 
amount of hemoglobin can be reduced furtlier, if 
desired, by the simple mechanical removal of the 
supernatant phase at the time of administration. 

Plasma hemoglobin concentrations were studied 
at five minutes and 24 hours in 33 recipients of 
frozen blood. Tire average rise was 30 mg.% im¬ 
mediately after transfusion. In all cases this re- 

Table l.—Rate of in Vico Decay of Red Blood Cells in Four 
Patients 



Ca«e Xo. 

Day.s 

Sampled, 

No. 

Survival, 

Vo 

T-%, 

Days 

Rate of 
Disappearance 

15.., 


24 

Si 

2S 

Normal 

IS... 


33 

90 

10 

2 tinie« normal 

31... 


19 

90 

30 

Normal 



1.5 

SC 

•21 

1.4 times normal 


valuf^ IS expressed in days, beintj the day at which the unit 
activity (Cr-^) of red blood cells has fallen to oO^ of the immediate 
'mnival \alue, as obtained by extrapolation. 


turned to pretransfusion levels in 24 hours. It is 
important to select an accurate and sensitive 
method for determination of plasma hemoglobin 
level for proper evaluation of studies of this t\pe. 
The benzidine technique of Crosby and Furth 
was used tliroughout tliis study except for the oc¬ 
casional instance where tire amount of hemoglobin 


was high. In this case the technique of cyanome- 
themoglobin of Crosby and co-workers was used. 
Resting pretransfusion recipient plasma hemoglobin 
levels averaged 20 mg.%, wdth one isolated reading 
as high as 60 mg.%. This is above the anticipated 


Table 2.—Supernatant Hemoglobin Levels, in Milligrams 
per 100 Cc., in Stored Resuspended Red Blood Cells 


Experiment Xo. 


Storage at' C, Days 

MOW 

Resuspension 

Medium 

M*52S 

Resuspensioa 

Me^um 

M5C1 

(10^ plasma! 


150 

170 

2S 


215 

•270 

50 

7. . 

290 

310 

W 


3S0 

500 

150 


. oOO 

520 

30 


range for “normals” but probably was due to tire 
various illnesses present in most of the recipients. 
Plasma bilirubin ler’els n-ere occasionaJly tested 
three hours after transfusion and showed no rise 
secondary' to the administered blood. Hemoglobi- 
ntuia did not occur in any of the cases. 

Experimental injection into rabbits of hemo¬ 
globin, washed stroma, and hemoglobin-stroma mix- 
tiues, in concentrations ranging up to 100 times 
the maximum amount of hemoglobin which would 
be administered in the form of frozen red blood 
ceUs, have failed to disclose any deleterious effect 
Or iron accumulation in analyzed organs. These 
data are the subject of a separate report.’® 

Summary 

Human red blood cells processed in a closed- 
system Cohn centrifuge and stored in glycerol solu¬ 
tion at —80 and —120 C have been transfused into 
recipients after preser\'ation up to 19 months. Tlie 
sterility of the system made possible an additional 
post-thawong storage of the cells up to 11 days at 
4 C for distribution to the hospital in which the 
transfusions were administered. No transfusion 
reactions of any kind were noted. The cells ap¬ 
peared therapeutically comparable to cells in stand¬ 
ard A. C. D. solution stored up to 21 days at 4 C. 

281 South St. (30) (Dr. TuUis). 

This study was carried out under contract sritli the OBice 
of Naval Researcli, Department of the Navy, with funds 
supplied by the research and development departments of 
the U. S. Na\y, Army, and Air Force. 

The storage cabinets used in this study were designed, 
constructed, and maintained by the Harris Refrigeration 
Company, Cambridge, Mass. 
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method could be minimized if the processing were 
carried out in a closed system which imposed no 
limitation on the volume of solutions with which 
the cells could be washed. A centrifuge bowl de¬ 
signed for this specific purpose was first demon¬ 
strated in 1954.'* These principles were later incor¬ 
porated into an apparatus knovui as the Cohn ADL 
fractionator. This apparatus, which has been de¬ 
scribed in detail elsewhere,® contains t%vo refrig¬ 
erated, continuous-feed centrifuge bowls. Each 
howl and the parts with which the blood comes in 
contact may be put in the autoclave as a unit, thus 
permitting operation without bacterial contamina¬ 
tion. Evidence has been presented that human red 
blood cells collected and separated in the machine 
sui^ive as well in vivo as cells collected by conven¬ 
tional blood bank methods.” With these semiauto¬ 
matic methods, the time required for the removal 
of glycerol is shortened, the processing can be 
performed without bacterial contamination, the 
operator can wmrk at comfortable temperatrures 
while the cells are refrigerated, and the obsious 
advantages of mechanization are present. 

Methods 

With 73 ml. of A. C. D. solution (National In¬ 
stitutes of Health formula A) used as an anticoagu¬ 
lant, 500-ml. units of blood were collected into 


Tabus 1.—Composition of Solutions” Used in Eguilibration 
of Red Blood Cells with Glycerol and in Removal of Glycerol 
from These Cells 


Equilibration with Glywrol Gm./Liter 

Solution A 

GlyceroU . 50D.0 

Sodium lactate . 29.2 

Potassium chloride . 0.3 

Glucose . 2.0 

Removal of Glycerol 
Solution B 

Glycerol . 100.0 

Sodium lactate . 07.2 

Potassium chloride... 0.3 

Solution C 

Sodium lactatef . 23.1 

Potassium chloride . 0-3 

Solution D 

Sodium chloride . 8.5 

Resuspension Sledium 
Solution E 

Albumin . 50.0 

Glucose . 4.0 

Potassium pho'sphate, dlba«ic . 3.5 


adjust to 0.15 with sodium chloride 
adjust to pH f».0 \Nith sodium bicarbonate 


* Solution^ sugge^ted by Dr. Ivan Brown, Duke University, Durhaiu, 
N. C. 

t Molarity of solution calculated from manufacturer's c-stlmatc of 
percentage of sodium lactate In the solution. 


plastic blood bags. The solutions used to equilibrate 
the cells with glycerol and to remove glycerol from 
the cells (table 1) were prepared and stored ac¬ 
cording to accepted procedures for human in \ivo 
use. Frequent bacteriological and p>Togenic tests 
were carried out. 


After thorough cleaning of the centrifuge car¬ 
tridge, the disposable plastic parts and the bottles 
containing solutions were attached. The unit as a 
w’hole was put in the autoclave for 43 minutes at a 
pressure of 10 lb. per inch.®* 



Fig. 1.—Schematic diagram of centrifuge cartridge assem¬ 
bly for equilibrating red blood cells with glycerol. 


The plastic containers used throughout this study 
w’ere equipped \vith plastic tubing projections. 
Thus, a sample of the contents of the containers 
could be removed, without risking contamination, 
by forcing some of the contents into the tubing pro¬ 
jection and separating a length of tbe projection, 
by means of a dielectric sealer, from the container. 

Equtlibraiion of Cells with Glycerol Solution.-- 
A schematic diagram of the centrifuge cartridge 
assembly for equilibrating tbe red blood cells with 
glycerol is shown in figure 1. A sheathed sWlet, 
with which to connect the plastic blood bag and a 
bottle of glycerol solution share a common plastic 
tube w’hich connects with the entry port of the 
centrifuge bowd. A plastic bag to receive the plasma 
during the red blood cell-plasiria separation and a 
plastic bag to receive the wnste glycerol solution are 
showm connected to a tube leading from the centri¬ 
fuge bowd. After the washing operation is com¬ 
pleted, the centrifuge bowd discharges its red blood 
cells into a separate plastic bag in which they are 
frozen. By sealing the plastic tubing and cutting 
through the seal, one may separate any of tire 
plastic bags from the system without contaminating 
either the system or the contents of tlie bag. Slight 
pressmes of nitrogen gas were used to force wash 
solutions into the centrifuge bowd. The rate of flow' 
of blood or wash solution tlirough the system was 
controlled by means of adjustable clamps on the 
plastic tubing. The vents for the system (not showm 
in diagram) were protected from bacterial con¬ 
tamination by means of filters. 

Tile centrifuge cartridge, after being cooled in 
the fractionator, was set in operation at 5,000 ipm. 
With use of sterile technique, the plastic bag con¬ 
taining the blood-A. C. D. mixture was punctured 
with the sheathed sUdet and the blood was forced 
by graidU' to enter the centrifuge bowd at a rate of 
50-60 ml. per minute. The red blood cells remained 
in the spinning centrifuge bowd, and the plasma 
w’as -collected in its plastic bag. 
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Tlic glycei-ol solution (solution A of table 1) was 


then allowed to enter drop-wise at a slow rate. The 
nUcrna structure of the centrifuge bowl caused the 
glycerol solution to enter at the bottom of the 
bon^l, rise through the cells, equilibrating with 
hem, and spill ot^er at the top. The waste solution 
icn passed out of tlie centrifuge bowl into its 
pla.slic bag. After 100 to 200 ml. of solution A had 
washed the cells, the rate of flow could be increased 
to 40-50 ml. per minute. When the cells were 
equilibrated with the glycerol solution, the cen¬ 
trifuge bowl was slopped; allowing the red blood 
cells to fall into their plastic bag, and the bag was 
scaled off and separated from the centi'ifuge car¬ 
tridge.' 

Refrigeration Ec/nipnicnt.~Tbc cells were wrapped 
in aluminum foil as a protection against dehydra¬ 
tion and were placed in a cardboard bo.\ to protect 
the plastic bag, which becomes brittle at low tem¬ 
peratures, Tlic box was then placed directly in 
either of two storage cabinets maintained at 
-SO C ±2 and -120 C ±2. The -SO C unit has a 



two-stage compressor system, with a storage ca¬ 
pacity of 4.8 cu. ft. Tlie -120 C unit has a tliree- 
stage compressor system with a storage capacity of 
6 cu. ft. The cabinets were equipped with an auto¬ 
matic temperature recording device and an alarm 
system which ^^'amed of temperature rises. An 
auxiliary generator was available in the event of 
power failure. 

Removal of Ghjcerol Sohiiions.—On removal of a 
unit of cells from the low-temperatnre cabinets, the 
plastic bag containing the cells was placed in a 
water bath at 37 C, As soon as the cells were 
thawed, the bag was punctured through a sterile 
s}?eath with a stylet, and the cells forced into the 
centrifuge bowl, which was spinning at 4,000 rpm. 
It is important that the cells be removed from the 
Wtitei* bath as soon us they are thawed (about 15 
minutes), in order to avoid cellular deterioration. 

A schematic diagram of the centrifuge assembly 
for the removal of glycerol from the red blood cells 
shown in figure 2. A sheathed stylet with which 


IS 

to 


shown in ngure z,. n. 

connect the plastic bag containing the red blood 


cells and three separate bottles of wash soIuHon 
share a common plastic tube which connects\S 
he entry, port of the centrifuge bowl. A "Se bt 
to receive the used wash solution is 
nected to a tube leading from the centrifuge bowl 

trifuee^bn'^foperation is completed, the cen- 
ituge bowl discharges its contents, of red blood 
^ plastic administration bag. 

The tandem arrangement of the bottles contain¬ 
ing wash so utions B and C (fig. 2} provided a grad- 
nal rather than an abrupt change in the toniciw tc 
which the cells were subjected. As sho'vn in fable 
1, solution B had a relatively high tonicity, while 
solution C was isotonic for red blood cells. llTier; 
the cells were in the centrifuge bowl, solution E 
was allowed to enter drop-wise, and this rate 
could be gradually increased to 20 to 30 ml. pei 
minute. After 1 liter of solution B had entered the 
bowl, a clamp between the bottles containing solu 
tion C and solution B was released. Thus, as eacl 
drop of solution B left its bottle, it was replaced b] 
a di'Op of solution C, Since the density of solution 
C was less than that of solution B, the drops of so¬ 
lution C tended to rise. Finally, the I'emaining liter 
of solution C was washed through the cells. 

When both solutions B and C had passed through 
the centrifuge, 1 liter of solution D (0,85% sodium 
chloride) was passed through. The centrifuge was 
stopped, and the cells dropped into a plastic con¬ 
tainer labeled “red cells” (fig. 2). This bag con¬ 
tained 60 ml. of solution E and the resuspension 
medium in which tlie cells were stored until trans¬ 
fused. Since tills solution contained a protein, the 
bag in which it was contained was not put in the 
autoclave witli the centrifuge cartridge but was 
attached, with use of aseptic technique, just before 
the centrifuge was stopped. 

Determination of Ghjcerol Concentration.-lhe 
quantity of glycerol contained in the cell suspen¬ 
sions was determined by a modification of the spec- 
tropliotometric method of Karnovsky.’ A sample of 
a red blood cell suspension which had not been 
equilibrated with glycerol was used as a blank, and 
the difference was attributed to the glycerol. 

Determination of Cell Lysis.—The amount of a 
cell suspension which was l)'sed during processing 
was estimated by determining the amount of lierno- 
globin in the wash solutions. Hemoglobin level de¬ 
terminations in the wash solutions were made from 
readings on a Coleman junior spectrophotometer 

set at 455 mfi. A standard curve was plotted from 
dilutions of lysed red blood cells, 
hemoglobin in unknown solutions were derive y 

“ZStogtol Sf»rfte.-Each I.mt of cells « 
tested for bacterial contamination after bemg eq 
librated witli glycerol and after 
glycerol. By sealing off a plastic 
of the plastic container, it was possible t > 
sample of the contents of the container 
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danger of contamination of tlie remaining cells. For 
each sample tested, three Sabouraud’s medium 
slants, three blood agar plates, and three tubes of 
thioglycoUate glucose broth were inoculated. Cul¬ 
tures of each of the three mediums were incubated 
at 4 C, at room temperature, and at 37 C. 

Results 

The present report is concerned with units of red 
blood cells which were processed in the period 
from November, 1955, to July, 1956. During tliis 
time, 175 units of cells were frozen either at -80 or 
at -120 C. Fift)' units hav’e been used for in vitro 
evaluation studies. A separate report ® is concerned 
with in vivo evaluation of these cells. The remain¬ 
der of the units will be evaluated as they reach 
appropriate times in storage. 

Bacteriological Studies.—In two cases, breaks oc¬ 
curred in Ore plastic storage containers due to the 
brittleness of the plastic at low temperatures. After 
die removal of glycerol, bacteriological testing pro¬ 
duced positive cultures. 

In tests made on 175 units of cells after equilibra¬ 
tion ivith glycerol, and again on 47 of Uiese units 
after the removal of glycerol, no furtlier positive 
cultures were obtained. Farther evidence of the ab¬ 
sence of bacterial contamination during processing 
is obtained from the observ'ation that no pyrogenic 
reactions occurred in patients receivmg these cells. 

Titne Required for Processing.—The equilibration 
uith glycerol of a unit of red blood cells requires 
from 45 to 50 minutes in the Cohn-ADL blood 
fractionator. Tire removal of glycerol requires from 
90 to 120 minutes in the fractionator. 

Recovery of Cells.—Tire percentage of cells which 
are lysed b}'^ tlie equilibration with glycerol and by 
the removal of glycerol was determined by a meas¬ 
urement of the hemoglobin level contained in wash 
solutions after the cells were processed. The results 
of such determinations both after equilibration with 
glycerol and after removal of glycerol are showm 
for three miits of cells in table 2. The equilibration 
of tlie cells unth glycerol resulted in a loss of from 
1.1 to 1.8% of the total cells. From 9 to 12% of the 
total cells were recovered as hemoglobin in the wash 
solution used to remove the glycerol from the cells. 
It should be emphasized tliat this latter loss not 
only is a result of the removal of glycerol but also 
includes the loss of those cells which are lysed or 
injured by freezing and thawing. Since tlie units 
recorded in table 2 were in storage for one month 
or less, losses occurring as a result of length of 
time in storage are not a factor. 

Losses of cells as intact cells, when being trans¬ 
ferred from container to centrifuge bowl, and in 
otlier transfers, as cells used for cross-matching and 
serology', and as cells used in bacteriological testing 
account for approximately 8 to 10% of the original 
cells. Added to the losses occurring as a result of 


equilibration rvith glycerol and removal of glvcerol, 
a total loss of approximately 20% of the cells occurs. 

Removal of Glycerol from Cell Suspension.—Sam¬ 
ples of eight units of cells were tested after the 
removal of glycerol to determine the amount of 
glycerol that was not removed from the cells by the 
processing. In all eight rmits, the glycerol content 
was found to be less tlian 1 Gm. per 100 cc. 

Reliability of Refrigeration Equipment.—A con¬ 
stant consideration during the course of these ex¬ 
periments concerned the feasibUitj' of. maintaining 
the temperatures of -80 and -120 C, at which the 
cells are stored. Three failures of the equipment 
occurred. In one, a power failure in the lines of the 
local utihty' company resulted in a rise in temper¬ 
ature to -60 C. A further rise in temperature was 
prevented by placing solid carbon dioxide in the 
storage cabinet. Recurrence of this type of failure 
has been prevented by the installation of an emer¬ 
gency generator. 

In rivo other failures mechanical breakdowns 
occurred in the compressors. The prompt attention 
of mechanics prevented these failures from result¬ 
ing in significant temperature rises. It is unneces¬ 
sary to open tlie storage cabinets in order to repair 

Table 2.—Percenfoge of Cells Lost in Each Stage of 
Processing 


Time In .Storage, Days 

Equilibration 
iritli Glycerol 

Removal of 
GIrcerol* 

Total 


1,8 

10 

11,6 

7. 

1.8 

12 

13.8 


.. 1.1 

9 

lOJ 

Total. 



33.7 

Av... 



11.0 


•IncluainB cells hemoly.'ed by Ircczlnfr and thawinp. 


the compressors, so tlie heavy insulation of tlie 
cabinets prevents rapid rises in temperature when 
mechanical failures'occur. 

No special significance xvas attached to tlie tem¬ 
perature at which cells were stored in these e.xperi- 
ments. Since much work on the freezing of cells has 
been carried out at the temperatures of solid car¬ 
bon dioxide, one cabinet was designed so that it 
would operate near -79 C. The cabinet was found 
to run at -80 C and was not adjusted. The tem¬ 
perature of -120 C was chosen in conference with 
the manufacturer of tlie equipment as his estimate 
of a temperature which could be obtained with 
practical equipment. 

Comment 

Tlie principal objective of this study was to estab¬ 
lish a set of results, obtained from a sufficient num¬ 
ber of e.xperiments, against which future improve¬ 
ments in tlie present metliod could be compared. 
Future reports concerning the cells now in storage 
will add more such data. The composition of tlie 
wash solutions, the volume of wash solutions, and 
the rate of washing might all be modified so ^at a 
shorter time for processing and improvement in the 
number and quality of recovered cells would result. 
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120 minutes m the 
OoJ)n ADL blood fractionator was required to re¬ 
move the glycerol from each unit of cells. This is a 
considerable reduction in the time required by con- 
ventiomil centrifuge methods. TJie standard model 
ol the Cohn ADL blood fractionator consists of two 
centrifuge units, and, whenever required in the 
picsent stud)', lu’o units of cells were processed in 
the machine simultaneously by. the same operator 
thus reducing the unit time by one-half. If a large- 
scale program were considered, a series of centri¬ 
fuge units could be arranged so that a trained oper¬ 
ator and an nssisinnt u'ould be able to process a 
large number of units simultaneous!)'. In this man¬ 
ner, the time required per unit of colls could be 
greatly reduced. 

Perhaps of .significance to otliers interested in 
low-temperature storage is llie record of perform¬ 
ance of equipment operating at -SO and -120 C, 
Power failures can be met by an emergency gener¬ 
ator. Placing the mechanical parts of the equipment 
in a position so that the)' can be repaired without 
opening the storage cabinet takes adv'antage of the 
heavy insulation in slowing tiie temperature rise. 
Although full confidence must await longer trials, 
performance in our laboratory indicates that tem¬ 
peratures as low as -120 C may be maintained 
satisfactorily for long periods. 

Summary 

method for the equilibration of red blood cells 
with glycerol and for the removal of gl)'cerol from 
these cells, utilizes the Cohn ADL blood fractiona¬ 
tor. In periods of storage from one day to three 
month.s, an ax'erage of S0% of the donor cells were 
available for transbision into three recipients. Ex¬ 
cept in knou'n instances of breaks in sterility, no 
bacterial contamination was observed. 

The equilibration of a unit of cells with glycerol 
requires 45 to 50 minutes in tlie Cohn ADL blood 
fractionator, and the removal of glycerol requires 
90 to 120 minutes. Temperatures were adequately 


J-A.M.A., Sept. 27, jgjj 
maintained at -80 C and -120 C with mechamVii 

dS 

281 South St. (30) (Dr. TuHis). 

■niis study was carried out under contract with tiie 
of Naval Research, Department of the Navy, \rith funi 

tho and development departments of 

the U. S. Navy, Army, and Air Force. 

The storage cabinets used in tliis study were designed 
constructed and maintained by tlie Harris RefrigeSion 
Company, Cambridge, Mass. 
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P eptic esophagitis,—C holecystectomy for cholelithiasis was performed in 
four patients witiiout relief of symptoms. In one patient, subsequent sphinc- 
tevolomv for a presumptive diagnosis of biliary dyskinesia also faded to relieve 
the symptomatology. Gastroenterologic examination from one to eight years later 
revealed hiatus hernia (sliding) with peptic (refiux) esophagitis, 
produced SN'mptomatic relief in three patients, while one required 
ventiou for'repair of the hernia. The “postcholecystectomy syndrome is in some 
instances a result of inadequate preoperative investigation. Pepric esophagitis maj 
tov rt.e symptoms of o paHon, with 

hlodckr wteoovor heartburn and ttour regurplatton ^ 

picture. In these patient, the deepen ^ g* 

an indication for barium meal study. The h'Sj “"ce 

bladder makes such S d Peptic Esophagitis Simulating the 
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CLINICAL NOTES 


TUBELESS GASTRIC ANALYSIS 

Harold L. Rosenthal, Ph.D. 
and 

Salvatore Buscaglia, B.S., Rochester, N. Y. 


The tubeless detection of gastric acidity, as de¬ 
veloped by Segal and associates,* makes it possible 
to ascertain the state of gastric acidity in specific 
cases or in mass screening examinations without 
the use of complicated or cumbersome chemical 
procedures. The rationale of tubeless analysis de¬ 
pends on the use of a dye, azure A, which is re¬ 
leased from a cation exchange resin by free hydro¬ 
chloric acid in the stomach. In the presence of free 
acid, the free dye is absorbed and consequent!)' 
excreted in the urine and the blue color of the urine 
may then be visually compared wth a solution of 
azure A of knou'n concentration. 

It has been reported by otlier workers “ tliat in 
about 50% of the tests tlie azure A is e.xcreted in a 
reduced, colorless form that requires oxidation wth 
acid and heat to bring out die color. In our ex-peri- 
ence, about 75% of die positive samples require 
oxidation. Since azure A is a thionine dye similar 
to methylene blue, it is easily reduced wth ascorbic 
acid in acid or alkaline solution. The presence of 
ascorbic acid and reductone in urine is probably 
responsible for the excretion of azure A in die color¬ 
less, reduced form. The ease wth which ascorbic 
acid reduces die azure A makes it possible to use 
the test urine sample as its oira control, thus elimi¬ 
nating the collection of a control sample. 

Methods and Materials 

The highly satisfactor)' modified test, in use in 
this laboratory for about one year, is as follows: 
Patients in the fasting state are given two tablets 
(0.5 Gm.) of caffeine and sodium benzoate by 
mouth with on ■'-half glass of water. The patient is 
permitted to urinate at xvill. One hour later, the 
bladder is emptied and the urine discarded. The 
patient is given the azure A granules with one-half 
glass of water, and all die voided urine is collected 
for the next two hours. 

For analysis, the urine sample is diluted to 300 
ml. To about 15 ml. of die diluted sample in a large 
test tube, two drops of oxidizing reagent (200 mg. 
of copper sulfate in 100 ml. of 187o hydrochloric 
acid) are added; this is placed in a boiling water 
bath for 10 minutes. It is then allowed to cool to 
room temperatiue for two hours. Samples that are 
not obviously positive are divided into two portions 

From the Di\asion of Biodiemislr}*, Pathology Department, Rochester 
General Hospital. 


in test tubes. To one tube a pinch (300 mg.) of 
ascorbic acid is added and mixed to reduce the dye. 
The o.xidized and reduced samples are compared 
with the 0.3-mg. and 0.6-mg. azure A standards. 

Results 

In 32 patients who secreted free hydrochloric 
acid and in 10 wth h)'pochlorhydria or achlorhy¬ 
dria, most of whom were ambulator)', the simplified 
procedure yielded results identical wth the more 
complicated control and test urine sample tech¬ 
nique. Since the test sample contains the pigments 
of urine collected over a two-hour period, as com¬ 
pared wth the one-hour control sample, most of 
the test samples, reduced wth ascorbic acid, ap¬ 
peared darker than the control. 

In tluee other cases the diagnosis was altered 
from hj'pochlorhydria to achlorhydria when the test 
sample was used as its own control. In one patient ' 
wth proteinuria, the azure A test was obviously 
invalidated and required standard intubation tech¬ 
niques for evaluation. 

Conclusions 

As a mass screening procedure for the diagnosis 
of pernicious anemia, gastric cancer, and duodenal 
ulcer, the tubeless analysis for gastric acidity is a 
useful teclmique. The elimination of the control 
sample simplifies tlie procedure in that one urine 
sample serves for both the test and the control. For 
the busy clinic, hospital, or office, a single urine 
sample decreases the effort of monitoring samples - 
on many patients. In addition, the single urine col¬ 
lection makes instructions to the patient simpler 
and avoids the need for retesting due to inadequate 
sampling. 

501 Main St. \V. (8) (Dr. Rosentlial). 

The azure A resin compound used in tliis study was 
supplied as Diagnex Blue by E. R. Squibb & Sons, New York. 
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POTENTIATION OF ANTIHYPERTENSIVE THERAPY BY USE OF CHLOROTHIAZIDE 

Jethro B. Rochelle m, M.D., Allen C. Bullock, M.D. 

and 

Ralph V. Ford, M.D., Houston, Texas 

Although chlorotliiazidc (Diuril) was initially associated with addition of chlorothiazide to the 

introduced as an orally given diuretic,* subsequent combination Rauwolfia—mecamylamine antih)q)er- 

clinical trial readily revealed this agent to possess tensive regimen was essentially the same as with 

significant antihypertensive properties. In 25 pa- the former group {table 2). 

tients moderate hypertension had been somewhat Comment 

less than adequately- controlled for a period of at r i i a a 

least six months with Rauwolfia (Raudixin) alone. Although tire results of this study furdier define 

In another 25 patients it had been inadequately the hypotensive properties of chlorothiazide, the 

controls fot a lilar period with a regimen of fundamental problem of the mechanism of this re- 

Rauwolfia and mecamylamine (Inversine). Chloro- 2.-Correlation of Changes in Blood Pressure and 

thiazide (500 mg. after breakfast and lunch j was Weight in Antihijpertensive Regimens After Addition 

added to the therapeutic regimen of each patient. of chlorothiazide 

In the first croup of patients, the upright mean Knmroifla-- 

blood pressure was reduced from 

(it 131 mm, Hg to 109 mm. Hg (p<0.01) after 1- >•»■* 

wcob of clilorotWazicle therapy. A . J *, ' S 

_ 1 10 ^ve^W ft able 1). In the group of patients Dccrense 20 12 10 

roeeilVrtog combination of Eamvolfia and „ n » « 

mecamvlamine, the mean blood pressure in Uie up- n„ eutmec . 574 s 

r™ght position was reduced from o-e control value .- - s 

of 139 ram. Hg to 102 mm Hg . ” ™ ” 

weeks of chlorotlnaaide therapy. A contempora y 

decrease in body weight occurred {table 1). Mlv aooatent. We'haverec«.tly 

a reties and ^ (as manifested 

' ,,i„a aV»1>» I-V- “ reflection c* „ a, well as decreased 

T.„n,r.av. n'-M. by enhanced sodium excret^ ^ 

c-u.. .S™S! <« in “>’ '!™f aiv resht to toe rvith chlorotliteide 

\ftpr.iwK-. oi tiioriipy.. itoi^ <-0 001 171 NS tlie encouraging resu . „ due to tlie fact 

AnorGwV.of ..™.. , < 0.001 in < 0.01 in the treatment 0 bypertension^ 

on ?:^etSve admiUi- 

_ StS <“. “on'”Sgbaditactana^ert^^^^^^^ 

Alter f.wv. Of tiiernity.. i<-/o^^^ 132/87 ( 102 ) < 0.001 v-s <0-01 |^g excluded, present ppv, with the use of chlo- 

X=yp=n\rearesn,.ofitsdi»r* 

Holcon^e Blvd. (31) (D. Ford). 

With addition of chlorothiazide to The chlorotliiazide .|^”jnveriL by Merck Sharp 

anlihyperlensive regnen. ^ 

the patients evidenced n the largest „ Raadmn b, E. R- Sa” 

associated With a ga „Kowed a decrease m References . 

_________---—-- of Diuretics as AntiiyP 

r™ ”f ;r«tST».a. .<v..-» „*ca, 

rdminisuotion HospUnl. 
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ANOMALOUS CASE OF EDEMA, ANASARCA, ANT) POLYSEROSITIS 


Leonard G. Ro\Mitree, M.D., William J.’Winter, M.D., Harvey E. Bro^vn Jr., M.D., C!oral Gables, Fla. 

and 

Robert J. Boucek, M.D., Miami, Fla. 


Recently, we have had occasion to study another 
case of anomalous edema, characterized by a slowly 
progressive dowmward course ending in anasarca, 
polyserositis, and death. The diagnosis in life was 
indeterminate despite several montlis spent in the 
hospital and innumerable laborator)' tests. Clinical 
studies and autopsy e.vamination excluded all tire 
ordinary causes of edema (diseases of heart, liver, 
kidneys, and blood) and also more unusual s>ti- 
dromes. 

It is thought that tlris case may represent a new 
srmdrome similar in part to three otlrers preriousty 
reported by one of us,' representing a disease that 
is the antithesis of diabetes insipidus, characterized 
by salt and.water retention and postulated as pos¬ 
sibly due to “hj'perpitressinism.” If it does, then it 
represents a fulminating form of the same, and 
our first autopsy' report of such a case. 

Report of a Case 

A 39-year-old female had noted gradual onset of periorbi¬ 
tal, scalp, and ankle edema in the fall of 1954. Her weight 
rose from 135 lb. (61.2 kg.) in September, 1954, to 155 lb. 
(70.3 kg.) in February, 1953. She had noticed no change 
in thirst, desire for salt, frequency of urination, or marked 
fluctuations in hef edema or weight. In 1937 her left 
fallopian tube and an ovarian cyst had been removed. For 
two years her menstrual periods had been irregular, and for 
one year she had had infrequent "hot flashes.” In January, 
1933, her local doctor had informed her of a "left pel\-ic 
mass.” 

On her initial hospitalization in Februaiy, 1933, she dis¬ 
played edema of the scalp, periorbital areas, and ankles. 
Ph>'sical e.xamination was otherwise negative except that 
attempts at pelvic examination were unsuccessful. The pa¬ 
tient’s blood pressure was 118/72 mm. Hg. Abnormal lex'els 
of blood pressure were never obtained. 

Numerous laboratory studies were performed, witli normal 
results being obtained (see table). Her edema partially 
subsided, and she was discharged from the hospital in April, 
1953, weighing 149 Ib. (67.6 kg.). 

While at home she had gradual weight gain witlwut 
noting change in water or salt intake or urine output. On 
tcadmission to the hospital on June 12, 1933, she weighed 
168 lb. (76.2 kg.). Edema of the face and scalp, distended 
cervical veins, engorged breasts, bilateral pleural effusion, 
ascites, and marked edema of the lower abdominal wall and 
lower e.\tremities were present. The heart soimds, rate, and 
rhythm were normal. Pelvic e.xamination was again imsatis- 
factoiy. 

Until her death on Jan. 7, 1956, there was slowly progres¬ 
sive anasarca, witli distressing accumulations of fluid in 
serous cavities and subcutaneous tissue. Repeated laboratory' 
diagnostic studies vv'ere performed without a clue as to 
diagnosis. Pleural, pericardial, and peritoneal fluid was re¬ 
moved on several occasions, in total amount over 20 liters; 


From the medical service. Veterans .\dministration Hospital (Drs. 
Rovvntrcc, Winter, and Brown) and the Howard Hughes Medical Insti- 
tute (Dr. Bouceh). 


the fluid was normal on cytological, culture, and smear 
study, as well as on study of several guinea pig inoculations. 
Catlieterization of the right side of the heart was performed 
on Nov. 10, 1953, at the National Children’s Cardiac Hos¬ 
pital. Findings failed to reveal any disturbance in measurable 
cardiac physiology. 

Attempts to control the fluid accmnulation with the usual 
diuretic measures (ammonivun chloride, acetazolamide 
[Diamo.x], potassium chloride, mercaptomerin [Thiomerin] ' 
sodium, and meralluride [Mercuhydrin] sodium) were at 


Laboratory Data of Patient with Edema Followed by 
Anasarca and Polyserositis 


During Birst 

Test Admission 

Hemoslobin level, Gm, 13.5 
White blood cell count, per &,450. normal 
cu. mm. differential 


Criae: specific gravity 1.016 

-Albumin Negative 

W'hite blood cells per high. 

power fieid 0-2 

Sugar Xegative 

24-Hr. protein, mg. 


During Second 
-Admission 

13-15.5 {range ot 11 de¬ 
terminations) 7.630-16.- 
250 (range of 13 de¬ 
terminations); normal 
differential 
1 . 002 - 1-022 
(range of 17) 

Faint trace 
(maximum of 17) 

1-3-10-15 
(range of 17) 

Negative 

50-136 

(range of 5) 


Maximum dilution 

Sodium excretion, iDEq./2-l 

l.COl 

... 

hr. 

Potassium excretion, mEq.^ 


3.13-312 

24 hr. 

Chloride excretion, mEq.y24 

... 

3.74-172 

hr. 

PbenoIsuIfODphthalein 

lS^‘at 15: 

25.3-492 

e.xcretioD, mio. 

SGTc at 20 


Crea clearance, ^ of normal 

82 

^‘(9/13'50) 

Urine culture 

Xegative 

Negative five times 

Serum calcium level, mg. Te 
Serum phosphorus level. 

11 

mg. <rc 

Serum bilirubin level, mg. ^ 

4.2 


... 

0.6 

Urea nitrogen, mg. ‘ic 
Thymol turbidity, units 

17 

G-22 (range of 15) 

... 

2.5 

Cephalin flocculation 

... 

Negative in 4S hours 

Cholesterol, mg. ^ 

Alkaline phosphatase level. 

254 

175 

Bodansky units 
Prothrombin time, Sc oi 

... 

4.6 

normal 

Congo red, ^ absorption 

... 

100 

in 05 min. 

... 

23 

L. E- cells 

... 

Negative four times 

Sodium, laEq./liter 

... 

126-136 (range of 17) 

Potassium, mEq./liter 

... 

2.47-6 (range of 17) 

Chloride. mEq./liter 

... 

96-107 (range of 17) 

COs, mEq./liter 

Culture for fungus and 
acid-fast organisms of 


2S-3G (range of 17) 

pleural fluid 

Thyroid uptake, at 

24 hr. 

19 (euthyroid) 

Negative four times 

Electrocardiogram 

Normal 

Low voltage T waves, 


Roentgenologic studies: 
Chest 


Skull 

Intravenous pyelogram 


Within normal 
limits 
Normal 

AVIthin normal 
limits 


consistent with 
anasarca 

Bilateral pleural effu¬ 
sion 


times transiently and only partially successful. Digitalization 
on two occasions and administration of ACTH and predni¬ 
sone on other occasions were without apparent benefit. 
Gradually all diuretic measures were to no avail, and she 
became weaker and apathetic; without developing new signs 
or symptoms she lapsed into coma and died on Jan. 7, 1956. 

Laboratory Data.—During her hospitalization the patient 
had many laboratory studies performed, and die laboratory- 
data are summarized in the table. Her urinary sodium output 
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for a thrcc-wcck period during her last admi.s.sion varied 
from 0.13 mEq. per 24 hours to 312 niEq. per 24 hours. 
There were similar wide ranges in potassium excretion 
(from 3.74 mEq. per 24 hours to 172 mEq. per 24 hours) 
ami chloride excretion (from 25.3 mEq. per 24 hours to 
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The pericardial sac was tliickened, and a delicate ball an] 
chain-like fibrinous adhesion was attached to the antcri't 
wall of the left ventricle. Showers of petechiae were clutrib. 
uted about the base of the heart. The myocarclium, v.iht. 
leaflets, and coronary arteries were normal. The pelvic c.uity 
was considerably obliterated by old adliesions in which the 
cervical stump of the uterus was embedded. A nodular niav, 
containing several small multiloculated cysts, some filled 
with old blood, and a shrunken ovary occupied the lefi 
parametrium. The tlryroid and adrenal glands were grossly 
normal. Several small shallow ulcers were found in the 
duodenum overlying the head of the pancreas. The li\u, 
pancreas, spleen, and kidneys .showed no gross abnommlitiis. 
Tire gross appearance of the brain was nonnal. 

Microscopic Findings: Many of the nerve cells in tin 
supraoptic and paraventricular nuclei of the hypothalami! 
contained large cytoplasmic vacuoles which distended an 
distorted the cell bodies, often displacing the nuclei to tli 
periphery (fig. 1). In some of the vacuoles, a pale colloh 
like material, which stained faintly with hematoxylin-eos 
stain and Gomori’s chrome-alum hematoxylin stain, w 
visible (fig. 2). An occasional cell in the paraventrieu 
nuclei contained a single large red cytoplasmic droplet sc 
only with the Gomori stain. Basophilic cytoplasmic grami 
morphologically similar to neurosecretory material w 
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Since tlie vacuolar changes in tlie supraoptic nuclei were 
so pronounced in this case, an attempt was made to compare 
the incidence of such changes in these nuclei with changes 
in patients with edema of known etiologs-. In five patients 
until portal cirrhosis witli severe ascites and one patient 
until chronic glomerulonephritis with anasarca no such 
lacuolar changes were found in tlie supraoptic nuclei. On 
the other hand five autopsied patients who died of carci- 
noni.n, cerebral arteriosclerosis, and Umiphoma witliout edema 
showed vacuoles in the supraoptic nuclei, but only within a 
ver>' few cells in each patient. The significance of the marked 
vacuolation in this case was, of course, obscure, but tlie 
impression was gained tliat tliere was some relation, perhaps 
causal, to the profound disturbance in water and salt balance. 
In support of this idea is the observation of Leveque," who 
described somewhat similar vacuolar changes in the supra¬ 
optic nuclei of rats subjected to sodium chloride overloading. 

In tlie atelectatic portions of tlie lungs tlie alveolar walls 
were somewhat thickened by an increase of the reticular 
fibrils. The fiver architecture was normal. Tlie tlisToid showed 
variation in .size of acini, most being small and containing 
poorly stained, granular and inspissated colloid, while the 
lining cells were low and cuboid. Histologically, the adrenal 
was normal; the cells of the zona fasciculata were filled with 
lipid. The bone marrow had a normal cellularits', altliough 
there was a definite increase of eosinophilic granulocsies. 
The kidney structures were normal, except for an albuminous 
exudate in many of the glomerular spaces. Tlie stump of the 
uteras was fined by atrophic endometrium. The left ovar>- 
contained a number of corpora albicantia, one of which was 
cystic and filled with old blood pigment. The peritoneal 
surface was thickened with fibrous tissue. 

Comment 

Diabetes insipidus is tliought to be due to a 
deficienc)’ of tlie secretion of the antidiuretic hor¬ 
mone, emanating from the neurohixiophysis.^ A 
documentarj' proved case of hy^persecretion of tlie 
antidiuretic hormone by the neurohv'pophysis has 
yet to be reported. However, in a recent case re¬ 
ported by us,’'’ the suggestion was made that fluid 
and salt retention noted in a patient as a late com¬ 
plication of encephalitis may have resulted from 
an oversecretion of tliis hormone and in reaUtx'^ be 
the antithesis of diabetes insipidus. In 1922, 1929, 
1933, and 1943 various authors'' have reported upon 
anomalous water and salt retention and suggested 
tliat these may have represented the antithesis of 
diabetes insipidus. 

In our recently reported case eiddence was 
presented suggesting a disturbed red blood cell, 
sodium, and potassium relationship. It xvas sug¬ 
gested that the “redox sodium pump mechanism” 
(oxidation-reduction cycle) might be influenced 
by a neuroh\T)opliysial lesion. Recently, Friedman 
and co-workers * have demonstrated that the ad¬ 
ministration of vasopressin (Pitressin) to nephrec- 
tomized rats caused a movemenl of sodium and 
water into cells, accompanied by a loss of cellular 
potassium, indicating a cellular membrane response 


to vasopressin. The cellular electrol\i:e aberrance 
induced in rats by the administration of vasopressin 
was similar in many respects to that which we re¬ 
ported e.xisting in our patient with postencephalitis 
and representing a possible antithesis of diabetes 
insipidus. Tlie case included in this report may 
represent a variation of this sxTidrome. Hydrocato- 
chosis might be used as a general term signiHang 
water retention in the body. The case reported 
would be classified as hx^pothalmic hydrocatochosis. 
The secreton.- granules containing the antidiuretic 
hormone are formed in the cells of the supraoptic 
nuclei and presumably transmit the material 
tlirough the stalk of the posterior pituitarx' gland, 
where it is stored.® The widespread liistological 
changes noted in tlie neurosecretorx" cells of the 
hiTJOthalamus may be of primary' importance in the 
etiology of this patients disturbed salt and water 
metabolism. 

Conclusions 

In a patient with anomalous edema, tlie condi¬ 
tion ran a dowTiw-ard course, ending in generalized 
anasarca and polyserositis. Autopsy' e.xcluded all 
the commonly' recognized diseases associated witli 
edema. Marked histological changes w'hich may' 
possibly be of pathogenic significance were en¬ 
countered in the cells of the supraoptic nuclei. 

1241 DuPont Bldg., Miami 32 (Dr. Rowntree). 
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“FREE CHOICE” AND OTHER LIMITATIONS 
UNDER MEDICARE 



designated local Command deems the facility ip. 
adequate for the necessary authorized care is a per¬ 
mit issued for the dependent to receive care from 
civilian sources at government expense. Except in 
emergency cases, this permit must be attached to 
the original copy of Claim form DA 1863, initiated 
hy the physician in charge of the treatment. 

In maternity cases, special pro\'isions apply. A 
dependent living xvith her sponsor who is already 
in the second or third trimester on October 1 and 
is under the care of a civilian physician may con¬ 
tinue under his care. However, if she is still in the 
first trimester on that date, she also must get the 
special permit to continue xvith civilian care.^ 

All changes take effect on October 1, 1938. In 
some cases, however, categories of care discon¬ 
tinued by this directive may still be eligible for 
payment if hospitalization commenced or care was 
arranged for before the effective date. 

Details of the new restrictions did not reach Tin 
Journal office in sufficient time for a more com 
plete article. A more complete report togetlier witl 
some of the background information will be came 
in the next issue of The Journal. 


FFECTIVE midnight Tuesday', Septem¬ 
ber 30, manv dependents of mild^^ry 
personnel will no longer be <='>6*^ 
m^mm receive certain categories of 
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for payment ‘ .^siding with their sponsors 

However, ® ^ j^eck 4th the nearest med- 

will be „,^iformed service to ascertain 

ical facility of available in that m- 

whether the ij^thonzed ‘ adequate by the 
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appropriate local Com , the 
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ANOTHER MEDICAL GUIDELINE 


Simply to see or not to see represents a stark ar 
shadowless difference between sight and blindness. 
OnTe other hand, significant gradations and colors 
in the efficacy of the visual system too often emerge 
m-Sned and blurred as the pbysieian tries to m- 
tmrret sLntifie finding in tire light of professionn 
£ This he has been doing in appraising 
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\Miile the guides should prove valuable to spe¬ 
cialist physicians and interested nonmedical groups, 
tliey have been prepared with the general medical 
practitioner in mind. For it is the family doctor who 
is being called on increasingly to provide medical 
data for applications for disability benefits, and 
who stands to benefit greatly from uniform stand¬ 
ards of impairment evaluation. For the past 18 
years the A. M. A. has been striving to meet this 
need in a growing society'—in 1940 adopting a rec¬ 
ommendation of its Section on Ophthalmology' on 
appraisal of loss of visual efficiency', in 1955 revis¬ 
ing that pioneer report, and now bringing the infor¬ 
mation up to date in easy-to-use form. 

Tliis latest guide seeks to provide a simplified 
metliod for determining wsual impairment and tlie 
extent of its effects on an indmdual’s ability to per¬ 
form the activities of daily living. Diminished wsual 
ability' is e.xpressed as a percentage of impairment 
of the visual system. Diminished ability of the indi- 
wdual is expressed as a percentage of impairment 
of the “w'hole man.” Using tliese values, tlie plwsi- 
cian w'ill have a practical means for e.xpressing and 
calculating die extent of permanent impairment 
and for encouraging accurate, equitable, and uni¬ 
form evaluation. Tlius lay' administrators should be 
able to pronounce proper judgment on a permanent 
disability'. The doctor’s responsibility is to ex'aluate 
a patient’s impairment. 

As the A. M. A. Committee contmues its trail- 
blazing w'Orh, it W'ill present similar guides (cover¬ 
ing die cardiovascular system, respiratory' condi¬ 
tions, and odier body systems) in future issues of 
The JotmxAL. Reprints of the guide published to¬ 
day are available on a complimentary' basis from 
the Committee at A. M. A. headquarters. 

HYPOPHOSPHATASIA 

Hy'pophosphatasia, a relatively' rare condition, 
lias been defined as an inborn error of metabolism 
characterized by abnormal mineralization of bone, 
diminished alkaline phosphatase activity', and in¬ 
creased urinary’ excredon of phosphory'lethanola- 
mine. One of the reasons it has been so rarely 
reported is drat some cases have undoubtedly been 
thought to be rickets. Althougli no accurate esti¬ 
mate of die prevalence of die disease can be made, 
Fraser' believes it to be about one in every' 100,000 
live births. Tlie disease is hereditary’ and close rela- 
tii’es ei’en though they' may' show' no outward signs 
of die disease are usually found to have a low' phos¬ 
phatase activity’. When die condition is present at 
birth, failure to grow, vomiting, in'itability', and 
constipation are commonly noted." In general the 
later in life the disease is discovered die better the 
chances for recovery'. There is a deficiency’ of calci¬ 
fication and as a result die grow'th of long bones is 
impaired and spontaneous fractures may occur in 
severe cases. Since early’ grow’tli of die skull is re¬ 
tarded craniostenosis may develop as die child 
grow’s older. This in turn may’ cause conx’ulsions and 


defective vision. Blindness may' ensue if surgical 
measures are not taken to prevent it.^ The primary' 
teedi may’ be lost prematurely’ due to inadequate 
grow’th of alveolar bone and incomplete formation 
and early resorption of the roots of the teeth. 

Aldiou^ resembling rickets in many respects 
hy'pophosphatasia is in no w’ay’ related to rickets, 
w'hich is not hereditary’ and is not characterized by 
an absence of alkaline phosphatase (in rickets the 
phosphatase activity’ is normal or increased), hyper¬ 
calcemia, or multiple spontaneous fractures. The 
histological differences are minor. In sections of 
rachitic bone osteoclasts are rarely’ seen and spicules 
of the substantia spongiosa are well ossified. Fur¬ 
thermore rickets does not affect the skull. One of 
the chief distinguishing features of hy'pophospha¬ 
tasia is that vitamin D in adequate doses gives no 
improvement. Hy'pophosphatasia also usually' has 
an earlier onset and may' even occur in utero. 
Signs of rickets are rare in the fetus or newborn 
infant, occurring only w’hen the mother had severe 
osteomalacia during pregnancy’.'* 

Fraser grouped a series of -35 patients according 
to the age of the patient w’hen the disease w’as dis¬ 
covered and concluded that if lesions are present at 
birth the patient will usually’ die within a few’ 
montlis. If an infant w’ith this condition surv’ives his 
first year his chances for recox’ery’ are good. In 
those w’ho die renal calcinosis due to hypercalcemia 
is found but it is not certain that this is tire princi¬ 
pal cause of death. In patients w’ith idiopatliic hy’- 
percalcemia, how'ever, higher levels of serum cal¬ 
cium are seen but are not associated w’ith serious 
or permanent renal damage. If lesions appear after 
the child is 6 months old sy’mptoms may' gradually 
subside, ^^fide variations w’ere obserx’ed in the rate 
and extent of healing. In a few’ patients the condi¬ 
tion W’as first recognized in adult life. These pa¬ 
tients had undue fragility’ of their long bone and 
radiologic evidence of a mild osteoporosis. In any 
case once healing of the bones occurred no re¬ 
lapses W’ere reported but return of serum phospha¬ 
tase levels to normal did not occur. Life expectancy' 
in tliose w’ith mild hy’pophosphatasia is probably’ 
normal. Many drugs have been used to treat this 
condition w’ithout success. Vitamin D should not 
be used because it favors hy’percalcemia. Cortisone 
has been tried but no definite conclusions as to its 
value are w’arranted at present. 

Hy’pophosphatasia appears to be the result of a 
disturbance in cellular processes concerned with 
either tire elaboration of tlie organic matrix of bone 
or its calcification, or botli. An understanding of the 
intrinsic disturbance in this condition should give us 
a better appreciation of the basic physiology of bone. 

1. Fraser, D.: Hypophosphatasia, Am- J. Med. 22:730-746 (Mav) 
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3. Dickson, ^Y., and Horrocks, R. H,: H%-popliospliatasia, J. Bone & 
Joint Sxirg. 40-B:64-74 (Feb.) 1958. 

4. McCance, R. A.; Fair^eather, D. V. I.; Barrett, A. M.; and Mor¬ 
rison, A. B.: Genetic, Clinical, Biochemical, and Pathological Features 
of H\i>ophosphalasia: Based on Study of a Famil>, Quart. J. Med. 
25:523-337 (Oct.) 1936. 
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“FREE CHOICE” AND OTHER LIMITATIONS 
UNDER MEDICARE 

FFECTIVE midnight Tuesday, Septem- 
I ber 30, many dependents of military 
personnel will no longer be eligib e to 
■■■hJ receive certain categories of medical and 
hospital care from civilian physicians 
at government expense. Physicians should tahe note 
of these changes so that they will know befoiehand 
"dS treatments will be eligible for payment under 
the Medicare system and which must be paid foi . 

'''or'mcf'law Octolicr 1, 1958, the government 
,m „rionger pny for Ae following items when 

or child) ” ymenP (6) elective surgery, 
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designated local Command deems the facility in¬ 
adequate for the necessary authorized care is a per- 
mit issued for the dependent to receive care from 
civilian sources at government expense. Except in 
emergency cases, this permit must be attached to 
the original copy of Claim form DA 1863, initiated 
by the physician in charge of the treatment. 

In maternity cases, special provisions apply. A 
dependent living with her sponsor who is already 
in the second or third trimester on October 1 and 
is under the care of a civilian physician may con¬ 
tinue under his care. However, if she is still in the 
first trimester on that date, she also must get the 
special pennit to continue uith civilian care. 

All changes take effect on October 1, 1958. In 
some cases, however, categories of care discon¬ 
tinued by this directive may still be eligible fo\ , 
payment if hospitalization commenced or care was , 
arranged for before the effective date. , 

Details of the new restrictions did not reach The 
Journal office in sufficient time for a moie coin- 
plete article. A more complete report togetlier with si 
some of the background information will be carried 
in the next issue of The Journal. 


ANOTHER MEDICAL GUIDELINE 

Simply to see or not to see represents a stark and 
ladowless difference between sight and blindness, 
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MEDICAL NEWS 


ARKANSAS 

New Clinical Research Wing.—Tire University of 
Arkansas Medical Center, Little Rock, has been 
awarded a $1,066,000 grant by the U. S. Public 
Health Sersice to help finance construction of a 
nine-story clinical research wing. Tlie money will 
be matched dollar-for-dollar by private funds be¬ 
ing raised vathin tlie state. TTie Medical Center 
now is composed of an eight-stors" hospital and a 
nine-stor^' educational \sing. A 10-stors' student 
dormitor)' and adjoining student union building are 
under construction. The federal grant for tlie re¬ 
search wing was one of four in excess of one mil¬ 
lion dollars in the USPHS announcement of a total 
of $30,000,000 awarded to medical institutions 
throughout the nation. The money was appropriated 
by Congress to expand health research facilities. 

Medicine’s “Festival of Faith” in Tyronza.—Spon¬ 
sored by the First Councillor District of the Ar¬ 
kansas Medical Society’, American Medicine’s 
“Festival of Faith” xmll be held Oct. 2 at Tyronza, 
28 miles northwest of Memphis. A medical educa¬ 
tional symposium of students, teachers, and hos¬ 
pital staffs svill be conducted from 11 a. m. to 12:30 
p. m., moderated by Dr. Willis E. Broxvn, head, 
department of gymecology and obstetrics, Univer¬ 
sity’ of Arkansas School of Medicine, Little Rock. 
A section of the sy’mposium will be the quiz class 
in which seven medical school deans xmll be quizzed 
on the topic “The Why’ in Medicine and Medical 
Schools.” General chairman for the afternoon ses¬ 
sion udll be Dr. David B. Allman, Atlantic City', 
N. ]., immediate past-president of die A. M. A. 
Speakers wiU include Dr, Austin Smith, editor of 
The Journal; Dr. George M. Fister, Ogden, Utah; 
Mrs. E. Arthur Underwood, Vancouver, Wash., 
president of the Women’s Auxiliary’ of the A. M. A.; 
and Dr. Louis M. Orr, Orlando, Fla., president¬ 
elect of the A. M. A. Scientific papers vnll include 
the following: 

Smoking and Its Relation to Cancer of Lung, Dr. Alton 

Ochsner, New Orleans, La. 

The Pliilosophy of Human Nature As Related to Surgery, 

Dr. Philip Thorek, Chicago. Ill. 

Pathology’ is the Foundation of Medicine, Dr. Menin H. 

Grossman. Dallas, Texas. 

One Man’s Hope in Treatment of Cancer, Dr. Fred E. 

Woodson, Tulsa, Okla. 


Phi-sicians are invited to send to this department items of news of 
Cencral interest, for example, those relating to society’ activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


The Governor’s Committee on Employnment of 
the Physically Handicapped will convene at 3 p. m. 
For information w’rite Dr. Low’ry’ H. McDaniel, 
Chairman, Program Committee, American Medi¬ 
cine’s Festival of Faith, Tyronza. Ark. 

CALIFORNIA 

Dr. Brem Appointed Chairman of Department of 
Medicine.—Promotion of Dr. Thomas H. Brem to 
be chairman of the department of medicine in the 
University of Southern California School of Medi¬ 
cine, Los Angeles, has been announced by Dr. 
Clay’ton G. Loosli, dean, following tlie retirement 
of Dr. Merritt P. Starr, head of tlie department from 
194S to 1955. Drs. Brem and Starr have shared tiie 
chairmanship the past three years. Dr. Brem being 
in charge of teaching and Dr. Starr in charge of 
research. Henceforth, Dr. Brem u’ill be responsible 
for both fields. Until Dr. Loosli arrived July’ 1 from 
the University of Chicago to become dean. Dr. 
Brem also has serx’ed as chairman of the interim 
administrative committee of the Medical School 
follow’ing the resignation of Dr. Gordon Goodhart 
as dean in 1956. He is a member of the American 
Board of Internal Medicine. 

Committees to Select Medical and Surgical Execu¬ 
tives.—Two special committees have been named to 
select new men for the positions held by Dr. Dawd 
A. Ry’tand and Dr. Victor Richards on fhe Stanford 
Medical School faculty’. Dean Robert H. Alway' has 
annoimced. Dr. Rytand has asked to be relieved of 
his executive duties while continuing as professor 
of medicine. Dr. Richards resigned as executive of 
the surgery’ department, effective Sept. 1. On the 
committee in search of a medical department 
executive are Associate Dean Lowell Rants, Drs. 
Alvin J. Cox Jr., Frank L. A. Gerbode, Axyam S. 
Goldstein, Arthur Komberg, Dw’ight L. Wilbur, and 
Albert M. Snell. On the surgery e.xecubh'e commit¬ 
tee are Drs. Gerbode, William P. Creger, Roy B. 
Cohn, Sidney’ Raffel, and Henry S. Kaplan. Dr. 
Alway has asked both committees to report on can¬ 
didates as soon as possible. Tlie new Stanford Medi¬ 
cal School opens on the campus Sept. 1 next year. 

General Practice Meeting in San Francisco.—The 
California Academy of General Practice will hold 
its 10th scientific assembly Oct. 5-S in tlie Masonic 
Temple, San Francisco. Dr. Ethan A. Brown, Bos¬ 
ton, will present tlie Stanley’ R. Truman Lecture. 
“Reactions to Antibiotics, Especially Penicillin,” 
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and Dr. Ralph C. Benson, Portland, Ore., will give 

Trimester Ob- 

s!Sc sttol '’V ofter „ut-of- 

iooiv.vjiv Sex Education, J)r. Robert N. Rutherford Seattle 

' tli'ts's;;:."■ 

If 1 Had An Ulcer ..Dr. Pliilip Tl.orck, Chicago. 

Technical exhibits and the annual informal party are 
planned. For information write the California 
Academy of General Practice, 461 Market St., San 
I' ranci.sco. 


GEORGIA 

Clitjical Society Meeting.—Tlie first annual meeting 
of the Grady Hospital Clinical Society, an associa¬ 
tion composed of former members of tlie intern and 
resident staff of the Grady Memorial Hospital, will 
be held Oct. 20 at the Grady Memorial Hospital, 
Atlanta. Address all inquiries to the Grady Hospital 
Clinical Society, Room G-610, Grady Memorial 
Hospital, SO Butler St., S. E., Atlanta, Ga. 

ILLINOIS 

Hospital Lecture Series Opens.—The opening lec¬ 
ture in the ninth annual North Shore Hospital 
Lecture Series on “Emotional Forces in the Family” 
u'ill i)C held at tlic liospital, in Winnetka, Oct. 1, 
S:00 p. m. “The development of the Family in the 
Teclmical Age” will be discussed by Dr. Joost A. M. 
Meerloo, of Tiie New York School of Social Re- 
.scjirch, Nen' York Ciri'. Tlie Commission on Edu¬ 
cation of the American Academy of General 
Practice has approved these lectures for category II 
credit. The J. B, Lippincott Company of Philadel¬ 
phia will publish the entire series as a book. All 
royalties that accrue have been assigned to the 
American Psychiatric Association as in previous 
series. Physicians and allied professional personnel 
are cordially invited. 

Anesthesiologists Meet in Pcoria.-On Oct. 4-5 the 
Illinois Society of Anesthesiologists will meet at the 
Hotel Pere Marquette, Peoria. The scientific pro¬ 
gram will include the following: 

Preparation of the Diabetic Patient for Surgery, Dr. Lucille 
A, Sprenger, Peoria. . , 

Pulmonary Resection at Wiscon.sin General Hospital-15 
Yours Experience, Dr. Oswald S, Orth, Madison, 
Anestbetie Management of Infants and Children Undergoing 
Tlioradc Operations, Dr. Mblliam 0. McQuiston, Peoria. 

Other participants include Drs. Herbert M, Epstein, 
Evanston, William K. Stephan, Joliet, and Max S 
Sadove, Chicago. Entertainment includes golf and 
a dinner, Oct. 4. For information write Mr. Chttord 
A. Baldwin Jr., 432 Jefferson Building, Peoria, Ill., 

Secretary. 


JA.M.A., Sept. 27 ,155^ 

Chicago 

Hos^tal News.-The Michael Reese Hospital \t i 
jcal Center has announced the appointaLt nf rf' 
Sidney Cohen, formerly associate director of bk 
oratories Beth Israel Hospital, Boston, to head 
microbiology department of the center’s Reseatch 
Institute, succeeding Dr. Albert Miker, who retired! 

Tribute to Dr. Rothman.-“In tiibute to the research 
and teaching in dermatology of Dr. Stephen Roth- 
man professor of medicine and Head of the section 
on dermatology of the School of Medicine of the 
University pf Chicago, the Society for Investigative 
Dermatology has dedicated the July issue of its 
journal to him ivhich is limited to scientific reports 
by former students of Dr. Rothman. Dr. Rothman 
received his M.D. degree in 1917 from the Univer¬ 
sity of Budapest, and has been at the University of 
Chicago since 1938. He is chairman of the com- 
inittee on cosmetics of the American Medical Asso¬ 
ciation, and of the subcommittee on the cutaneous 
system, of the National Research Council. He has 
been president of the Society for Investigative 
Dermatolog}'’, which elected him an honorary mem¬ 
ber in June. 


Personal.—The distinguished service aii'ard gold 
medal of the National Medical Association, given 
each year “for the most distinguished service ren¬ 
dered to the profession on the National level,” has 
been awarded to Dr. Leonidas H. Berry, clinical 
assistant professor of medicine, University of Illinois 
College of Medicine, “for his pioneering efforts 
and success in the Specialty of Diseases of the 
Stomach, and die ‘Berry Plan’ of treatment for 
Drug Addicts.”—Martin E. E. Hanke, Ph.D., asso¬ 
ciate professor of biochemistry, University of Chi¬ 
cago, has been named director of the university’s 
clinical chemistry laboratory. Among the purposes 
of this appointment is a consolidation of the work 
in clinical chemistry which is now being done inde¬ 
pendently in the various clinical departments and 
hospitals of the university.—Dr. Max Tliorek, 
founder and secretary-general. International College 
of Surgeons, was decorated as a Commander of the 
Order of Merit of the Republic of Italy by Giacomo 
Profili, counsel general of Italy, Sept. 10. 


JISIANA 

Meleney Goes to Florida.-Dr. Henq^ E. 
eney, emeritus professor of preventive medicine, 
/ York University College of Medicine, l ew 
c City, and research professor of medicine, 
isiana State University, New Orleans wifi re- 
from his present position Sept 30 «nd will b 
e assistant health officer of Alachua County 
aesville, Fla. His special ’responsibility 
development of research and personnel tr< g 
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programs. He will also do teaching at the College 
of Medicine of tire University' of Florida, Gaines- 
rille. 

MICHIGAN 

Accidents Among School Children.—Almost half of 
all deaths among Michigan children of school age 
are caused by accidents, tlie Michigan Department 
of Healtli has announced. Dr. Goldie B. Comeliu- 
son, director of maternal and child health for the 
state health department, said that in 1957, accidents 
claimed 510 lives of school-age children in Michi¬ 
gan, or 47% of the total deaths in that age group. 
Motor vehicles accounted for the major share of 
the accidental deaths, causing 294 fatalities, or 58% 
of tire total accidental deaths. 

MISSOURI 

Lectures for Hospital’s Anniversary.—A series of 
special lectures, sponsored by the clinical depart¬ 
ments of Saint Louis University' School of Medicine 
in obsers'ance of the 25th anniversary' of Firmin 
Desloge Hospital wll continue through November. 
The department of pediatrics \\'ill present its pro¬ 
gram Oct. 15-16, and an interdepartmental program 
will be held Nov. 19. Members of the medical pro¬ 
fession are invited to attend the lectures and lunch¬ 
eon at Desloge free. The programs have been 
approved for category' I credit by the American 
Academy of General Practice. Dr. William H. Vogt 
Jr. is chairman, Firmin Desloge Jubilee Committee. 

NEBRASKA 

Grant for Training in Rehabilitation.—Creighton 
University School of Medicine, Omaha, has re¬ 
ceived the first of five annual grants from the ofiBce 
of Vocational Rehabilitation, M^ashington, D. C. 
The grant, to be directed by Dr. Harold N. Neu, 
professor of medicine and coordinator of the teach¬ 
ing of rehabilitation, wU be used “to implement 
personnel needed to help train medical students 
and residents in the modem concepts of rehabilita¬ 
tion.” Creighton developed an organized teaching 
program in rehabilitation five y'ears ago. The grant 
became effective Sept. 1. 

NEW YORK 

New Health Department in Monroe Cormty.—Es¬ 
tablishment of a county' health department in Mon¬ 
roe County' has been approved by' Dr. Herman E. 
Hilleboe, state healtli commissioner. Monroe is the 
20th county' in the state to set up a health depart¬ 
ment. Tile new department was expected to begin 
operating by Sept. 1. 

Society News.—At a recent meeting of the Queens 
Pediatric Society', the follow'ing ofiBcers were elect¬ 
ed: president. Dr. Benjamin Goldsmith, Flushing; 
Uce-president, Dr. Frederick Castrovinci, Jackson 


Heights; secretary. Dr. Emanuel Fletcher, Flushing; 
and treasurer. Dr. Elmer E. Amerman, Flushing. 
The society' meets at the Seminole Club, Forest 
Hills, N. Y., on the second Tuesdays of October, 
December, Febmary, and April at 7:00 p. m.— 
The Medical Society of the State of New T’ork has 
announced the removal of its offices to 750 Tliird 
Ave., New Y’ork 17; phone, Y’Ukon 6-.5757. 

Meeting of Phy'sicians in Syracuse.—Dr. John H. 
Talbott, governor for M'estem New Y’ork, American 
College of Phy'sicians, M'ill open tlie annual meeting 
for that region Oct. .3 at the Syracuse Hotel, Syaa- 
cuse. Twelve papers are scheduled for the two 
morning sessions of the one-day' meeting. Dr. 
Howard P. Lew'is, Portland, Ore., president-elect of 
die college, wll be guest speaker at luncheon. In 
the afternoon a panel discussion, “The Present 
Status of Cardiac Surgery',” will be introduced by 
Dr. Richard H. Lyons, of Syracuse, with Dr. Paul 
N. Yu, of Rochester, as chairman. A schedule of 
events for wii'es and guests is arranged. Registration 
fee for physicians is SIO and includes luncheon and 
the social hour at 4 p. m. For resen'ation and infor¬ 
mation write to Dr. Henry' W. Retan, Syaacuse 
Kemper Bldg., SiTacuse 2, N. Y. 

Personal.—Dr. Donald F. McDonald, head of the 
dmsion of urology'. University' of Washington 
School of Medicine, Seatde, since 1952, has been 
appointed professor of urology' and chairman of die 
dh’ision at the University' of Rochester School of 
Medicine and Dentistry'. Dr. McDonald also will be 
urologist-in-chief in Strong Memorial Hospital of 
the Medical Center. He imll begin his new duties 
about Oct. 1 as successor to Dr. Winfield W. Scott, 
who w'ill become professor of urological surgery’ 
emeritus after hax'ing seri’ed on the medical faculty’ 
for 30 y'ears.—Dr. Paul V. Newland, formerly witii 
the Procter & Gamble Co., has been named a staff 
member of The Norw'ich Pharmacal Company'’s 
medical department in Noni'ich, Dr. Paul F. Mac¬ 
Leod, department director, has announced.—Dr. 
William Nussbaum of Kew Gardens was elected to 
fellowship of die Royal Andiropological Institute of 
Great Britain and Ireland in May’. 

Memorial Teaching Day in Binghamton.—The third 
Samuel E. Cohen Memorial Teaching Day' irill be 
held Oct. 1 in the Carlton Hotel, Binghamton, with 
the theme, “Diagnosis and Tlierapeutics of Infec¬ 
tion.” The four speakers, arranged for through die 
cooperation of the Council Committee on Public 
Healdi and Education, Medical Society of the State 
of New York, and the New York State Department 
of Healdi, irill present the following: 

Principles in tlie Diatmosis of Infections, Dr. Charles M. 

Samet, Boston. 

The Surgeon and Infection, Dr. Harold A. Zintel, New York 

Cit}'. 

Kidney Diseases, Dr. Mitchell I. Rubin, Buffalo. 
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In the evening, a round-table discussion of the 
afternoon presentations xvill be held. Postgraduate 

Cnv If of American Acad- 

un\ of Gmieial Irachce. For information write Mr. 
Charles B’shara, E.vecutive Secretary, Broome 

St, Bingham- 

New York City 

Dr. Tijomas to Give Brown Memorial Lecture.-Dr. 
Lewis Tliomas, chairman, department of medicine, 
New lork Unix-ersity College of Medicine, New 
^ork City, will give the George Elgie Brown Me¬ 
morial Lecture on The Role of Hypersensitivity in 
Cardiova.scular Diseases” Oct. 25 at the 31st annual 
meeting of the American Heart Association at San 
Franci.sco Oct. 24-26. This lecture xvas established 
in incmorx' of Dr. George Elgie Brown formerly 
head of a section of medicine in the Mayo Clinic, 
Rochester, Minn. 


Personal.—Dr. I. Newton Kugelniass, consultant to 
the departments of licalth and hospitals, New York 
City, addrc.sscd the department of pediati'ics, Uni- 
x’crsity of Tokyo, Aug. 11 on tlie ‘‘Mechanism and 
Management of Hemorrhagic Disorders in Infants 
and Cliiklren,”—Dr. Charles A. Carton has been 
appointed chief of the dixnsion of neurosurgery of 
Montefiore Hospital. He also xvill serx'e as associate 
clinical professor of surger)^ at the Albert Einstein 
College of Medicine.—Dr. Daxdd Grob, associate 
professor of medicitxe at Johns Hopkins University 
School of Medicine, Baltimore, has been appointed 
professor of medicine at the State University of 
New York Downstatc Medical Center and full-time 
director of medical services at Maimonides Hos¬ 
pital of Brooklyn.—Dr. Brewster S. Miller, lec¬ 
turer in neoplastic diseases at New York Medical 
College, has been appointed medical director of 
United Cerebral Palsy Associations, Inc., and re- 
searcl) director of the United Cerebral Palsy Re- 
.search and Educational Foundation, Inc. 

Symposium on Diabetes.— The Brain and Diabetes 
Mcllitus” will be the subject of an all-day sympo¬ 
sium sponsored b)' the Clinical Society of the New 
York Diabetes Association, to be held Oct. 10 at 
Hunter College Playhouse Auditorium, New York 
City. The program lists the following speakers: 

.\tetabolism of tiu' Brain and It:, Relation to Diabetes Mel- 
litus. Dr. Seymour S. Kcty, Philadelphia. 

Pathological Effects of Hypoglycemia, Dr. H.arry M. Tim¬ 
merman, New York City. i . its 

Hypotljalamic Control of tire Anterior “ 

NJetabolic implications, Dr. Roger Guillemm, Houston, 

RoKf'the Highest Integrative Functions of ^e Cerrtra^ 

Nervous System in Disease, Dr. Harold G. Woltt, we 
York City. 
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Clinical Experience with Ora! Hvnn«Kr,.o.«- , 

Garfield G. Duncan, Philadelphia, ^ 

Surgep'of Segmental Vascular Disease, Dr. Ernest S Cr 
ford, Houston, Texas. ‘ 

A panel discussion, “The Role of Enxironm® 
and Personal!^ m the Management of tlie Difficnk 
Patient mdi Diabetes Millitus,” xvill open the a£ 
noon session. The symposium is sponsored hv 
pnts-in-aid from Charles Fischer and Companv 
Inc. Physicians, medical students, and professional 
peisonnel are invited. Tliere is no registration fee 
but advanced registration is required. For informa- 
tion write the Nexv York Diabetes Association, Inc. 
104 E. 40th St., New York 16. 

NORTH CAROLINA 

Expand Dukes Allergy Training Program.-The 
National Institute of Allergy and Infectious Dis¬ 
eases, U. S. Public Health Service, has axvarded 
Duke University Medical Center a $127,000 grad¬ 
uate training grant toward support of the expanded 
allergy program for five years. Primarily, tlie expan¬ 
sion consists of increasing the program to include 
research and clinical vxwk in the allied areas of 
genetics, immunology, chest disease, and physiol¬ 
ogy. The work also xvill involve studies of the basic 
problems of tissue transplantation and immunolog¬ 
ical aspects of tumor research. Dr. Herbert 0. 
Sieker, assistant professor of medicine at Duke, is 
director of the program. Dr. Sieker explained that 
the clinical allergy service at Duke Hospital is 
being expanded to offer diagnosis and treatment of 
all kinds of allergic disorders. 


PENNSYLVANIA 

Annual State Meeting in Philadelphia.—The Med¬ 
ical Society of the State of Pennsylvania xvill hold 
its 108th annual session at tlxe Bellevue-Stratford 
Hotel, Philadelphia, Oct. 12-17. Tire general ses¬ 
sions will be presented as panel discussions under 
the following titles and moderators; 

Hazards of Antibiotic Therapy, Dr. Abraham I. Braiifle. 

Pittsburgh. , , i 

Trends in Medical Care, Dr. V^endell B. Gordon, Pittsburgh. 
Steroids-Uses and Abuses, Dr. Thaddeus S. Danmv.ski, 

Pittsburgh. , , _ i 

Reduction of Mortality and Morbidity in Automobile Acc- 
ji^„ts_The Physicians* Responsibility, Dr. Constantine i. 

Faller, Harrisburg. , , , 

The Chronic,aUy Tired Patient-An Important Complaint, 

Dr. Allen W. Cowley, Harrisburg. .. 

Special Consideration in the Care of Patients pvmg Mah!! 
\xant Disease, Dr. Charles S. Cameron, Philadelphia. 

A clinicophysiologic conference 

ses . . will be moderated by Dr. Lexxts r • 

Barness Philadelphia. The 11th annual state dinne 

Se held Ure evening of Oof. 14. Mu™. 

end the president’s reception or™?! “e „i 

15. For information xvnte Mf ical So 

the State of Pennsylvania, 230 State S 

burg, Pa- 
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Philadelphia 

Municipal Public Health Appointments.—The Phila¬ 
delphia Department of Public Health has an¬ 
nounced the appointment of three physicians each 
of whom holds tlie degree of master of pubhc 
health. Named chief of the department’s Maternal 
and Child Healtli Section was Dr. Donald A. 
Cornel}', who had been chief of medical education 
at Philadelphia General Hospital. Dr. Harriett C. 
Jones was appointed to the District Health Opera¬ 
tions unit, which has the responsibilit}' for program 
planning and execution in the city’s 10 health dis¬ 
tricts and health centers. Dr. Hiomas Georges 
Jr., wU be assistant director of the healtlr program 
in Philadelphia’s Healtli District 1. Dr. James P. 
DLxon, health commissioner, said that additional 
positions are available including those of director 
of the Disease Control Division, chief of the Tuber¬ 
culosis Control Section, and directors of healtli dis¬ 
trict programs. 

TENNESSEE 

Mental Hospital for Medical Center.—The Medical 
Center in Memphis, in which the Universiti' of Ten¬ 
nessee shares prominently, is soon to have a state 
hospital for the mentally ill. The master plan for a 
six-million-dollar mental health center will use the 
entire block across from LeBonheur Hospital. The 
land is now being cleared and by October work udll 
start on die 3%-million-dollar 200-bed hospital. 
Training and research faculties now handled in 
present university facilities and Gailor Psychiatric 
hospital will be transferred to the mental health 
center as the buildings are completed. The fields of 
training wll include psychiatric residents, cfinical 
psychology, social work, nursing psi'chiatri', and 
occupational and recreational therapy. 

TEXAS 

Dr. DeBakey Awarded Alvarenga Prize.—On July 
14 die College of Physicians of Philadelphia award¬ 
ed die Alvarenga Prize for 1958 to Dr. Michael E. 
DeBakey,' professor of surgeiy', Baylor University 
College of Medicine, Houston, “for his outstanding 
work in the surgical treatment of diseases of blood 
vessels.’’ The Alvarenga Prize was established by 
die will of Pedro Francisco DaCosta Alvarenga, of 
Lisbon, Portugal, an associate fellow of the College 
of Physicians of Philadelphia, to be awarded an¬ 
nually by the college on the anniversary' of the 
death of die testator, July 14, 1883. 

Annual Aw’ard for Research in Psoriasis.—The de¬ 
partment of dermatology', Baylor University College 
of Medicine, Houston, has announced an Interna¬ 
tional Memorial Award for Psoriasis Research, es¬ 
tablished as a 10-\'ear program by Carol and Henry' 


J. N. Taub in honor of their grandparents. An an¬ 
nual award of 81,000 for research on psoriasis, it is 
designated "for the indir'idual or group who has 
done the most out-standing investigative work in 
this field.” Results of the research must have been 
presented before a dermatological medical society 
or pubhshed in a recognized medical journal. The 
name of any' applicant for the award, together widi 
supporting data, should be submitted for considera¬ 
tion by Dec. 1. The recipient u'ill be determined by' 
a committee composed of Drs. Marcus R. Caro, 
Edward P. Cawley, Artliur C. Curtin, Eugene M. 
Farber, John M. Knox, Aaron B. Lemer, and Carl 
T. Nelson. Address all communications to Dr. John 
M. Knox, Department of Dermatology', Bay'lor Uni¬ 
versity College of Medicine, Houston 25, Texas. 

VERMONT 

Dr. Bland to Study in England.—Dr. John H. Bland, 
associate professor of medicine. University of Ver¬ 
mont College of Medicine, and director of die Artli- 
ritis Clinics at die Mary Fletcher and DeCoesbriand 
Memorial hospitals, in Burlington, has left on a one- 
y'ear leave of absence for Manchester. England, 
where he will be associated widi Prof. Jonas H. 
Kellgren, director of die Rheumatism Research 
Center at the University of Manchester, where each 
y'ear scientists are in\dted to work and study. Dr. 
Bland, one of two M.D.’s in\ited this year, uill 
work in the area of connective tissue biochemistry'. 
He plans to visit several European unh'ersities to 
discuss connective tissue investigation and plans to 
make a comparative study of medical education 
mediods in England, Eruope, and die United States. 
Dr. Bland’s leave is under the auspices of the Nuf¬ 
field Foundation in England, the Commonwealth 
Fund of New York, die New England Chapter of 
die Ardiritis and Rlieumatism Foundation, and the 
National Institutes of Healdi. During Dr. Bland’s 
leave, die two active clinics of die DeCoesbriand 
Memorial and Mary' Fletcher Hospitals u'ill be 
under die direction of Dr. Winston M. Eddy, of 
Burlington. 

MTSCONSIN 

Dr. Engstrom Appointed Department Chairman.— 
Dr. MTlliam W. Engstrom, associate professor of 
medicine, Marquette University’ School of Medicine, 
Milwaukee, has been named the Francis D. Murphy 
professor and chairman of die department of medi¬ 
cine, effective -Yug. 15. Dr. Engstrom assumes the 
post held by Dr. Francis D. Murphy, who wUl re¬ 
main a professor in die department and active in 
the teaching program of die medical school. Dr. 
Engstrom has also been appointed director of medi¬ 
cine of Milwaukee County Hospital, a post held by 
Dr. Murphy for 33 years. 
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Congress on Safety in Chicago.-The 46th National 
Safety Congress and Exposition will be held Oct, 
-0-^i xv'ith activoh-es at the Conrad Hilton, Shera- 
lon-Blackslone, Pick-Congress, Hamilton, La Salle 
and Momson Hotels, Chicago. Tlie 13th annual 
iH'ueral Safet)' Conference, sponsored by the Fed¬ 
eral Safety Council, moH be lield Oct. 20-21. Over 
45 section meetings will be held for discussion of 
.safety in industry, farming, mining, transportation, 
and commerce. A program of safety films and e.x- 
hibits is arranged. The American Society of Safety 
Engineers will meet Oct. 21, noth an annual chap¬ 
ter aclucvcmenl awards luncheon at 12:15 p. m. 
Enlerfainmenl for the congress includes the ban- 
fjuct Oct. 22, 6:30 p, m., at tbe Conrad Hilton 
Hotel. Rcgi.stration fee is $5. For information write 
tbe National Safety Council, 425 N. Michigan Ave., 
Chicago. 


Meeting on Surger)' of Trauma.-The American As¬ 
sociation for the Surgeiy of Trauma will hold its 
ISth annual session Oct. 2-4 at the Drake Hotel, 
Cincago. Tlie presidential address will be given the 
afternoon of Oct. 3 bj' Dr. William L. Estes Jr., 
Bethlehem, Pa. Over 40 papers are scheduled for 
prc.scntalion including tlic following by Canadian 
authors: “Traumatic Diplopia,” Dr. Arthur L. Mur¬ 
phy, Halifax, Nova Scotia, and “First Aid Equip¬ 
ment for Traffic Accidents,” Dr. John C. Dickison, 
Montreal. A symposium on “The Impartial Medical 
Testimony Plan” will ire moderated by Dr. William 
E. Misiilcr, Cleveland. Dr. Pcrcival Bailey, profes¬ 
sor of neurology and neurological surgery, Univer¬ 
sity of Illinois College of Medicine, Chicago, will 
present “The Scat of the Soul” at tire banquet, 8 
p. m,, Oct. 3. For information wite Dr. James K. 
Stack, 700 N. Michigan Ave., Chicago 11. 

Annual Meeting on Clinical Orthopedics.-The 46t}i 
annual meeting of the Clinical Orthopaedic So¬ 
ciety will be held Oct. 2-4 in Denver and Colorado 
Springs, under the presidency of Dr. Marcus ]. 
Sten-art, Memphis, with headquarters at tlie Brown 
Palace Hotel, Denr^er. The program includes over 
40 clinical presentations and the following Denvei 
speakers will present three papers each; Dr. Mur¬ 
ray E. Gibbens, Dr. John T. Jacobs Jr., Dr. Mack L. 
Clayton, and Dr. James S. Miles. Discussion peiiods 
will follow each speaker’s presentations. Presiding 
at tbe clinical sessions will be Drs. Rufus H. All¬ 
dredge, New Orleans; Rudolph S. Reich, Cleveland; 
Gordon C. Whiston, Casper, Wyo.; Charles R. 
Rountree, Oklahoma City; Clinton L. Compere, 
Chicago; and Frank O. McGehee, Houston, Texas. 
Entertainment includes golf, swimming, riding, ice 
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gating and the annual banquet Oct 3 6-30 « 
Wealthy St., S. E., Grand Rapids, Mich. ’ ® 

Boemsen By Society Meeting i„ Weshingjon 

viu r Hay Socict). tiili 

hold its 59th annual meeting Sept. 30-Oct. 3 at the 

Shoreham Hotel, Washington, D. C. The Caldwell 
Lecture will be delivered the evening of Sept. 30 
by Dr. Leo G. Rigler, president, Radiological So- 
mety of North America, on “Functional Roentgen 
Diagnosis-Anatomical Image-Physiological Inter¬ 
pretation, Of the 39 scheduled papers, tire follow¬ 
ing are by Canadian authors: 


Roentgenological Features of Meningeal Fibroblastoma, 
Dr. Sidney P. Traub, Saskatoon, Saskatchewan. 
Tomography in the Radiological Evaluation and Differentia- 
Hon of Chronic Hypertrophic Emphysema and A.sthma, 
Drs. Robert G. Fraser and David V. Bates, Montreal, 
Quebec, 

InvesUgation of Effects of Opaque Media on the Lungs with 
Comparison of Barium Sulphate, Lipiodol and Dionosil, 
Drs. G. Bernard Skinner, George I. Worfzman, James R. 
Stuart, and Jolin S. Dunbar, htontreal. 

A golf tournament and golf dinner are planned for 
Sept. 28. President-elect Dr. Barton R. Young is 
chairman of the committee on arrangements for the 
scientific program. 


Soutlieastem Physicians Meeting in Biloxi.-The 
American College of Physicians will hold a south¬ 
eastern regional meeting (Alabama, Florida, Geor¬ 
gia, South Carolina, and Cuba) Oct. .3-4 at tlie 
Buena Vista Hotel, Biloxi, Miss. Of the twenty pa¬ 
pers scheduled, the following include guest audiors; 


Clinical and Physico-Chemical Studies on Macroglobuli- 
nemia, Dr. William J. Hammack and Willard R. Starnes, 
M.S., Birmingham. 


^litroglycerin by Inunction in the Treatment of Angina 
Pectoris, Dr. James A. Davis, Binningbam, 

^Preliminary Report on Retrograde Catheterization of ll'C 
Left Ventricle, Drs. Francisco A. Hernandez, H. R. Coo¬ 
per, and Herbert Eicbert, Mfanri, Fla. 

Hyelofibrosis, Drs. Charles C. Corley Jr. and Charles H. 
Huguley Jr., Atlanta, Ga. 

Peripheral Neuropathy in Myxedema, Drs. Lamar E. 
Crevasse and Robert B. Logne, Atlanta, Ga. 

Coronary Disease in the Negroes 
States, Drs. Dale Groom, Edward E. McKee Charle 
Webb, B.S., and Faye W. Grant, Pb.D., Charleston, S,L„ 
and Dr. Vergniaud Pean, Port-au-Prince. 

At the dinner session Oct. 3, Dr. Dwight L, V> il- 
bur San Francisco, president, American College ot 
Physicians, will present an address ^ 
wite Dr. Dinvaid 0. Wright, 2930 N. 16tli St., Bir 
mineham 2, Ala., Governor for Alabama. 


nual Meeting of Pediatncians.~The -7*^ 
eting of the American Academy of Pediatn 
I be held Oct. 18-23 at the Palmer House, Cht- 
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cago. Two-day seminars will be held Oct 18-19, 
and half-day round-tables will run concirrrently 
uitli the general sessions. Tlie Borden award pres¬ 
entation will be given Oct. 20 by Dr. Charles D. 
May, New York City, on “Protein Allowance in 
Infant Nutrition.” Five symposiums are planned, 
witli tlie following titles and chairmen: 

Regulation of Carbohydrate Metabolism, Dr. Racbmiel Le- 
\nne, Chicago. 

Radioactive Isotopes in Pediatric Medicine, Dr. Lee E. Farr, 
Upton, N. Y. 

. Cystic Fibrosis of the Pancreas, Dr. May. 

Office Evaluation of Intelligence and the Special Senses, 
Dr. Harry Bakwin, New Y’ork Cits'. 

Recent Developments in Control of Infectious Diseases, 
Dr. Edward C. Cumen Jr., Chapel Hill, N. C. 

A panel discussion on “The Pediatrician s Respon- 
sibiiiW in Mental Healtli Counseling” is planned for 
Oct. 21, witli Dr. Sherman Little, Buffalo, N. Y., as 
chairman. A banquet, a program of ladies’ enter¬ 
tainment, and alumni meetings are arranged. For 
information wTite Dr. Einor H. Christopherson, 
P. O. Box No. 1116, Evanston, Ill., Executive Sec¬ 
retary'. 

Plastic Surgeons Meeting in Chicago.—Tlie 27th 
annual meeting of tlie .American Society' of Plastic 
and Reconstructive Surgery w'ill be held Oct. 12-17, 
with headquarters at the Drake Hotel, Chicago. 
Foreign participants will include Drs. Fernando 
Ortiz-Monasterio and R. Serrano, Mexico City’, who 
wall present “Cephalometric Measurements on .Adult 
Patients W'itli Nonoperated Cleft Palates,” and Drs. 
Hamilton A. Baxter and Marcy A. Goldstein, Mont¬ 
real, Canada, w'ho w'ill give “Duration of Surv'ival 
of Human Fetal Grafts.” The program includes four 
symposiums and the following papers w'ith invited 
guest audiors; 

Pl.ice of Radiation Therapy in Treatment of .advanced 
Carcinoma of Lower Lip, Dr. Lsadore Lampe, Ann Arbor, 
Mich. 

\'ascular Reinforcement of Pedicled Tissues Using Hista¬ 
mine Iontophoresis, Drs. Richard B. Stark and Cla>-ton 
R. De Haan, New York City. 

Homotransplantation of Th>Toid and ParatIi>Toid Glands by 
Vascular Anastomoses, Drs. Herbert Conway and James 
IV'. Smith, New York City. 

Skin Grafting Procedures in Injuries of the Hand, Dr. Joseph 
L. Posch, Detroit. 

Reconstruction of the Penis, Drs. Jerome Gelb, Maxsvell 
Malament, and Stephen R. Loverme, Newark, N. J. 

Exhibits are planned, and entertainment includes 
the society’ dinner Oct. 13, 7 p. m., and tlie presi¬ 
dent’s banquet, Oct. 16, 6 p. m., at which Mr. 
Ralph G. Newman will talk on Abraham Lincoln 
and Dr. Wallace H. Steffensen, president of the 
society’, will speak. For information woate Dr. Ken¬ 
neth L. Pickrell, Duke Hospital, Durham, N. C. 


Prevalence of Poliomyelitis.—.According to the Na¬ 
tional Offiee of Vital Statistics, the follow’ing num¬ 
ber of reported eases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Aug. so. IKS 


Area 

New England States 

Maine . 

New Hampshire .... 

Vermont . 

Ma«5a.;husetts . 

Rhode Island. 

Connecticut. 

Middle Atlantic States 


Paralytic Total 


"West North Central States 

Minnesota .. 

Iowa .. 

Missouri . 

North Dakota.. 

South Dakota .. 

Nebraska .... 

Kansas .. 

South Atlantic States 

Delaware .. 

Maryland .. 

District oi Columbia 

Vjwriniu .. 

West Virginia . 

North Carolina . 

South Carolina. 

Georgia . 

Florida . 

East South Central States 

Kentucky . 

Tennessee . 

Alabama . 

Mississippi . 

We^t South Central States 

Arkanvfls .. 

Louisiana . 

Oklahoma . 

Texas . 

Mountain States 

Montana . 

Idaho ..... 

Wyoming. 

Colorado . 

New Mexico. 

Arizona . 

Utah . 

Nevada . 

Pacific States 

Washington . 

Oregon . 

Calilomia . 

Territories and Possessions 

Ala«ka . 

Hawaii. 

Ihicrto Rico ... 

Total . 


Type 


Cases 


10 

1 


16 

1 


6 

13 


Aug. 31, 
1957 
Total 


New York.. 

4 

13 

19 

New .Terser . 

10 

23 

S 

Pennsylvania . 

3 

4 

4 

i«t North Central States 

Ohio . 

S 

22 

10 

Indiana . 

. 5 

IS 

e 

lUioois . 

5 

15 

31 

Michigan . 

25 

6S 

47 

Wi«con«in . 

. 

6 

20 


12 

2 

10 
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EXAMINATIONS AND LICENSURE 


CANADA 

Seminar on Blood Banking in Montreal.-A two-day 
Seminar in Blood Banking and Immunoliematology 
will be held at The Royal Victoria Hospital, Mont¬ 
real, Quebec, Oct. 16-17. The seminar is designed 
to demonstrate the newest techniques. The program 
will be the same on both days. There is no registra¬ 
tion fee. Medical personnel interested in attending 
should communicate with the Post-Graduate Board, 
Montreal, Royal Victoria Hospital, soon, indicating 
their choice of dates. 


EXAMINATIONS 

AND 

LICENSURE 



MEDIC.4,L SPECIALTY BOARDS 

AMi;utc.\s' BoAun or ANrsTUEstOLOGY: Oral Examination. 
S.iij Francisco, Sept. 29-Oct. 3, and Piiocnix, April 5-10, 
1959. Tlie 1959 written examination will be given in 
various locations in the United States and Canada, July 17. 
T!»c final date for filing application for the 1959 
oNamination i.s slv months prior to the examination. There 
is no filing deadline for oral examinations. Sec., Dr. Curtiss 
D. llickcox, 217 Farmington Ave., Hartford 8, Conn. 

AMumcAN Boauo or DniMATOLocY: Written. Scoeral Cities 
June 30. Oral. Detroit, Oct. 17-19. Final date for filmg 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMi-niCAN BoAnn or Intehn-al Medicine; Written. Oct. 20, 

1958. Oral. Chicago, Oct. 13-16. ’’S’ 

Oct. 19. Final date for filing application is May 1. Ornf. 
For candidates in the South and Southwest, New Orl^w , 
Feb. 3-6. Final date for filing applmation is R'"', 

For candidates in the Midwest, 

Final date for filing application is Jan. 1. Oral. canai 
da"! fn tlie%Vest"caTst. Final date for 
iQ March 1. Oral. For candidates on the East Least, i 
fi 7 *9 10 Final date for filing application is March L 
6-7, J lu. iin, (i„h<tnrrialtics Gastroenterology. 

Main St., Madison 3, \Vi.s. 

A,.n„«N- Bo«.n - f n 

Medicine, St. Louis 10. 
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tion was July 1, 1958. Oral Examinations 1958 (Part III- 
Chica^, Oct. 6-10. Sec., Dr. Merrill J. King, Bot 238 
Cape Cottage Branch, Portland, Maine. 


American Board of Orthopaedic Surgery: Tart 11, Chi¬ 
cago, Jan. 21-23,1959. Deadline for receipt of applications 
was Aug. 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 


American Board or Otolaryngology; Oral. Chicago, Oct. 
6-10. Final date for filing application was April 30.’Sec., 
Dr. Dean M, Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Chicago, Oct. 30-Nov. 1. 
Final date for filing application is Sept. 30. Sec., Dr. Ed¬ 
ward B. Smith, Indiana University Medical Center, 1100 
W. Michigan St., Indianapolis 7. 


American Board of Pediatrics; Oral. Chicago, Oct, 24-26 
and New York, Dec. 5-7, Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 


American Board of Plastic Surgery; Oral and Written. 
Chicago, Oct, 9-11. Final date for receipt of case re¬ 
ports was July 1. Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8. 

American Board of Preventwe Medicine: Examination in 
Public Health. St. Louis, Oct. 24-26. Final date for filing 
application was Aug. 15. Sec., Dr. Thomas F. VVhaync, 
3438 Walnut St, Philadelphia 4. 


UERicAN Board of Psychiatry and Neidiolocy; New 
York City, Dec. 15-16; New Orleans, Mar. 18-17. Training 
credit for full time psychiatric and/or neurologic assign¬ 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi¬ 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Boebester, Minn. 

MERiCAN Board of Radiology; Regular Examination. 
Washington, D. C., Dec. 8-11. Final date for filing apph- 
cation was July 1. Special examination m Nuclear Medicine 
for those diplomates in Radiology or Therapeutic Radiol' 
ogy. Washington, D. C., Dec 6. Final date for filing 
application is Oct. 1. Special Examination. Cincinnati, 
Mar 16-19, 1959. Final date for filing application is Nov. 
rCandiStes completing training June 30, 1959 are not 
eligible for the Spring 1959 examinations. Sec., Dr. «• 
D^ney Kerr, Kahler Hotel Bldg., Rochester, Mmn. 

American Board of Surgery; Written 
1) will be held at various centers in die United Sta es 
Canada Hawaii, Puerto Rico, and certain military centers 
SroTd on December 3. The date of die Fall examination 
in Part I has been changed from 
October as announced in its current Booklet of 

tion to December 3, Wdb. , Wednesday 

Part I will be held once annually, on the " .J 

NOV. H-.| N^ -t, clffoN’S 

“rJl B FlA 

™lc,c 

1151 Taylor Avenue, Detroit z. 

iTnmnrY- Written Examitiai'on. T 

American Board OF Urology. W ^ ,1 

ty-five cities throughout di p. , ^ 1959. Sec., Dr- 

will be given 30 Westwood Roa^> 

William Niles Wishard, J -. 

Minneapolis 26. 
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GOVEEINIVIENT SER\1CES 


air force 

Medical Symposium in Japan.—The Eighth Medical 
SsTnposium to be held at Yamato Air Station in 
Japan, Oct. 5-S, is e.xpected to be attended by 2-50 
ci\’ilian and militan' physicians from the United 
States and several foreign countries. The hosts ssnll 
be the Fifth Air Force and the U. S. Air Force Hos¬ 
pital at Tachikawa. A group from the Air Force 
Missile Test Center at Patrick Air Force Base, Fla., 
vill present lectures dealing with current develop¬ 
ment in missile and space vehicle technology'. The 
Wright Air Development Laboratory' will present 
papers on human factors in space flight. The Aero 
Medical Laboratory' swll demonstrate some of the 
latest equipment. Two national consultants to the 
Air Force swU be among the speakers. Inwtations 
to the sy'mposium have been sent to civilian and 
military' personnel in Nationalist China, Cambodia, 
Korea, Vietnam, Thailand, tlie Philippines, Burma, 
Pakistan, Singapore, India, the United Kingdom, 
Australia, Japan, and Hong Kong. Major Gen. 
O. K, Niess, PACAF command surgeon, in an¬ 
nouncing plans for the sy'mposium stated tliat one 
of the chief objectives was to promote cooperation 
among scientists concerned with aeronautical and 
medical development and to stimulate medical re¬ 
search among phy'sicians of the United States Air 
Force and the Asian nations. 

\t:terans adjvhnistration 

Personal.—Dr. Turner Camp, chief medical officer 
of the Veterans Administration outpatient clinic in 
Los Angeles, has been named director of clinics in 
the VA Department of Medicine and Surgery' in 
M'ashington, D.C., succeeding Dr. Arthur J. Op- 
pen. Dr. Klippen was appointed director of hos¬ 
pitals in the department in \Vashington, to fill a 
position that has been vacant for some time. 

PUBLIC health service 

New Program Called COSTEP.—Assignments under 
the Commissioned Officer Student Training and Ex¬ 
tern Program, which is known as COSTEP, are 
open each y'ear to medical, dental, engineering, 
science, nursing, and veterinary' students who com¬ 
plete their second or third y'ear of professional 
education on or before July 1 and who are inter¬ 
ested in becoming Reserv'e Officers in the Public 
Health Service’s Commissioned Corps. Students 
selected are offered commissions in grades equiva¬ 
lent to those held by' officers in tlie armed forces, 
and they are placed on active duty' not to exceed 
120 days. Opportunities for either medical or dental 
internships or active duty' on graduation are also 
available to qualified students. 


One hundred thirty'-five students from 120 ap- 
prov'ed four-y'ear professional schools have spent 
the present summer in U. S. Public Health Sers’ice 
facilities under the PHS year-round training pro¬ 
gram. Mfliile the largest number of students under 
COSTEP are employed by the PHS during the 
summer months, the program is open the y'ear- 
round so that students attending schools operating 
on the quarter system can apply' throughout the 
y'ear. Its purpose is fourfold; (1) to stimulate the 
interest of promising students in careers in tlie 
Public Health Service, principal health agency' of 
the federal gos'emment; (2) to enable students to 
further tlieir professional knowledge while gainfully 
employed; (3) to give students an opportunity' to 
increase their understanding in tlie functions of 
government and independent public health agen¬ 
cies; and (4) to proride the PHS uith competent 
help during the vacation months. 

The assignments under COSTEP, in general, are 
(1) laboratory' assignments in medical research pro¬ 
grams at the National Institutes of Health, Bethesda, 
Md., and the Communicable Disease Center, At¬ 
lanta, Ga., (2) clinical clerkships at Public Health 
Service hospitals and other medical facilities in the 
United States and Alaska (usuaUy open to students 
with three years of professional education), and 
(3) field assignments in public health actirities in 
a number of places throughout the United States. 

AHSCELLANEOUS 

Applications for National Science Foundation Fel- 
low'ships Due October lo.-^-The deadline for appli¬ 
cations for National Science Foundation Senior 
Postdoctoral and Science Faculty' Fellow'ships is 
Oct. 15, 1958. Announcement of aw'ards will be 
made on Dec. 5, 1958, by tlie foundation. Aw'ards 
w'ill be made in medical and biological sciences 
including anthropology' and psy'chology' (excluding 
clinical); the mathematical, phy'sical, and engineer¬ 
ing sciences; and in selected social science fields. 
Included as w'ell are interdisciph'nary' fields which 
overlap two or more scientific disciph'nes. 

Gandidates for Senior Postdoctoral Fellowsliips 
must be United States citizens w'ho have held the 
doctoral degree for a minimum of five years or 
have equivalent education and experience. Tlie Sci¬ 
ence Faculty' Fellowships are directed toward col¬ 
lege teachers of science w’ho wash to improve their 
competence as teachers. Tliese fellowships are open 
to application by any United States citizen who 
holds a baccalaureate degree or its equivalent, has 
demonstrated ability' and special aptitude for sci¬ 
ence teaching and advanced training, and has 
taught at tlie collegiate level for a minimum of 
three y'ears and intends to continue teaching. Ap¬ 
plication materials may be obtained from the Divi¬ 
sion of Scientific Personnel and Education, National 
Science Foundation, M’ashington 25, D. C. 
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W’ Univemte 

?1 • of St. Francis Hos¬ 

pital in Bhc Island, where he died Aug. 8, aged 48 
of coronarv tlirombosis. ^ ’ 


■Adlci% Ludwig ® New York City; Afedfeinische 
I akultat dcr Univcrsitat, Vienna, Austria, 1901- 
as,socia{ed with the Beth Israel and St. Clares hos¬ 
pitals; died in New Milford, Conn., Aug. 8, aged 82. 

AfTliauscr, Robert Maurice # Cliicago; Loyola Uni- 
vcnsily School of iNIcdicine, Chicago, 1922; veteran 
of World War 11; member of the city board of 
hcnlth; on the stufF of the Englewood Hospita.1; 
died Aug. 11. aged 62, of coronary occlusion and 
arteriosclerosis. 


.-Vlcxandcr, Robert Mackey, Reading, Pa.; Jefferson 
Medical College of Philadelphia, 1910; an associate 
member of the American Medical Association; past- 
pre.sidcnt of the Berks Count}' Medical Society; 
specialist certified by the American Board of In¬ 
ternal Medicine; veteran of World War I; visiting 
physician at the Berks County Tuberculosis Sana¬ 
torium; consultant in medicine at the Reading 
Hospital, wlicro he died Aug. 4, aged 74, of cancer 
of the ampulla of vater. 

Raker, "SValdo Zimmerly, Youngstown, Ohio; Ohio 
State Universit)' College of Homeopathic Medicine, 
Columbus, 1918; member of tlie Ohio State Medical 
Association; count)' jail physician; associated with 
Youngstown and St Elizabeth’s hospitals; died in 
St Mary’s Hospital, Rochester, Minn., Aug. 5, aged 
67, of cancer of the lung. 

Bliss, Howard Clifford, Vestaburg, Pa.; University 
of Pittsburgh School of Medicine, 1909; past-presi¬ 
dent of the Rotary Club of Fredericktown; on the 
courtesv staff of the Brownsville (Pa.) Hospital; 
died in'Uniontown, Pa., July 28, aged 75, of cere¬ 
bral thrombosis and cerebral arteriosclerosis. 

Bragcr, Louis R., Forest Hills, N. Y.; Long Island 
College Hospital, Brooklyn, 1912; died in the Park 
East Hospital, New York City, Aug. 3, aged 72, ot 
myocardial infarction. 

Brennan, Alfred Theodore Vincent Jr., Tenafly, 
N, J.; Columbia University College of Physicians 
and Surgeons, New York City, 1930; consultant in 
the department of dermatology at the Holy Name 
Hospital in Teaneck and for many years associated 
with the Englewood (N. J.) Hospital, where he 
died July 31, aged 53, of carcinoma of t he tongue. 

@ Indicates Member of the American Medical Association. 


Brown, Andreiv DobWe ® Central Cih- Neb- 
Umversify of Nebraska College of Mrfiele 
Omaha, 1912; died July SO, aged 72. 

Bro.r^, Rolla Oscar ® Kailua, Hawaii; bom ia 
Pi tsbur^ May 7,1895; University of Pennsylvania 
^ Medicine, Philadelphia, 1920; specialist 

certified by the American Board of Urolog)'; mem- 
ber of the American Urological Association; fellow 
ot the American College of Surgeons; fellow in sur¬ 
gery at tlie Mayo Foundation in Rodiester, Minn., 
from 1922 to 1924; served as a consultant in urolog)' 
to the Leahi Home and a member of the urologic 
service of Queens Hospital in Honolulu, formerly 
chairman of the Hawaiian Territorial Medical 
E.vaminers and secretary of the Hawaii Territorial 
Medical Association; died at the Good Samaritan 
Hospital in Los Angeles July 24, aged 63, of cancer 
of the lung. 


Cervone, Louisa Santoro, Youngstown, Ohio; Uni¬ 
versity of Wooster Medical Depai-tment, Cleve¬ 
land, 1900; died in the Woodside Receiving Hos¬ 
pital July 31, aged 80, of arteriosclerosis. 

Christensen, Walter ® North Hollywood, Calif.; 
Minneapolis College of Physicians and Surgeons, 
medical department of Hamline University, 1904; 
died July 21, aged 79, of cerebral thrombosis. 


Conrad, Robert Waite ® St. Joseph, Mo.; George 
Washington University School of Medicine, Wash¬ 
ington, 1943; certified by the National Board of 
h'iedical E.xaminers; veteran of World War II and 
was decorated for bravery; on the staff of the 
Missouri Methodist Hospital; died in St. Joseph's 
Hospital July 27, aged 40, of acute hemorrhagic 
pancreatitis. 


Cook, Elbert Clancy, Bradenton, Fla.; Kentucky 
School of Medicine, Louisville, 1908; member of 
the Florida Medical Association; died June 5, aged 
80, of a heart attack. 


bin, Robert Adwood, Hammond, La.; Tuiane 
iversity School of Medicine, New Orleans, 1914; 
cialist certified by the American Board of Oto- 
mgology; veteran of World War I; formerly on 
staff of the Touro Infirmary in New Orleans; 
d in Fort Walton Beach, Fla., July 21, aged 66. 

tchfield, Otis D., West Unity, Ohm; the Hahne- 
nn Medical College and Hospital, Chicago 1910, 
eran of World War I; died in Stryker Maj -o, 

d75. 
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Curry, Dalferes Pennington ® Columbia, S. C.; 
Kentucky' University Medical Department, Louis¬ 
ville, 1903; member of the Medical Association of 
the Istlimian Canal Zone, of which he was formerly 
vice-president; served as assistant chief health 
officer of the Panama Canal Zone; died in the Co¬ 
lumbia Hospital July 23, aged 79, of broncho¬ 
pneumonia and coronary thrombosis. 

Danforth, James Chester ® Crosse Pointe Woods, 
Mich.; University of Michigan Homeopathic Med¬ 
ical School, Ann Arbor, 1915; on the staffs of the 
Holy Cross, Grace, and Evangelical Deaconess 
hospitals in Detroit; died in the Cottage Hospital 
July 31, aged 70, of cerebral thrombosis. 

Dickinson, Aimer Edwin, Los Gatos, Calif.; the 
Hahnemann Medical College and Hospital, Chi¬ 
cago, 1897; died May 20, aged 85. 

Dodd, John Edward ® Framingham, Mass.; Tufts 
College Medical School, Boston, 1910; fellow of 
the American College of Surgeons; a member of 
the board of health for many years; on the staff 
of the Framingham Union Hospital; died July 2.5, 
aged 71, of pulmonaty embolism. 

Fessman, John William ® Runnemede, N. J.; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1928; veteran of World War II; a 
director of the Runnemede branch of the Camden 
Trust Company; chairman of the board of the 
Camden County Hospital for Chest Diseases, Lake¬ 
land; associated with the West Jersey Hospital in 
Camden, where he died July 28, aged 54, of acute 
coronary occlusion. 

Felt, Bennie John ® Port Arthur, Texas; Univer¬ 
sity of Tennessee College of Medicine, Memphis, 
1932; member and past-president of the staff of St. 
Mary’s Hospital, where he died July 31, aged 50, 
of acute monocytic leukemia. 

Fillmore, Hartson Dustin, Wichita Falls, Texas; 
University of Tennessee Medical Department, 
Nashville, 1901; veteran of World War I and the 
Spanish-American War; died July 30, aged 84, of 
carcinoma of the lung. 

Fisch, Benjamin ® Brooklyn; Deutsche Universitat 
Medizinische Fakultiit, Prague, Czechoslovakia, 
1924; died in the Maimonides Hospital July 20, 
aged 61, of a cerebral vascular accident and arterio¬ 
sclerosis. 

Flower, Morris Aaron ® Newark, N. J.; Medico- 
Chirurgical College of Philadelphia, 1911; member 
of the American Academy of General Practice; on 
the courtesy staff of Beth Israel Hospital, where 
he died Aug. 1, aged 71, of cerebral hemorrhage 
and arteriosclerosis. 


Forldn, William Patrick, Chilton, Wis.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University' of Illinois, 1903; at one 
time on the staff of the Jacksonville (Ill.) State 
Hospital; died in the Alexian Brothers Home in 
Oshkosh July 28, aged 82, of bronchopneumonia 
chi-onic purulent bronchitis, and bronchiectasis. 

Gibbens, Howard Clinton, Salem, N. J.; Medico- 
Chirm-gical College of Philadelphia, 1903; for many 
years medical missionary in Burma; died in tlie 
Salem County' Memorial Hospital July 20, aged 86. 

Glassberg, Irving Jeffery ® Minneapolis; University' 
of Minnesota Medical School, Minneapolis, 1935; 
specialist certified by the American Board of Urol¬ 
ogy; member of the American Urological Associa¬ 
tion; fellow of the American College of Surgeons; 
at one time on the faculty' of Louisiana State Uni¬ 
versity School of Medicine in New Orleans, where 
he was on staff of the Touro Infirmary'; on tlie 
faculty of his alma mater; veteran of World War II; 
died in Mount Sinai Hospital July 28, aged 51. 

Gordon, Edward Johnston, Newburgh, N. Y.; Belle¬ 
vue Hospital Medical College, New York City', 
1898; veteran of World War I; serx'ed as rating 
specialist at the Veterans Administration Hospital 
in Lyons, N. J., and Newark, N. J.; died July 25, 
aged 83, of arteriosclerotic heart disease and pul¬ 
monary' emphysema. 

Graham, William Alex, Powell, Wyo.; Keokuk (la.) 
Medical College, 1898; died in the War Memorial 
Hospital June 26, aged 87, of arteriosclerosis. 

Halabi, Nour Eddine ® Bellefonte, Del.; American 
University of Beirut School of Medicine, Lebanon, 
1947; interned at the Ale.xandria Hospital in Alex¬ 
andria, Va., where he served a residency; formerly 
a resident at the Delaware Hospital in Wilmington, 
Wilmington (Del.) General Hospital, and the Tem¬ 
ple University' Hospital in Philadelphia; for two 
years serx’ed in the U. S. Army Reserv'e; died July 
24, aged 35. 

Haley, Marcus Delafayette ® Stearns, Ky.; Vander¬ 
bilt University School of Medicine, Nashrille, 
Tenn., 1926; on the staff of the Somerset City' (Ky.) 
Hospital; died in St. Joseph’s Hospital, Lexington, 
July 25, aged 63, of cancer of the lung. 

Hall, Huger Tudor ® Aiken, S. C.; Medical Col¬ 
lege of South Carolina, Charleston, 1934; wce-chief 
of staff, Aiken County Hospital, where he died 
July 25, aged 50, of bronchogenic cancer. 

Hay\vard, Eugene Henderson, Baltimore; Baltimore 
Medical College, 1901; fellow of the American 
College of Surgeons; an associate member of the 
American Medical Association; past-president of 
the Baltimore City' Medical Society; veteran of 
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Work! War I; associated with Mercy, University 
Secours, St Agnes, Maryland 
and Union Memorial hospitals. 

Hospital, where he died Aug. 5, 
aged SO of congestive lieart disease and aneurysm 
ot the abdominal aorta. 


Heath, Louanna, Maplewood, N. J.; Womans 

Pennsylvania, Philadelphia, 
1903; died in ^hneyard Ha^'en, Mass., Aug. 5, aged 
/o. ot acute myocardial infarct. 

Hiclvs, Ilan-ard Raymond, Doylestown, Pa.; Uni- 
vcnsily of Pennsylvania School of Medicine, Phila¬ 
delphia. 192.3; veteran of ^Vorld IVar II; served as 
medical director of the Neshaminy Manor Home; 
afliliatcd with Prc.sbyterian Hospital in Philadel¬ 
phia. Abinglon (Pa.) Memorial Hospital, and the 
Do\-iestown Hospital, where he died July 29, aged 
01 , of coronary sclerosis and peripheral vascular 
disea.se. 

Holton, Thomas jeffenson, Charlotte, N. C.; Atlanta 
School of Medicine. 1909; died in Columbia, S. C., 
July 26, aged 77. 

House, Lewis Clinton, El Centro, Calif.; Univer¬ 
sity of Colorado School of Medicine, Denver, 1914; 
served as president of the Imperial County Medical 
Society; for many years county' health officer; fel- 
low of the American College of Surgeons; on the 
staff of the Imperial CounW Hospital; a director 
of the El Centro Branch, Bank of America; died 
July 29, aged 75, of terminal pneumonia and 
uremia. 

Hj'der, Herman Pettibone ® Bentonville, Ohio; 
University of Arkansas School of Medicine, Little 
Rock, 1917; died July 23, aged 73. 

Joyce, Reid Petree ® Xenia, Ohio; University of 
Pennsylvania School of Medicine, Philadelphia, 
1932; specialist certified by the American Board of 
Surgery; fellow of the American College of Sur¬ 
geons; associated with the Greene Memorial Hos¬ 
pital, where he died July 16, aged 50, of coronary 
thrombosis. 

Killoran, Vincent Ambrose ® Fort Lauderdale, Fla.; 
University of Toronto Faculty of Medicine, To¬ 
ronto, Ontario, Canada, 1927; died in Hawaii July 
26, aged 58. 

Kline, Ralph Glenn ® Hoopeston, III; University 
of Illinois College of Medicine, Chicago, 1916; 
served on the facult)' of his alma mater; a surgeon 
for the Chicago and Eastern Illinois Raih'oad; died 
in the Lakeview Hospital, Danville, July 28, 
aged 70. 

Long, Samuel Clark, Philadelphia; Medico-Chirurg- 
ical College of Philadelphia, 1912; an associate 
member of the American Medical Association; lor 
many years medical director of the Atlantic Re- 
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fining Company; on the staffs of lire St. Agnes 
Methodist hospitals; died Aug. 3, aged 73 a 
bral thrombosis and arteriosclerosis. 

Lusk, Hamilton Neal ® Temnle Tpy^c a, i 
University College of MeS:; S 'g! 

? f y "■’ White Hos¬ 

pital July 80, aged 81, of leukemia. 

Mathis, William Harris, North Augusta, S. C.' Uni- 
yersit)' of Georgia Medical Department, Augusta 
1917; veteran of World War I; died in Augusta’ 
Ga., July 28, aged 68. ' 

McCord, Arthur Nelson ® Streator, III,; Chicago 
College of Medicine and Surgery, 1908; also a 
pharmacist; veteran of the Spanish—American and 
World War I; on the staff of St. Mary’s Hospital; 
died July 24, aged 88, of rheumatoid arthritis. 

Mellin, L. Robert ® Chicago; Bennett Medical 
College, Chicago, 1914; served as a member of the 
board of education; veteran of World War I; asso¬ 
ciated with Alexian and Columbus Memorial hos¬ 
pitals; died in the Albert Merritt Billings Hospital 
Aug. 6, aged 65, of bronchogenic carcinoma. 

Moore, M. Elizabeth, Danbury, N. C.; Woman’s 
Medical College of Pennsylvania, Philadelphia, 
1928; county health officer; past-president of the 
staff of the Stokes-Reynolds Memorial Hospital, 
where she died July 27, aged 57, of cancer of the 
right ovary witli metastases. 

Morris, James Benjamin ® New Bedford, Mass.; 
College of Physicians and Surgeons, Boston, 1919; 
veteran of World War I; physician for the board 
of public welfare; died July 26, aged 63, 

Morris, J. F., Harlingen, Texas (licensed in Ar¬ 
kansas in 1903); died July 8, aged 92, of cancer 
of the mouth. 

Munch, Clarence J., Culbertson, Mont.; Jenner 
Medical College, Chicago, 1915; died July 18, aged 
67, of myocardial infarction. 

Nickel, Allen Arthur Clarence ® Bluffton, Ind.; 
Rush Medical College, Chicago, 1924; also an or¬ 
dained minister; specialist certified by the Amer¬ 
ican Board of Internal Medicine; member of the 
American College of Chest Physicians and the 
American Society of Clinical Pathology, fel ow o 
the American College of Physicians; for bvo years 
president of the Wells County Medical Societj^ a 
partner in the Caylor Nickel Clinic; chief of he 
department of internal medicine, Chmc Hospi a, 
where he died July 31, aged 63, of pulmonary 
embolism. 

O’Connor, Ralph Edward, Buffalo; University of 
Buffalo School of Medicine, 

Medical Society of the State of 

dated with the Lafayette General Hospital 
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Emergency Hospital (of the Sisters of Charity) 
died in the Buffalo General Hospital July 25, 
aged 59. 

O’Keefe, Edward F., Howard, R. I.; Georgeto\sTi 
University School of Medicine, Washington, D. C., 
1937; senior physician at the State Infirmary'; died 
July 28, aged 47, of a cerebrovascular accident and 
cirrhosis of tlie liver. 

Potts, Frank Tuthill ® Lacon, Ill.; Rush Medical 
College, Chicago, 1904; died in tlie Decatur and 
Macon Count}’ Hospital in Decatur, July 29, 
aged 82. 

Pursuance, Walter ® Pampa, Te.xas; Keokuk (la.) 
Medical College, College of Physicians and Sur¬ 
geons, 1902; also a druggist; veteran of World 
War I; ser\’ed as mayor; died in Evergreen, Colo., 
Juh' 24, aged 78. 

Rogers, Asa Holt, Philadelphia; Jefferson Medical 
College of Philadelphia, 1893; died July 30, aged 
87, of arteriosclerosis. 

Rutledge, Ralph Leyda Sr., ® Alliance, Ohio; Uni- 
versit}' of Pittsburgh School of Medicine, 1916; 
member of the American Fracture Association and 
the American Academy of General Practice; past- 
president of the Oliio State Medical Association 
and the Stark Count}' Medical Societ}'; veteran of 
World War I; on the staflF of the Alliance City 
Hospital; died in the Woman’s Christian Associa¬ 
tion Hospital in Jamestown, N. Y., July 23, aged 
65, of acute myocardial infarction. 

Saferstein, T. Harry ® St. Joseph, Mo.; University 
of Kansas School of Medicine, Kansas City, Kan., 
1930; veteran of World War II; associated with 
Missoiul Methodist and St. Joseph’s hospitals; died 
July 28, aged 52, of coronary occlusion. 

Shane, Robert Shoemaker ® Pilot Mound, Iowa; 
State Universit}’ of Iowa College of Medicine, 
Iowa Cit}', 1912; ser\'ed during World War I; vet¬ 
eran of World War II and serv'ed as state selective 
service medical director; died in Boone County 
Hospital in Boone July 30, aged 72, of infection 
and massive liver abscess. 

Shanley, Emmet Baxter ® New Philadelphia, Ohio; 
Starling Medical College, Columbus, 1898; serv’ed 
as president of the Tuscarawas County Medical 
Society and the Seventh Councilor District Med¬ 
ical Society; for many years registrar of \’ital sta¬ 
tistics in New Philadelphia; died July 21, aged 83. 

Sheddan, William Joplin ® Osceola, Ark.; Univer¬ 
sit}' of Tennessee College of Medicine, Memphis, 
1915; veteran of World Wax I; member of the cit}’ 
council; chief of staff at Osceola Memorial Hos¬ 
pital; died in West Memphis July 24, aged 65, of 
injuries received in an automobile accident. 


Shields, Robert Mansen Jr., Staten Island, N. Y".; 
University of Vermont College of Medicine, Bur¬ 
lington, 1921; member of the Medical Society of 
the State of New York; veteran of World War 1; 
president of the Rotar}’ Club of Staten Island; life 
consultant at Sea View Hospital; associated wth 
Staten Island Hospital, where he died July 29, 
aged 62, of a heart attack. 

Sochacld, Alexander S. ® Camden, N. J.; Universit}’ 
of Pennsylvania School of Medicine, Philadelphia, 
'1928; member of the American College of Aller¬ 
gists; assistant in medicine at Jefferson Medical 
College of Philadelphia; on the staff of the Cooper 
Hospital; died July 26, aged 55, of acute coronar}’ 
occlusion. 

Thomasson, William Edward, Carrollton, Ga.; At¬ 
lanta College of Physicians and Surgeons, 1911; 
member of the Medical Association of Georgia; 
died in Atlanta June 30, aged 71. 

Traywick, Asa Paul @ Cameron, S. C.; CoUege of 
Physicians and Surgeons, Baltimore, 1902; died 
July 26, aged 79. 

Van Iderstine, Reginald, Daphne, Ala.; College of 
Medicine and Surgery (Physio-Medical) Chicago, 
1906; died July 26, aged 86, of bronchitis and heart 
disease. 

Waddington, Algernon Henr}’, Rockford, Ill.; Chi¬ 
cago College of Medicine and Surger}’, 1912; vet¬ 
eran of World War I; died in the Rockford Me¬ 
morial Hospital July 29, aged 76, of hepatoma of 
tlie liver with ruptured esophageal varices. 

Walliker, Wilbur Myron ® Clinton, Iowa; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1902; past- 
president of Clinton Count}’ Medical Societ}'; life¬ 
time staff member of the Mercy Hospital and the 
Jane Lamb Memorial Hospital, where he was past- 
president of the staff; died July 24, aged SO, of 
coronary thrombosis. 

Williams, Frank Spalding ® Villisca, Iowa; Rush 
Medical College, Chicago, 1901; for many years 
member of the board of education of Villisca; a 
director of the Villisca Building and Loan Associa¬ 
tion; died July 26, aged 86. 

Witherington, Albert Sidney, Munford, Tenn.; 
Memphis (Tenn.) Hospital Medical College, 1904; 
died in the Methodist Hospital, Memphis, July 20, 
aged 74. 

Wj-man, Harr}' Hastings, Aiken, S. Medical 
College of South Carolina, Charleston, 1897; past- 
president of tlie state board of medical examiners; 
serv’ed on the staff of the Aiken Count}’ Hospital; 
died in Rock Hill July .30, aged 8-3, of myocardial 
infarction and arteriosclerotic coronary’ thrombosis. 
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brazil 

PoJjys and i\Ialignancy.-Dr. Silvio Levy (Revista 
da Hospifal Matarazzo, Sdo Rmilo) sUidied the rela¬ 
tionship bcwecn benign polyp of the colon and 
carcinoma. As evidences of such a relationsliip he 
cited the facts that both polyps and carcinomas 
are located in the various segments of the colon 
in almost equal percentage, the parallelism between 
the incidence of carcinomas and polj'ps of the colon 
in adults at different ages, the frequency woth which 
the pobijs are associntcd with rectocolio carcinoma, 
tlic transformation of nontreated polyps into car¬ 
cinoma, the presence of adenomatous cells in many 
rectocolic carcinomas even in a late stage, and the 
high incidence of malignant degeneration in mul¬ 
tiple polyposis. Patients with adenomas of the colon 
arc believed to be more likely to develop a carci¬ 
noma of the colon than tho.se who are free from 
adenomas. There is still some difference of opinion 
as to the criteria to be adopted by the pathologists 
concerning tlie diagnosis of malignancy in ade¬ 
nomas. Many of them do not recognize the e,\-ist- 
cncc of malignancy unless invasion of the tissue 
by the neoplastic epithelial elements is present, 
thus rejecting the concept of the confinement of 
malignant cells (carcinoma in situ). 

Tile author reported a series of 67 patients witli 
polyps of the colon. The incidence of carcinoma 
was 27%. One of the most important aspects of 
this series was the presence of malignant poljqis 
in tlic first decade of life (25% of the cases). The 
incidence of polyps in 6,000 patients was 1.5%, 
which agrees with the figures of other Brazilian 
observers. The author recommends (1) sigmoidos¬ 
copy in every patient examined for the first time, 
regardless of age, (2) annual sigmoidoscopy in 
every patient over 40, (3) annual sigmoidoscopy 
and barium enema in all patients with a familial 
histoiy of malignancy of the colon or with a pre¬ 
vious polyp, c%'en if it has been excised, and re¬ 
gardless of tlie patient's age, and (4) sigmoidos¬ 
copy and barinm enema in all patients with rectal 
symptoms. This procedure should be repeated after 
six months if tlie first examination is negative. 


Tuberculosis and Chickenpox.—The influence oi 
chickenpox on 34 tuberculous children was studied 
by Dr. Paulo Vilhena de Morais {Revisio do Hos¬ 
pifal das 'cUnicas, Sdo Paulo, vol. 13, June, 1958) 
who concluded that (1) chickenpox rarely produces 

Tlie items in these letters ate contriluitccl by regular correspondents 
in the various foreign countries. 


nonspecific alterations in the roentgenogram of the 
ungs or aggravates tuberculous foci in patients 
receiving specific treatment, (2) the regression of 
^berculous lesions is not affected by chickenpox, 
(3) alterations of tuberculous sensitivit)' as a re¬ 
sult of chickenpox are slight, and (4) chickenpox 
does not cause marked changes of the immunobio- 
logical state of tuberculous patients under specific 
treatment. 


Neurofibromatosis.—Four patients with neurofibro¬ 
matosis were studied by Franca and De Almeida, 
{Arquwosde neuro-psiquiatria, vol. 16, June, 1958)! 
All of them had bilateral pontocerebellar'tumors, 
an important diagnostic finding and the only mani¬ 
festation of die disease in one patient who bad 
the pure central form of the disease. In the others, 
witli mixed types, besides various central lesions 
(neurofibromas, meningiomas) there were mild 
peripheral lesions. Intravertebral tumors originat¬ 
ing from radicular sheaths were the cause of the 
initial symptoms in tliree patients. In the two in 
whom the cerebral cortex was studied, groups of 
atjqiical glial cells characteristic of the central t>pe 
of neurofibromatosis were found. Two relatively 
rare lesions were found in the second patient (cor¬ 
tical angioma and hypertrophic interstitial neuritis 
of the brachial plexus). In patients with peripheral 
or intravertebral neurofibromatosis, as well as in 
their relatives, central lesions must be sought, espe¬ 
cially tumors of the'acoustic nerve. The diagnostic 
procedure of clioice in such patients is ventriculog¬ 
raphy with iodized oil. 


ANADA 

oxoplasraosis.—Harper and co-workers (Camd. 
1. A. ]. 79;25,1958) made a survey of the Toronto 
rea to determine the incidence of positive skin 
jactions to toxoplasmin and the incidence of com- 
lement-fixing antibodies in the population. Hiey 
mnd that the incidence of positive skin tests in- 
reased with age in the normal population, from 
0% in the youngest group to 40% at ages over 3o. 
lone of the clinically normal persons with a posi- 
ive skin or complement fixation test had any mstoq 
r other evidence of toxoplasmosis. It would seem 
lat inapparent and unrecognized toxoplasmosis is 
,idesp.eJd in the Toronto area. A 
f positive tests was present in med.cal s ateh 
nd laboratory workers tlian in the genera p P 
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Shellfish Poisoning.—Two epidemics of paralytic 
shellfish poisoning were reported in Canada in 
1957, one in New Brunswick and one in British 
Columbia. Bond and Medcof (Canad. M. A. J. 
79:19. 195S) described the New Brunswick epi¬ 
demic in which 33 people were poisoned, though 
none died. The offenders were soft-shell clams and 
bar clams from tire shore of the Bay of Frmdy, 
whose toxicit}' is regularly assayed by tire Depart¬ 
ment of Fisheries. When tire to.xicity rises above an 
arbitrary' limit of 400 units, warning notices are 
posted and the consumption of tire clams is con¬ 
sidered dangerous. In spite of tliis, various persons 
gatliered clams in full view of tire notices and 
suffered the consequences. Tliere was wdespread 
variation in tolerance to doses of tire toxin, s\mrp- 
toms including loosening of tire teetlr, respirator)' 
difficult)', and numbness of the face, lips, tongue, 
and fingers. Tire speed of onset of symptoms in 
e.xperiments suggested that tire toxin might be 
absorbed tlrrough the oral mucosa. 

The Surgeon’s Fee.—A difficult problem arises when 
a x'isiting surgeon from the cit)' operates on a pa¬ 
tient in an outlying area, returns immediately to 
the cit)', and leaves tire postoperative care in the 
hands of the local practitioner. Wffrat is the situation 
as regards the surgeon’s fee, particularly when 
pa)'ment is being made in part or in whole by an 
insurance agency? Until recently, the reference 
committee of the British Columbia Division of the 
Canadian Medical Association has allowed some 
discretion in applying the general principle that 
the surgical fee is indivisible in such cases. Early 
tlris summer, however, a decision of the committee 
was published in tire Bulletin of the Vancouver 
Medical Association. It has now been decided that 
when an operation is performed by a visiting sur¬ 
geon, the surgical fee xs'ill not be divided and the 
surgeon will receive the total fee for the operation. 
MTren postoperative care is given by a local prac¬ 
titioner, he may find that the patient’s insurance 
n't!! not cover an extra fee for tlris. An editorial in 
the same issue criticized this directive on the 
grounds tlrat division of a fee in such cases is not 
fee-splitting, which means getting paid for work 
not done, but a fair division of the reward accord¬ 
ing to the work done. 

A State-Operated Diagnostic Center.—Although the 
prox'ince of Quebec has indicated as yet no intention 
to participate in the Federal-Prov'incial Hospital 
Insurance Plan, tire provincial government decided 
to convert a former children’s hospital in Montreal 
into a modem diagnostic center that will be tire first 
of several to be built in the prownce. Mfiren this 
plan is put into operation, tire first state-operated 
diagnostic center in Canada rxill have appeared. 
Tlris is the outcome of six years of study. Tire new 
diagnostic center will be made available to general 


practitioners, placing at their disposal laborator)' 
and other diagnostic facilities. 'The aim of the cen¬ 
ter wll be to enable sick persons xsith insufficient 
financial resources to obtain a diagnosis at low or 
no cost and to assist family physicians in their 
work. This should not be taken as an indication that 
Quebec is heading towards state medicine, accord¬ 
ing to the premier. 

Drivers’ Licenses.—The Govenrment of British Co¬ 
lumbia worked out a scheme for obtaining a medi¬ 
cal opinion on certain automobile drivers. Appli¬ 
cants for commercial chauffeurs’ licenses, any per¬ 
sons over 70 years of age, and those under 70 years 
of age with a suspected medical condition contra¬ 
indicating automobile driving are required to have 
a medical examination, but the onus is not placed 
on the family physician to decide whether tlie 
person is fit to drive or not. ’The applicant will 
forward the results of his medical examination to an 
official medical referee. The referee will rewerv the 
findings and indicate whether a license should be 
approved or suspended, rvhether periodic examina¬ 
tion should be required, or whether furtlrer exam¬ 
ination is needed. The final decision w'ill rest rvith 
the superintendent of motor vehicles, who w'ill act 
on tire recommendations of the medical referees. 
The government is asking for the cooperation of 
the medical profession during the developmental 
phase of this new' program. 

FRANCE 

Treatment of Fatigue.—M. Albeau.x-Femet and co- 
w'orkers (Presse med. 66:1265,1958) believe fatigue 
to be a minor response of the central nerx'ous, neuro- 
vegetative, and endocrine systems to repeated ag¬ 
gression, as opposed to shock w'hich represents a 
major response. Hormonal and metabolic investi¬ 
gations made it possible to di%dde this response into 
the follow'ing stages: (1) harmonious response 
(physiologic fatigue), (2) oscillating response, (3) 
discordant response (functional adrenal insuffici¬ 
ency), and (4) phase of e.xhaustion (polyendocrine 
involvement). Tlie latter tw'o stages represent patli- 
ological fatigue. Stage 2 is intermediate between 
acute and chronic fatigue. A series of 45 patients 
w'ith stage 3 and 4 fatigue W'ere given 20 mg. of ad¬ 
enosine triphosphate (ATP) intramuscularly for 20 
to 40 days, follow'ed by 25 mg. by mouth for 2 to 4 
montlis. In patients w'ith stage 3 fatigue ATP gar’e 
improvement of the general condition, increase in 
w'cight (by 1.5 kg. [3 lb.] as an average), a normal¬ 
ization of tlie blood pressure, and an improvement 
of the mental condition. ATP exerted a favorable 
action on various metabolites. The excitability of 
muscles to electrical stimulus tliat was diminished 
in 45% of tlie patients was re-established. Patients 
with stage 4 fatigue with total or partial deficiency 
of pituitary' function benefited by ATP treatment 
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Oossitis, neurological involvement, ora megaloblas- 
c hone imnmv by months or even years. Vitamin 
1 1 . was given to nine patients, of whom three con- 
m icd sinobing as heavily as before. All recovered 
1 lie Japidly {))an w-ould have been expected with 
the prolnbihon of smoking and vitamin B complex 
hy month alone; 100 meg. of the vitamin was given 
parentorally once or twice weekly for a month, then 
c\'cry fortnight for two months and finally at inter¬ 
vals of a month. The authors believe that tobacco 
amblyopia and the retrobulbar neuritis of pernicious 
anemia ma>’ be manifestations of the same condi¬ 
tion. In some of tlieir patients tobacco amblyopia 
and neurological features .suggesting vitamin By. 
deficiency ivere associated with abnormal Jii'er func¬ 
tion tests and low serum vitamin Bjo levels. In any 
patients with ime.xplaincd peripheral neuropathy, 
myelopathy, or enccphalopathj', especially if it is 
considered to he due to nutritional deficiency, the 
levels of lota! and of free vitamin Bio in the serum 
should he measured. 


J.A.M.A,, Sept. 27,1S5S 

Boen and co-workers stated that the dnernn^; c 
vRamm deficiency could be made hm the « 
animation of the nuclear changes in die oral enith^ 
hal cells (Lancet 2:294, 1958). Moutli washing 
were centrifuged, stained with May-Griimvall 
Giemsa stain, and the diameters of 100 consecutive 
nuclei determined. Normally a maximum of .5% of 
the nuclei have diameters of 14.5^ or more; in pa- 
hents with pernicious anemia the figure is 2fcc 
Giant nuclei are present in the cells from the oral 
mucosa of patients with vitamin Bjs deficiency. The 
authors diagnosed vitamin Bjo deficiency in a pa¬ 
tient who bad subacute combined degeneration but 
no clianges in the blood or bone marrow. The diag¬ 
nosis was made from oral smears. Treatment with 
vitamin Bjg produced improvement and normaliza¬ 
tion of the nuclei of the cells of die oral epithelium 
within a week. No changes were seen in the hemo¬ 
globin concentration, reticulocyte count, or serum 
iron level. The diagnosis was confirmed by demon¬ 
strating a low serum vitamin level 


CORRESPONDENCE 


CARIES-PRODUCING POTENTIAL OF 
CHOCOLATE 

To the E(li(or:~~lt is a general belief that high acid 
production in dental plaque is one of the major 
causes for tooth decay. A recent study {Ludwig 
and Bibby, /. Dent. Res. 3G:61-67 [Feb.] 1957) on 
tiie production of acids in dental plaque after the 
ingestion of various solid and liquid foods showed 
that milk chocolate produced the most acid. It "was 
also found that tiie amount of acid does not depend 
solely on the carbohydrate content of the food nor 
on tiie amount of food retained in the mouth. No 
attempt was made to explain why milk chocolate 
produced the most acid. 

A bacteriological study of chocolate milk (Fuller, 
Mueller, and Swanson, J. Dairy Sc, 25:883-894 
[1942]) gives data which presumably could serve 
as a possible explanation for the high acid produc¬ 
tion in the mouth after chocolate has been eaten. 
From that investigation it was concluded that cocoa 
powders or chocolate syrups added to milk defi¬ 
nitely inhibited (be giw\'t]i of bacteria likely to be 
found in milk, witli the exception of Streptococcus 
lactis. Furthermore, it was concluded from studies 
with pure tannic acid that the tannic snbstances 
of the cacao products are tlie agents responsible 
for inhibiting bacterial grou'th. While the tannin 
complex in cacao products is not definitely knoum, 
the work of Doelger (Am. Leather Chem. A. J. 
31:46-63, 531-544 [1936]; 32:265-275 [1937]) gives 
credence to the latter conclusion. Doelger reported 


that bacteria in tan liquors are largely acid-pro¬ 
ducing organisms, Avith lactic, acetic, and butyric 
acid producers in greatest abundance, and that 
Streptococcus lactis is the chief producer of lactic 
acid. 

Mueller and Kuzmeski (/. Dairy Sc. 27:897-901 
[1944]) analyzed 18 samples of commercial cocoa 
powder for tannin-like substances and found values 
ranging from 2.6 to 15.6%. While milk chocolate 
was not analyzed for tannin-Uke substances, cal¬ 
culated amounts of these substances are from i to 
2%, depending upon the milk chocolate formuiatioa. 

In tlie light of the results from Fuller, Mueller, 
and Swansons bacteriological study of chocolate 
milk, one would expect milk chocolate to produce 
a greater amount of acid than many other foods 
commonly consumed. Any inliibition of nonacid 
producing microorganisms by tannin-like substances 
should increase the grosvth of acid producers be¬ 
cause of lack of competition. Fuller, Mueller, an 
Swanson also found that the inhibition of ^actem 
growth was greater at room temperature (Ui') 
than at refrigerator temperature (43 F). Therefore 
one would expect a still greater inhibition at mou 
temperature (98.6 F) with a further increase 
acid production. 

William S. Muelleb 
Department of Dairy and Animal Science 
University of Massachusetts 
Amherst, Mass. 
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INTERNAL MEDICINE 

Experience xxlth Intramuscular Digoxin. E. Fletch¬ 
er and C. F. Brennan. Irish J. M. Sc. 6:273-280 
(June) [Dublin]. 

A preparation of digoxin suitable for intravenous 
as well as intramuscular administration is now 
available, permitting investigators to study the 
effect on the heart of digo.xin administered intra¬ 
muscularly with regard to the rapidib,' of action 
and to compare the results witli intravenous ad¬ 
ministration under control conditions. Twenty 
patients were selected for study; IS of these pa¬ 
tients had uncontrolled auricular fibrillation with 
low output failure, 2 being included as they had 
persistent e.xtrasystolic arrh}i:hmia. Ten patients 
nith auricular fibrillation were digitalized rapidly, 
and their condition was maintained with intra¬ 
muscularly administered digoxin. Eight patients 
with auricular fibrillation were selected for com¬ 
parative study of intramuscularly and intravenously 
administered digoxin, and in 6 of tlrese the effect 
of concurrent digoxin and mersalyl was obserx'ed. 

A satisfactory therapeutic response was obtained 
in 15 of the 18 patients wth uncontrolled auricidar 
fibrillation w-itlrin a period of 5 to 19 hours by the 
intramuscular administration of 1 to 2 mg. of 
digoxin, irrespective of age, body weight, degree of 
congestive failure, or nature of underlying heart 
disease. With the exception of 1 patient, tlie main¬ 
tenance dose for the 10 patients nuth auricular 
fibrillation after rapid digitalization was 0.5 mg. 
of intramuscularly administered digoxin even' 8 
to 24 hours. In 2 patients ventricular ectopic foci 
were completely abolished (although the sinus rate 
was not affected) by digitalis action mthin 3 hours 
of administration, indicating a direct myocardial 
effect of digoxin. In 9 patients initial vagal slowing 
lasted 2 or 3 hours; it was followed by a transient 
rise in the ventricular rate, wliich was replaced 
within the hour by a progressive fall to a minimum 
level about the 6th hour. 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Librao’ of the American Medical Association 
Tnay be borrowed by members of the Association or its student orgam- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Liljrarj’, American Medical Association/* Periodical files 
cover 1949 to date only, and no photoduplication services are available. 
N’o charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
lime, and they must not be kept longer than five da>'S. Periodicals pub¬ 
lished by the American Medical Association arc not aNTiilable for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from tliem. 


The response of the ventricular rate in auricular 
fibrillation to digo.xin given intramuscularly com¬ 
pares favorably nith the response to intravenous 
administration, irrespective of whether tlie dose (1 
mg.) was within the tlierapeutic range. When 2 cc. 
of mersalyl was given at the same time as 1 mg. of 
digoxin, the fall in ventricular rate in each case 
tended to be more marked tlian when digoxin was 
given alone, either intramuscularly or intravenously. 
In 1 instance a tlierapeutic response did not occur, 
but u'ith tlie dosage used, the intravenous route 
was not found to be superior to the intramuscular 
route. The intramuscular administration of digoxin 
may be painful, and this factor alone may limit its 
value in maintenance therapy. Nausea due to the 
central action of .digoxin occurred in 2 cases, but 
only after large doses of the drug had been given. 
Toxic arrhsilimias—paroxysmal auricular tachy¬ 
cardia, multiform ventricular extrasystoles, and 
bradycardia—were observed in 3 cases, indicating 
the direct action of digoxin on the myocardium and 
necessitating its temporary' suspension and the insti¬ 
tution of potassium therapy. 

Fibroma of Bronchus. J. E. Bodo. Medicina 17:247- 
254 (Oct.-Dec.) 1957 (In Spanish) [Buenos Aires]. 

Fibroma of the bronchus is a rare tumor. It is 
histologically benign, but its rapid groinug may 
cause closure of the bronchus, resulting in death of 
the patient. The si’mptoms consist of asthma, pul- 
monari' suppuration, and atelectasis. The diagnosis 
and, if possible, tlie removal of tlie tumor are made 
by endoscopy. A man, 40 years old, was hospitalized 
with fever and moderate dyspnea. He had chronic 
bronchitis, asthma, and pulmonari' suppuration of 
6 montlis’ duration. Auscultation and roentgeno¬ 
logic e.xamination of the chest showed a total 
atelectasis of tlie right lung, delation of the medi¬ 
astinum, and several enlarged mediastinal Ivmph 
nodes. .A tumor in tlie main bronchus prevented the 
passage of the bronchoscope. A diagnosis of bron¬ 
chogenic carcinoma was made, and an e.xploratorx- 
thoracotomy was planned, which the patient re¬ 
fused. The bronchial sx'mptoms were relieved by 
the administration of antibiotics and sulfonamides. 
The picture of atelectasis was not modified. After 
discharge from tlie hospital, tlie patient had 10 ap¬ 
plications of deep roentgentherapy. He also had a 
treatment with nitrogen mustard up to a total dose 
of 50 mg. Histological examination of an excised 
a.xillarx' hinph node, of a piece of bronchial mucosa 
taken during bronchoscopy, and of the sputum was 
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[Lancaster, Pa.]. 

The authors report on 132 men and 65 svoinen 
wi h polycythemia vera who were admitted to the 

New York between 1937 
and 1957. The average age of the patients at onset 
or the disease, which did not differ between the 
sexes or among various ethnic groups, was 53.7 
years. In 1 patient, however, the disease was first 
diagnosed at the age of 9 years. This was one of the 
earliest cases on record of polycytlremia vera; it'was 
apparently primary and was unaccompanied by 
congenital anomalies. The patient led an active life 
without therapy or complications of his disease for 
15 yeai's after the diagnosis was made. The per¬ 
centage of Negroes (8.6%) with polycythemia vera 
was significantly lower than the percentage of Ne¬ 
groes (16.4%) among the Presbyterian hospital pop¬ 
ulation, and the percentage of Jews (33%) with this 
disease was significantly higher than their percent¬ 
age among the hospital population. Both of these 
findings confirm previous impressions, but the Jew¬ 
ish preponderance was about 2 to 1 less than that 
usually quoted (4 or 5 to 1). The disease tended to 
be mild among dm Negroes. Polycythemia vera 
occurred among white groups, other than Jewish, 
with the frequency expected from their hospital 
distribution. 

Contrary to the impression of some of the workers 
that patients with polycythemia vera tend to be 
slender in bnikl, no real difference was found be¬ 
tween such patients and normal controls in height 
and weight; men with polycythemia vera and hyper¬ 
tension were stockier tlian tliose without hyperten¬ 
sion, but the number of these patients was small 
Patients with polycytliemia vera did not differ from 
comparison series in the same hospital regarding 
ABO blood-group incidence, age at menarche, and 
age at menopause. Other disorders and complicating 
illnesses were associated with polycythemia vera 
in about the proportions previously reported; these 
conditions included hypertensiou (32%), arterioscle¬ 
rosis (30%), peptic ulcer (14.5%), thromboses of ex¬ 
tremities (9.5%), myeloid dyscrasias (7.6%), and gout 
(5.5%). Ten of the 15 patients with myeloid dyscra¬ 
sias had received previous irradiation therapy. 
Uterine fibroids occurred in 13 (33,3%) of 39 women 
with adequate history or pelvic examinaBon. 
unique case was presented of polycydiemia vera 
“cLng coincident with fibroid, 
after hysterectomy, and recurring as 
vera 5 years later. Hypernephroma was obsemd in 
9 patients (4.4%); 2 of these patients 
plete hematological remissions after nephrecte y 


Carina by a pedicle 
w as cxlipalccl A pneumonectomy of the right lung 

as Pojfoimecl. The postoperative period was iin- 
coinphcafcd. Histological examination of the tumor 
and of (he right lung showed fibroma of the bron- 
ehus, bronchia] obstruction, atelectasis and sclerosis 
ol tlic lung, and broncliial dilatations. The patient is 
in normal bcaith IS inont]i.s after tlic operation. 

Homozygous Hemoglobin C Disease: Report of 3 
Ca.sc.s. K. R. Tanaka and G. 0. Clifford, Ann. Int. 
•Mod. 49:.'30-42 (July) 1958 [Lancaster, Pa.]. 

Tile aulbor.s report on 3 Negro women, aged 28, 
•)‘2, and 67 years, respectively, witli homozygous 
type C hemoglobin disease. All the patients bad a 
fairly uniform clinical course, characterized by the 
presence of a mild but constant bcmolytic anemia, 
with periodic episodes of jaundice whicli cleared 
spniitancou.sly, variable degrees of enlargement of 
the liver, and marked enlargement of the spleen. 
.-\ltiiough ficeting arthralgias liavo been reported 
b\’ other workers, none of tlie 3 patients liacl this 
.symptom. TTic oldc.sl patient underwent surgical 
treatment for an intertrochanteric fracture of the 
left femur caused by a fall. Slie had a rapid drop in 
hemoglobin value accompanied by an increase in 
bilirubin, and it is likely that .she liacl a hemolytic 
crisis, perhap.s precipitated liy the surgical pro- 
eadurc. Alllioiigli mild to moderate anemia was 
pre.snmably present in all the patients throughout 
life, in none of (iicm was it .severe enough to require 
blood transfusion.s, except after tiie surgical proce¬ 
dure in the patient mentioned before. Low-grade 
reticuloeytosis was present at times in all the pa¬ 
tients. Tlie outstanding hematological characteris- 
tic.s w'cre the pre.scnce of numerous target cells in 
the blood smear, increased osmotic resistance to 
hypotonic sodium chloride solution, increased fecal 
urobilinogen excretion, slight but fluctuating icterus, 
mild reticuloeytosis, and bone marrow studies 
compatible with hemolytic anemia. Hemoglobin 
elcclropiioresis in each patient revealed a 50% red 
blood cell .survival time of 21 day's. Studies of iron 
metabolism (ferrokinctics) utilizing raclioiron (Fe ) 
showed that the plasma iron disappearance half¬ 
time was shortened and that the incorporation of 
line injected tracer dose into tlie red blood cells was 
witl)in the lower limits of normal. No hemoglobin 
otlier than ty'pe C \v'a.s detected by' paper electio- 
phoresis. The diagnostic problem presented by these 
patients was resolved by the relation of all the 
clinical manifestations to the presence solely of 
type C liemoglobin. The possibility of homozygous 
type C hemoglobin disease should be considered 
when one is confronted with a Negro patient who 
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for 2 and 11 years, respectively, to date. The indi¬ 
cation for urologic investigations of hematuria in 
patients \rith polycythemia vera was noted. 

Coronar}' Disease, Hypercholesterolaemia and Its 
Treatment. M. F. Oliver. Scottish M. J. 3:225-2.34 
(June) 1958 [Glasgow]. 

The author feels that the increase in the mor- 
talit\’ and morhidiW from coronan.’ disease is so 
striking that there are probably several extraneous 
factors contributing to it: 1. More people are living 
longer than at the beginning of this centurj', and, 
since coronan' atheroma generally increases witli 
advancing age, coronan,' disease is more likely to be 
a cause of death in today’s older population. 2. 
There may have been changing fashions in death 
certification, and many deaths which in the past 
were certified as cardiovascular or myocardial de¬ 
generation are probably now registered as coronarr' 
disease. 3. Both the medical profession and the 
public are now more aware of coronatv' disease 
than in the ’20s. This awareness has undoubtedly 
contributed to the increased frequency of diagnosis, 
which is often made erroneously. Hr'percholestero- 
lemia and other abnormalities in tlie circulating 
lipids are most marked in young patients witli 
clinical coronary disease. It is suggested tirat the 
etiology of coronary disease is more closely related 
to disorders of the circulating lipids in young pa¬ 
tients than in older patients. At present there is no 
really effective or acceptable method of lowering 
lupercholesterolemia. Restrictions or alterations of 
the diet are monotonous and unpleasant, but 
studies of the addition of unsaturated vegetable 
oils to the diet are encoiuaging. Th^nroid analogues 
and estrogens lower hypercholesterolemia, but the 
former probably increase myocardial metabolism, 
even in the absence of any effect on basal metabolic 
rate, and the latter induce feminization to a greater 
or less degree. There is no satisfactory' eridence 
that reduction of IrNyrercholesterolemia reduces 
mortality' and morbidity or that it inhibits the 
atherosclerotic process in man. 

Anticoagulant Therapy in Acute Myocardial In¬ 
farction. R. L. Richards. Scottish M. J. 8:2.35-244 
(June) 1958 [Glasgow]. 

Many workers have suggested that anticoagulant 
therapy can effect a significant reduction in the 
mortality rate in the weeks immediately after an 
acute myocardial infarction, and that it can also 
lower appreciably the number of clinically detect¬ 
able but nonfatal thromboembolic complications. 
There have been few reports in which the effects 
of anticoagulant therapy upon the over-all mor- 
talih' rate from myocardial infarction in 1 hospital 
or in a single medical unit have been studied. The 
author reports the results which have followed the 


introduction of this therapy. The clinical material 
consisted of patients with acute myocardial infarc¬ 
tion admitted to the medical unit at the Western 
Infirmary', Glasgow, during the years from 1949 to 
1956. It included not only those patients in whom 
the primary' diagnosis was myocardial infarction 
but also those patients who experienced an infarc¬ 
tion after admission for some other condition. The 
diagnosis was confirmed in all cases either by elec¬ 
trocardiography or at autopsy. 

Over a period of 13 years (1944-1956) the deatli 
rate from acute myocardial infarction remained 
remarkably constant; about a third of the patients 
died in the hospital in the first few weeks. The in¬ 
troduction of anticoagulant therapy was not fol¬ 
lowed by a significant alteration in the mortalih' 
figures. The present series is comparable rrith 
others in respect of the incidence of thromboem¬ 
bolic and hemorrhagic complications. It is pointed 
out that, even when a policy of giring anticoagu¬ 
lants to all patients rrith acute myocardial infm-ction 
is adopted, there will always be a proportion of pa¬ 
tients who cannot be so treated. The reasons for 
the high death rate and for the failure of antico¬ 
agulants to influence this are the large number of 
patients who die soon after admission (one-third of 
all deaths) and a high mortaliti' rate in patients 
who, for one reason or anotlier. cannot be given 
anticoagulants. Tire author suggests that, in some 
other reported series of patients treated with anti¬ 
coagulants, methods of case selection may have 
influenced the results. To obtain convincing proof 
of the beneficial effects of anticoagulant dierapy 
in acute myocardial infarction, a reduction in die 
over-all hospital mortaliti’ rate should be demon¬ 
strable. The present investigation has not pro\4ded 
the eridence necessary' to support this opinion. 

Coronary Arterial Occlusion and Its Myocardial 
Consequences in Coronary Atherosclerotic Cardi¬ 
opathy (A Study of 212 Cases). J. Himbert and J. 
Lenegre. Arch. mal. coeur 51:441-459 (May) 195S 
(In French) [Paris]. 

The relations between coronary and myocardial 
lesions were studied in 212 cases of coronary 
atherosclerotic cardiopadiy. Investigations showed 
that 193 of the 212 hearts had sustained 517 occlu¬ 
sions, 281 of which were atherosclerotic and 236 
thrombotic in origin. These occlusions were dis¬ 
tributed as follows: anterior trunk. 211 (i. e., left 
coronary arterr'. proper!}' speaking, 6; anterior 
inter-ventricular artery. 205); right coronat-v artery, 
167; and left coronary artery', 139. Tire proximal 
arterial segments were affected in 292 instances, die 
middle arterial segments in 165, and the distal 
arterial segments in 60. Major myocardial lesions, 
notably transmural infarcts, were obsen-ed in 59^ 
of the anterior trunk occlusions, in 467c of the right 
coronary artery occlusions, and in 277f of the left 
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coronary artery occlusions. They occurred in 51% 
of the proximal segment occlusions, in 27% of the 
middle segment occlusions, and in 16% of the distal 
segment occlusions. They were found in 35% of the 
alhorosclcrolic occlusions and in 65% of the throm¬ 
botic occlusions. The number of myocardial lesions 
in each heart increases in proportion to the number 
of occluded branches and occlusions, so that the 
average number of infarcts in each heart rises 
regularlv from 0.66 for 1 occlusion to 1.40 for 6 
occlusions or more. These findings suggest that the 
type of arterial occlusion exerts a preponderant 
innuence in the pathogenesis of myocardial lesions 
in coronary atherosclerosis. 

Clinical and Laboraloi 7 Observations in an Out¬ 
break of West Nile Fever in Israel in 1957. I.Spig- 
land. \V. Jasinska-Klingberg, E. Hofshi and N. 
Coldblum. Ilarefuah 54:280-281 (June 1) 1958 (In 
Hebrew with English .Summary) [Tel-Aviv, Israel]. 


The authors report on the clinical and 
findings obtained from 419 patients 
fever which broke out in the summer of 195t m the 
Shomron area. The study concerns 297 soldiers 
from this area, 65 children and adults m the town 
„r Madera and vicinity, and 49 aged 9“““ 

|,„,ne,s in Ein Sl.cner and P,mlcs Hanna. Attemgs 
knl-iic the West Nile virus dnectly fiom we 
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lympltadcnurpathy . nd r.;sln 1 

‘■"‘■“'“I'al tafrather mild among the maiority 
were typical iwi > , vicinity. In several 

of the children of Hadeia ai .j^Ji,,testinal or 

children there was developed meningo- 

the rospi™!"",',iei„rc of the disease in 

encephalitis. The c I , absence of 

(be aged was ebarat - 

symptomatic signs VP'^ ^ aeveloped meningo- 
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cncepbalilis. Ol 4J ‘'1-^ I ^ 12 e.xlnbited 

of varN'ing degree aiu * of meningo- 

severe neiirologica signs ‘ ' yecovered promptly, 

cncepbalilis. Tbe.se Ic pat_^ ^^eveloped impaired 

whereas 4 olhci agte i • sy^iptoms suggesting 

consciousness with sign * . fulminating 

severe brain damage imd hod a^^ a. 

tided 

voung. 


Further Considerations on the Treatment of Tuber¬ 
culous Meningitis. C. Giova and A. Di Ruggiero. 
Rifofma med. 72:558-560 (May 17) 1958 (In Italian) 
[Naples]. 

The authors report on tlie therapeutic results in 
2 groups of patients with tuberculous meningitis. 

A report on one group was prepared in 1954, 
whereas the other group included patients ob¬ 
served from 1954 until now. The first group con¬ 
sisted of 40 patients, 21 of whom died by 1954; 1 
more patient died during the second relapse. The 
period after discharge of the patients in the first 
group has varied from 5 to 8 years. During this time 
a blind patient partially regained his eyesight, a 
deaf patient has remained such, 1 patient who was 
discharged in good mental state is mentally defi¬ 
cient now, and 3 women have had children without 
complications. These results are probably perma- 
iicnt 

The second group consisted of 25 patients, 10 of 
whom died. Tracheobronchial adenopathy was 
wesent in 9 patients, miliary process in 10 , and 
nodular infiltration in 1. Both groups were given 
streptoinycin calcium ^Woride or dihydrostrepto^ 
mycin either by the oral route in daily doses of -0 
or^30 mg. per kilogram of body weight or y 
intrathecal route in daily doses of 1 to 3 mg. i 
kilogram of body weight. Isoniazid 
streptomycin in daily doses from 5 to 10 m^ per 
kilogram of body weight. 

werl cured in the first group ^ (60%^ n tte 
Time better results in the treatmeui 

Lerculous ^ "of S 

toso and to .be nse of better tberapenbe 

methods. 


. • f rnnrpr of the Pancreas, Biliarj' 

The Combined Cytologic and 

Tract, and Duoae n y Cvtology and ^ 

Secretory Method^ • i Method of Duodenal In- 
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patient lies head elevated in die left lateral decubi¬ 
tus position and slowly swallows 15 cm. of addi¬ 
tional tubing. The excess tubing lies along the 
greater cun^ature. The patient then assumes a 
sitting position and bends forward at the waist as 
far as possible, taking several deep inspirations. 
Tliis maneuver facilitates the entrance of the tip of 
the tube into the antrum as the anterior wall of the 
stomach falls away from the posterior wall. The 
procedure continues with the patient bung in the 
right lateral decubitus position noth feet elevated 
for 5 minutes, during which time the tube will 
usually enter the duodenum. The patient is then 
placed on his back for an additional 3 to 5 minutes. 
During tiiese last 2 steps, 10 to 15 cm. of additional 
tubing is slowly introduced. The location of the 
tube is determined fluoroscopically, and the tip is 
placed at the midportion of the third part of the 
duodenum. Tire gastroduodenal tube is then taped 
to the cheek to maintain position, and drainage is 
initiated widi the patient l^ung on his back or right 
side on an examining table. Diagrams illustrate 
the different postures. 

Duodenal entrance time can in most instances 
be reduced to 15 minutes. Occasionally tire maneu¬ 
ver must be repeated because of coding of the 
tube; this twisting is often due to the fact that the 
tube is passed too rapidly. Tire double-lumen tube 
drains the alkaline duodenal content independently 
of the acid gashic secretion. Pancreatic secretion 
should not be collected until adequate gastric 
drainage has been completed. The introduction of 
200 cc. of air through the gastric lumen, followed 
by aspiration rvith the patient inclined toward 
the right lateral position, will facilitate complete 
emptying of the stomach. The gastric and duodenal 
tubes are then connected to a constant vacuum 
pump with pressure of 120 mm. Hg. The gastric 
juice is carried directly into a collecting jar and is 
discarded, but the duodenal aspirate is diverted by 
a simple trap which consists of 50-cc. plastic centri¬ 
fuge' tubes immersed in an ice bath. The pH of 
both drainages are determined repeatedly in order 
to insure tliat tire collections are separate. Carci¬ 
noma was demonstrated subsequently by either 
surgery or biopsy or at autopsy in 43 of the 203 
patients. Malignant cells were recovered in 28 of 
the 43 cases of pancreatic, biliary', gallbladder, and 
duodenal carcinoma. 

The Diagnosis of Cancer of the Pancreas, Biliar>" 
Tract, and Duodenum by Combined Cytologic and 
Secretory Methods: II. The Secretin Test. J. Wenger 
and H. F. Raskin. Gastroenterology 34:1009-1017 
(June) 1958 [Baltimore]. 

Whereas part 1 of these 2 papers was concerned 
with tlie duodenal intubation technique, tlie second 
paper is concerned with the secretion test and tlie 


combined use of these 2 methods in 199 patients 
with suspected bffiarx' or pancreatic carcinoma. In 
addition S patients with carcinoma of the pancreas 
w'ere diagnosed by ecological study alone, wiUiout 
the secretin test, altliough secretin w’as used as a 
stimulant; 1 other patient with carcinoma was 
studied with die secretin test alone. When die com¬ 
bined c\iological-secretor\' method wms employed, 
1 unit of secretin per kilogram of body weight was 
injected intravenously over a 2-minute period after 
a 20-minute control collection period. Three 10- 
minute collections w'ere placed in iced plastic 
tubes, centrifuged, and decanted into a graduate. 
Tile sediment w^as employed for exfohative cyto- 
logical examination, and die fluid for bicarbonate 
and enziune analysis. With preriously published 
standards as a guide, the secretorx' rate was ex¬ 
pressed in terms of milliliters per kilogram of body 
w'eight for the 30-minute period after injection. Tlie 
bicarbonate content w’as determined by means of 
the standard volumetric Van Slyke apparatus, 
checked against die manometric mediod on several 
occasions. 

Since many studies of enzimie output in the 
secretin test have varied considerably, a new 
and extremely sensitive lipase determination was 
adopted instead of die more commonly used 
methods; the results are calculated in terms of 
micromoles of a-naphthol liberated per hour from 
a subtrate of naphthyl laureate per milliliter of 
original sample. The “normal” values for volume 
output and bicarbonate concentration w'ere ascer¬ 
tained in 15 patients widiout pancreatic disease as 
compared w'ith die results in 9 patients with proved 
carcinoma of the pancreas, 2 widi carcinoma of die 
common bile duct or gallbladder, and 10 with 
various nonmahgnant gastrointestinal diseases. 
Normally the volume of duodenal fluid should 
exceed 1.1 ml. per kilogram in the 30-minute col¬ 
lection period after secretin injection; the bicar¬ 
bonate concentration should be 90 mEq. or greater 
in at least 1 of die 3 10-minute collections. Tbe 
secretin test is most sensitii'e in tumors of the head 
and body of the pancreas. Abnormal results sliould 
ahvays be interpreted widi caution, as other disease 
entities or improper technique may give rise to 
“false-positive” findings. Analysis for pancreatic 
enzjmes does not add appreciably to the diagnosis 
of pancreatic malignancy, and its omission will 
simplify the technique. Altiiough slightly less sensi¬ 
tive dian the secretin test, exfoliative cytology is 
important because of its high degree of specificity'. 
For tumors of the bilian,' tract outside the pan¬ 
creas, cs-tological examination is an excellent 
method of establishing the diagnosis. An 86% accu¬ 
racy of diagnosis of carcinoma of the pancreas and 
biliarx' sx'stem was obtained through die combined 
use of the secretin test and exfoliative cytology. 
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Diagnostic Vflhrc of Radioactive Vitamin Bn-. W. R. 

iVor'VT/lt!' Ann. Med. 

~ )'Iol (May) }9o8 [Sydney, Australia], 

Patients witl) pernicious anemia differ from nor¬ 
mal suhjocls m their ability to absorb vitamin B,.. 
bom the gastrointestinal tract. The absorption of 
i.u inactive vitamin can Ijc demonstrated in sev¬ 
eral way.s. Some investigators measured tlie radio¬ 
activity e.xcretod in tlie fcccs of their patients for 
several fla)'.v after an oral dose of the vitamin. The 
lecent introduction of riuhoaclivc vitamin Bjo of 
high sjrccific acfi\’ity made it pos-sible to measure 
)ilasmu vadioaeUx ily .several hours after the oral 
administration of the x-itamin. Schilling in 1953 
introduced a urinar}' excretion lest to ascertain the 
ah.sorption of radioactive vitamin B,... When a .small 
oral do.se of radioactix^e vitamin Bi 2 is absorbed 
h'oin the intestine, little or no radioactivity appears 
in the urine. TIoxvevcr, if a large iwrcnteral injec¬ 
tion of nonradioaclive vitamin Bii- is given to the 
patient at the same lime, or a fexv hours after the 
orally administered radioactix'c dose, radioactivity 
appears iu the urine together with most of the in¬ 
jected vitamin. The urinary radioactix'it)' excreted in 
24 hmirs is usually about one-third of absorbed 
radioactivity, and it.s measurement may be taken as 
an index of absorption from the intestine. 

'[’he authors studied the intestinal absorption of 
orally administered radioactive xdtamin Bj-j by a 
modified urinary excretion test. Subjects were given 
a standard oral dose of 0.6 meg. of vitamin Bj^ la- 
licled with radiocobalt (Co’"’}, The mean 4S-hour 
urinary radioactivity in ‘Zi control individuals was 
23.9r<' of the oral dose. In 5 patients xvith megalo- 
hlaslic anemia due to folic acid deficiency, a similar 
mean exevetimx of 22.4% xvas found. In 15 patients 
xvith pernicious anemia in relapse, impaired absorp¬ 
tion of radioactive vitamin Bjj was demonstrated. 

The mean urinar)' radioactivity xvas 2.4%. This was 
increased to 19.6% when the oral dose was given 
xvith an intrinsic factor preparation. Twenty-five pa- 
tient.s on maintenance therapy beciiuse of a previous 
diagnosis of pernicious anemia xvere studied. The 
diagnosis xvas di.sprovcd in 10 patients, xvho were 
.shown to be able to ab.sorb orally adminisleied 
radioactive vitamin Bji; normally. 


The Use of tlic Schilling Test in the Diagnosis of 
Pernicious Anemia and Allied Conditions. J. Abels, 
M. G. VVoldring, J. J. M. Vegter and H. 0. 

Nedcrl, tijdscbr. gencesk. 102*.869-873 (May 3) 1958 
(In Dutch) [Amsterdam]. 

The authors investigated Uic absorption of v\ta- 
labeled witli radioactive cobalt by emidoy 
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labeled with radiocobalt (Co by moiiH, iK 

patients were given B„shi„g josL ol 1 m t 
nonradioaclive vitamin B., by siilwtamn i". 
jechon hours and 24 hours later. Tlie urinarv 
'■'''^’■oactivjty amounted to an avera-'c 
of 29.2% (a range of 14.2 to 46.4%) in the 30 normal 
subjects, xvhereas in the 20 patients with pcrniciom 

O'l to 

4.4%) of radioactivity was excreted in the wine. 
Eighteen of the pernicious anemia patients were 
subsequently given 25 ml. of neutralized human 
gastnc juice together with the orallv administered 
dose of radioactive vitamin Bj.. When this xvas 
done, the urinary excretion of radioactivit)' in¬ 
creased to an average of 21.2% (a range of 11,9 tn 
35.9%). 

Vitamin Bjo absorption is frequentlv impaired in 
patients with sprue. The authors found that in ^ 
out of 5 patients the absorption defect was not cor¬ 
rected by the simultaneous administration of in¬ 
trinsic factor. They assume tliat renal dysfunction 
might be responsible for a decreased excretion. 
Tliey conclude tliat the Schilling urinary e.xcretion 
test of radioactive vitamin Bjo is a reliable technique 
in the diagnosis of atypical pernicions anemia 
(neuropathy xvithout blood dyscrasia or after re¬ 
mission) and in the differential diagnosis of megalo¬ 
blastic anemias. They illustrate this xvith some case 
histories. 


mm 


mg a modification of Schilling’s urinary excretion 
technique. Their studies were made on 20 patients 
with pernicious anemia and on a control group of 
30 patients. After giving 1 meg. of vitamin B 12 


Principles of Prognosis in Patients xvith Hodgkin’s 
Disease. L. Justin-Besan§on, S. Lamotle-Barrillon 
and D. Lubetzki. Semaine h6p. Paris 34 j 169S'1705 
(June 12) 1958 (In French) [Paris]. 

The author.s examined from a histological ami 
biological standpoint the cluration of survival and 
prognosis in patients with Hodgkin’s disease. Only 
patients in xx'hom the diagnosis had been estab- 
lisbed by histological e.xamination have been se¬ 
lected. The average time of survival in this series 
was 4 years and 1 month from the onset of the 
disease. Of 72 patients examined as to age at onset 
and survival, 6 were 50 years or older at on.scl, ami 
3 of them died within less than 6 months. The dis¬ 
ease is of unfavorable character if it occurs at an 
advanced age, xvhereas in patients lictxxwn the 
aces of SO to 40 years it shoxx'S a more fax'orable 
course. This study reveals no statistically Mg^Jeant 
differences as to sex. Thirty-five men survived 4.-. 
years, whereas 39 xvomen survived an average ol 
3.66 years. The average time of survival m 33 atcii- 
rile patients was 4.9 years and in 36 febnlc patient 
3 ylars. The development of the 
no significant difference between patients m xxhom 
medilstinal adenopathy occurred in the 
and those showing no mediastinal ’ j; 

is impossible to base a prognostic evaluation on tii 
histological aspect of the lesions. The same app i 
to both the reLlts of skin reaction tests and those 
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of protein electrophoresis which are devoid of 
prognostic value. In 16 patients in whom anemia 
was present during the initial stage of Hodgkin’s 
disease, the sur\'ival time averaged 2.33 years, where¬ 
as in those patients without anemia tlie average 
surrlval time approached 4.90 years. There were no 
significant differences in pregnant patients or in 
those pafa'ents axlubiting pruritus as to age at onset 
and survival time. No correlation exists between 
duration of surv’ival and demonstration of negative 
sldn tubercular reaction; on the contrary, the sur¬ 
vival time in those patients wnth a positive skin 
reaction was somewhat less than that in those wth 
a negative reaction. Kadiotherapy and nitrogen 
mustard therapy are considered the most effective, 
but the latter is accorded a somewhat higher rank 
in the therapeutic regimen. Dosage is variable and 
is of no prognosTic value, as is the interval between 
the appearance of the initial signs and s^maptoms 
and their remission. The period of alleviation after 
the initial therapy is considered to be of great prog¬ 
nostic value. The patient is always liable to recur¬ 
rences and relapses, since no form of therapy has 
been found that insures permanent relief from 
Hodgkin’s disease. The existing therapeutic regi¬ 
mens have little, if any, effect on tlie duration of 
survival; however, tliey do provide some palliation. 

Giant Follicular Lymphoblastoma: Its Treatment 
nith Radioisotopes. J. H. Lawence and IV. G. Don¬ 
ald Jr. Ann. Int. Med. 49:1-16 Quly) 1958 [Lancas¬ 
ter, Pa.]. 

The authors report the clinical and pathological 
findings in 12 men and 8 women, between the ages 
of 32 and 65 years, nith giant follicular hmpho- 
blastoma; 16 of the patients were followed to death, 
2 are still living, and 2 were lost to follow-up. 
All the patients showed a fairly generalized in¬ 
volvement of Ijmph nodes, but the cervical Ijmph 
nodes only were initially involved in 11 patients. 
The spleen vv’as enlarged in 17 patients, and the 
liver was enlarged in 8. Anemia was present in 14 
patients, and leukopenia in 11. Tlrree patients had 
absolute lymphocytosis or “Ijmphemia.” One pa¬ 
tient had a ty'pical chronic lymphocyiic leukemia. 
There was a marked lack of correlation between 
tile duration of the disease and the relaav'e benign 
or malignant appearance of tlie lesions histologi¬ 
cally. Sixteen patients were treated vvnth radio¬ 
phosphorus (P “■). Small doses of P ““ ranging from 
1 to 5.1 me. were given intravenously at interv'als 
varying from 1 week to 2 months. The total dose 
given a single patient, successfully treated, varied 
from 6 to 44.3 me. Five patients received this tliera- 
py while in the terminal stage of their illness and 
showed no response. Eleven patients received ade¬ 
quate radiophosphorus therapy’. Three patients 
showed excellent response, vv’ith complete remission 
occurring in 1 and nearly complete remission in 2. 


Tlrree patients showed good responses, with dura¬ 
tion of control lasting from 7 to 20 months. Three 
patients showed a fair response but required addi¬ 
tional local x-ray’ therapy’ for control. Two patients 
showed no response. The average duration of the 
disease in 10 of the 11 adequately’ treated patients 
who were follovv’ed to termination was 6.7 years, 
compared with the average duration of 6 years or 
less reported in the hteratnre. Radiophosphorus 
therapy combined with local x-ray therapy’, or 
alone, may’ be the treatment of choice in giant 
follicular lymphoblastoma and deserves serious 
consideration, particularly in those patients vvitli 
widespread inv’olvement. 

Plasma-Transaminase Activity as an Index of the 
Effectiveness of Cortisone in Chrom'c Hepatitis. 
E. N. O’Brien, A. J. Goble and I. R. Mackav’. Lancet 
1:1245-1249 (June 14) 1958 [London]. 

Active chronic hepatitis is a relapsing inflamma¬ 
tory’ process believed to be a sequel to overt or sub- 
clinical v’iral hepatitis. The liver at autopsy presents 
the features of so-called postnecrotic cirrhosis. In 
some cases the lupus ery’thematosus (L. E.) cell test 
and the antoimmune complement-fixation test may’ 
be positive. Perpetuation of the hepatitis may de¬ 
pend on an immunological disorder and may’ be 
favorably modified by cortisone. In tlie absence of 
otlier v’isceral disease the level of glutamic o.xalo- 
acetic transaminase in the plasma prov'ides a sensi- 
tiv’e index of the degree of liver-cell necrosis. 

In 10 patients with chronic liver disease, the rate 
of Kver-cell necrosis was followed by serial estima¬ 
tions of glutamic oxaloacetic transaminase actis-ity’ 
in the plasma before and during cortisone treatment. 
In 4 of 5 patients wth active chronic hepatitis, a 
pronounced fall in transaminase levels coincided 
with cortisone treatment. In 5 patients with chronic 
liver disease of different etiology, there was no 
significant fall in transaminase value with cortisone 
treatment. This limited study' supports tire use of 
cortisone in acute exacerbations of active chronic 
hepatitis but sheds no light on the effect of cortisone 
on the ultimate outcome of the disease. It could be 
argued, however, that rapid control of the necrotic 
process might lessen hepatic scarring and dis¬ 
organization. 

Diagnostic Value of Serum-Transaminase Actis-ity 
in Hepatic and Gastrointestinal Diseases. J. Prs’se- 
Dawes and J. H. M^flldnson. Lancet 1:1249-12-53 
(June 14) 1958 [London]. 

Determination of serum glutamic oxaloacetic 
transaminase actiwty is widely’ used as a diagnostic 
test in acute myocardial infarction and diseases of 
the liver. The liver has been shon-n to be the main 
source of serum glutamic py’rux’ic transaminase. The 
work described here was done to End out whether 
the determination of serum transaminase acti\4ty' 
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should be recommended for inclusion in the routine 
liver-function tests. More than 1,000 determinations 
were done on 226 patients and 50 healthy controls. 

The patients included 66 with ulcerative colitis, of 
whom 10 had hepatic complications, 13 with ob¬ 
structive jaundice, 15 with infective hepatitis, 27 
with either cirrhosis or chronic hepatitis, 27 with 
hepatic metastascs, 11 with cholecystitis, 35 with 
miscellaneous diseases of the intestinal tract not 
involving the liver, and 25 without organic disease. 

The authors emphasize that the precision and 
sensitivitv of the spectrophotometric method of 
determining serum glutamic o.xaloacetic trans¬ 
aminase and glutamic pyruvic transaminase levels 
ha\-e been improved by the application of tempera¬ 
ture corrections. They suggest that values ovei 40 
serum glutamic oxaloacetic transamina.se units per 
milliliter and 30 serum glutamic pyruvic trans¬ 
aminase units per milliliter he regarded as abnormal, 
provided that the results have been corrected to 25 
C (77 F). It was coTifirmed that high values (more 
than 500 units per milliliter) for both enzymes are 
characteristic of infective hepatitis and carbon tetra¬ 
chloride jmisoning. Moderately raised values (i 
300 units per milliliter) oceur in obstructive jaun¬ 
dice. glandular fever hepatitis, and toxic hepatitis 
(excluding that due to carbon tcUachloride). \ aii- 
able results were obtained in cirrhosis and livci 
mclastascs. I.u( in of Hio IwHenls the son,m 
clulamic oxaloacetic transaminase level 
"above normal values, whereas only about 40% 
showed rnereased sernin glnlanne pyruvic lr.ans- 
aminase activity. Normal values '™:<' “ 

cr-istrointestinal diseases not involving the Inei. 
The serum dntamie osaloacetic transaminase ler-rf 
sWd a moderate and transient rise (up to 3M 
units per milliliter) in miocarihal infarction In 
in this condition the serum glutamic Py"' 
imi visc level nsuallv remained normal. Sc uin 

..Hgiii of serum g';;;;;'’*^ 
lirreSStS^tii^^ransamliia'e deterinina- 
tions were extremely usclul. 

Contribution to the 

1058 (in Italian) [Inrni, Ilal>]. 

■ of this stinb. was |o 

,l,ctrophorelic measu^ 

maiy i ..luidrcn who show extreme 

H,,inia in infants and Tl.i, series in- 

susccplibilily to bacteria mfec 
eluded 1,098 infants bought for 

from 58 days - Clinic of Modena for 


atory tract, and pyoderma. This investigation in¬ 
cluded as control all infants under 12 months of m, 
because some patients with this disorder have an 
immunological response similar to normal persons. 
Absence of or a diminution in the level of gamma 
globulins, accompanied by a low alpha glohulin 
scrum concentration, was found in 4 infants (3.64 
])er mille), none of whom belonged To the conti'ol 
group. One infant, aged 2y2 months, had agamma¬ 
globulinemia, and the other 3, who ranged in age 
from 2 months to 2 years, had hypogamaglohiili- 
nemia. The 4 patients were brought to the clinic be¬ 
cause of an acute infection of the respiratory tract. 
Electrophoretic analysis of the serum of tlie rela¬ 
tives of the infant with 'agammaglobulinemia re¬ 
vealed normal concentration of serum components. 
Retarded means of piroducing gamma globulin were 
probably responsible for the disorder in this infant. 

He also* had a low white blood cell count, which 
might be related to the hypoplasia of the lymphatic 
tissue, with the subsequent failure to produce anti¬ 
bodies. The infants with hypogammaglobulinemia 
were brought back to the clinic for observation be¬ 
cause of bronchopulmonary disturbances seveia 
times after tbe discharge. 

SURGERY 

Tlie Effective Level o( Lumbar Sympalliedomyi 
As Delevmmed by Electrical Stimulation at 

w r Randall W. T. Pickett, F. A. hoik ana 
H.'j. McNall>;. Ann. Surg. 148:51-58 (July) 195 
[Philadelpbial^ 

The technique of direct electrical stimulation of 
the ympatheUe nervous system has been apjdid 

localized sweating 

svstem in some patien , marked variation 

was restricted to small 'y*^ sHino- 

in patterns of sweating as tli P 
lation electrodes was j „£ 2 different 

another. It is evident from ,,ria,i„„ 

sympathetic b'unks that ^ j (sucloinotor) 

exists iP 

innervation of the scattered sweating was 

patient only sparse a extremity, whereas 

Induced on neari;. ail areat 

profuse sweating ^ indicating that these seg 

in the second patient, m .-vmoathetic trunhs 

mel of eael. of the total 

contained entnjly *re P P ^ d,e lower 
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the surgeon may not predict with assurance the 
extent or magnitude of sjonpathetic denervation 
which will result from e.xtirpation of an arbitrarily 
designated ganglion or small segment of the lumbar 
.sjanpathetic tiaink, and point out the fallacy inher¬ 
ent in conventional procedures which dictate the 
extirpation of the same segment of the lumbar 
trunk in all patients. 

Chronic Regional Enteritis: A Survey of One Hun¬ 
dred T%venty-Six Cases Treated at the Massachu¬ 
setts General Hospital from 1937 to 1954. B. B. 
Jackson. Ann. Surg. 148:81-87 (July) 1958 [Phila¬ 
delphia]. 

This study represents a survey of 126 cases of 
chronic regional enteritis treated at the Massachu¬ 
setts General Hospital, Boston, from 1937 to 1954. 
The patients, 4S% of whom were males, ranged in 
age from 10 to 77 years, with a mean age of 24 
years. The stomach and the duodenum were not 
involving the entire colon and occurred from 3 to 
areas in 25% of the patients. Tlie colon was in¬ 
volved in 43%; 14 cases showed ulcerative colitis 
involving the entire colon and occurring from 3 to 
19 weeks after the diagnosis of regional enteritis; 
31% of the cases involved the cecum and ascending 
colon; 5% had disease in the transverse colon; an¬ 
other 5% had involvement of the descending colon; 
and 7% manifested enteritis in' the sigmoid. The 
terminal ileum in its distal 15 to 20 cm. was involved 
in 55 (44%) of the patients, the remaining 56% 
having enteritis' above this level in the terminal 
ileum, with one-third presenting pi-o.ximal skip 
areas. Sixty per cent of the patients demonstrated 
a right lower quadrant mass, and 28% gave evi¬ 
dence of internal fistulas by x-ray study. The diag¬ 
nosis of regional enteritis can be suspected from 
tlie clinical history, the symptom complex usually 
consisting of malaise, easy fatigability, chills and 
fever, xveight loss, right lower quadrant mass, peri¬ 
umbilical cramps, and frequent, foul, mushy stools. 
A right lower quadrant mass and/or rectal abscess, 
fissure, or fistula with the aforementioned symptom 
complex point toward regional enteritis. The diag¬ 
nosis can be made and confirmed by means of 
sigmoidoscopy, barium enema, and study of the 
small intestine, in that order. The over-all picture 
of malnutrition was discernible in approximateh' 
50% of the cases; microcytic hypochromic anemia 
appeared.in 51%; macrocjiic hyperclu'omic anemia 
was observed in 4 cases; hxq)Ocalcemia was seen 
in 25%; tetany was noted in 12%; and frank avita¬ 
minosis was observed in 11% of tlie patients in 
spite of supposedly adequate vitamin intake. 

In this series partial obstruction of the small 
intestine was the indication for operation in 93%, 
hemorrhage in 2%, perforation in 1%>, and fistula 
in 4%. The mortality in 57 short-circuiting opera¬ 
tions was 7%, and 4.5% in 86 resections. Obstruc¬ 


tion at the site of anastomosis was revealed in 14% 
of 143 operations. Only one-third of tlie patients 
proved to have regional enteritis at reoperation; 
obstruction in the remaining two-thirds was due to 
scar formation. An appendix can be excised safely 
in regional enteritis only if tlie ileocecal junction 
and the proximal 30 cm. of terminal ileum are free 
of disease, as the drainage of an abscess adjacent 
to loops of intestine wdth regional enteritis fre¬ 
quently (24 of 30 cases in tliis series) leads to a 
fecal fistula. Intractable anorectal complications are 
most satisfactorily handled with a permanent sig¬ 
moid colostomy. In the follow-up period, which 
ranged from 2 to 26 years, the recurrenee rate 
averaged 55%, spontaneous remissions being ob¬ 
served in 1.6%. Resection gave good results in 60 
of 86 patients, as did excision of the terminal ileum 
and ascending colon in 70% when the disease 
process was restricted to this region, while seg¬ 
mental resection yielded favorable results in 50%. 
Short-circuiting procedures gave good results in 
52% of 48 patients, and medical treatment alone 
provided good results in 35% of 22 patients. The 
most virulent forms of regional enteritis occur in 
the second and third decades of life, and the poor¬ 
est results from aU tj^pes of therapj’ occur in the 
same period. Patients free from the disease process 
longer than 4 years are considered to be perma¬ 
nently cured. 

High Defects of the Atrial Septum. F. J. Lewis. 
J. Thoracic Surg. 36:1-11 (July) 1958 [St. Louis]. 

Of 66 patients operated on for atrial septal de¬ 
fects at the department of surgery of Northwestern 
University Medical School in Chicago, a high defect 
was observed in 7 female and 5 male patients, be¬ 
tween the ages of 5 and 52 years. The high defect 
should be distinguished from the foramen ovale 
defect and from the persistent ostium primum de¬ 
fect because of its unique anatomic features. It is 
located just inferior to the superior vena cava. The 
superior edge of the atrial septum in this area is a 
sharp crescent which forms the inferior margin of 
the defect, but superiorly the defect has no definite 
margin, since tliere is no remnant of the septum 
above it. This defect is invariably associated with 
a partially anomalous, pulmonary venous drainage. 
In the first 2 of the 12 patients the diagnosis was 
made only in retrospect. In tlie tliird patient, there 
was a foramen ovale defect in addition to the high 
defect, so that tlie author was forced to see that 
the high defect was a separate lesion; since then 
the high defect was recognized without trouble in 
the remaining 9 patients. 

The defect was repaired with the aid of a row of 
sutures placed so that the aberrant pulmonary 
veins were directed into the left atrium as the de¬ 
fect was closed. The defect was repaired through 
an incision in the upper part of the atrium and the 
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Imvoi- pan of Ilic .superior vena cava. There were 

1 ^ among tlie 12 patients with high 

dofec(.s. Death resulted in a 55-year-old man frol 
irrevc'Ksih c ventricular fibrillation on the operating 
able and was attributable to hypothermia, the 
technique u.sed for (hc.se open heart operations. 

The .second patient, a 26-year-old man, died of 
(nrombo.si.s of (lie .superior vena cava, a complica- 
tion pecu iar to tiic repair of tin's particular tj'pe of 
aetoct. Ihromliosis originating at the site of the 
repair may occlude (lie superior vena cava as rvell 
as (he pulmonary veins. Such complications oc¬ 
curred in 4 of (he 12 patients. In order to avoid 
these complications one can forego complete cor- 
lection of (he defect b}' leai'ing the ohnorma.] con¬ 
nection of the right superior pulmonary vein to the 
superior vena cas'a. The patient on whom this type 
of operation was performed obtained an excellent 
clinical result, and his heart decreased in size. This 
operative technique is perhaps the safest method 
of repair at the present time. .Another alternative 
to be c.vplorcd involves anastomosis of the superior 
vena cava to the right atrium; this technique was 
used in 12 dogs, and the anastomosis was studied 
with angiograms in 7 animals. It remained open in 
6 of these, but the follow-up was not long enough 
to be satisfactory. 
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tion should be given to the DossiliiUh, 

dloyascular disease, as was the case in 8 of rtio 
patients m this series. There may be a direct rela- 
pathological condition of tie 
Ccichovascular system and pancreatitis. Electro¬ 
cardiographic signs of heart disease were present 
m 5 of the 8 patients. The serum amylase content 
had been ascertained in only 1 of the 8 patients in 
whom pancreatitis had been mistaken for cardio¬ 
vascular disease. In any type of upper abdominal 
chsorder of uncertain or obscure nature, detennina- 
tion of the serum amylase value should be made. 


•Atypical Symptom-Sign Complex of Acute Pan¬ 
creatitis. j. L. Donhau.scr and N. H. Bigelow. .Am. J. 
Surg. 96:61-65 (July) 1958 [New A'ork]. 

.Abclominai pain, vomiting, and shock of varying 
degree, such as the catastrophic "pancreatic drama” 
described by Dieulafoy, are looked upon as typical 
of acute pancreatitis. However, a clinical review of 
ca.scs u'ith aulops)' findings reveals that some se¬ 
vere attacks causing death show little of the picture 
given by Dieulafoy. .An analysis of the clinical 
records of 21 patients, verified iiy autopsy, was un¬ 
dertaken by tile authors to ascertain bow often an 
accurate diagnosis was made or at least how often 
it rea.sonabl)’ could have been made. Four of the 
patients reviewed had no pain. Among the other 
patients pain was localized in the epigastrium in 4, 
in the right upper quadrant in 3, and in the left 
upper quadrant in 1; it was generalized over the 
abdomen in 6 and was precordial in 1. One patient 
was in .shock, and 1 in coma. Thus, the site of pain 
or even il.s absence cannot be relied upon. Shock 
was present in only 3, and vomiting in only 10 or 
(he 21 patients. Abdominal tenderness was noted 
in 15 of the patients. Rigidity of the abdominal 
muscles was present in 7 patients. Ten patients 
.•eve obese, and 4 were addicted to alcohol. 

The use of laboratory tests cannot be overem- 
nhasized. Hyperglycemia without glycosuria is an 
important sign. Although a rise in the scrum amylase 
level mav occur in various diseases, first considera- 
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Tuberculous Fistula of the Esophagus: Two Cases 
Successfully Treated by Surgery. D. V. Pecora. 
J. Thoracic Surg. 36:53-57 (July) 1958 [St. Louis]! 

The author reports on a 48-year-oId man and on 
a 26-year-old man with a tuberculous fistvila of the 
esophagus, wlio were operated on at the State 
Tuberculosis Hospital in Ray Brook, N. Y. Bodi 
patients received antituberculous drug therapy 
which was undoubtedly important, since the tuber¬ 
culous disease had become inactive in both patients 
by the time surgery was performed. Traction 
diverticula occurred in the upper thoracic esopha¬ 
gus as a result of adjacent tuberculous adenitis in 
both patients. The late appearance of symptoms 
referable to the esophagus and the presence of a 
traction diverticulum seemed to indicate that in¬ 
fection was the prinicipal causative factor for the 
fistula in tire first patient. Pott’s disease preceded 
the formation of the traction diverticulum in the 
second patient and probably was the causative 
factor for the diverticulum as well as the fistula. 

A modified Schede thoracoplasty was performed 
on the first patient. The esophageal fistula was 
identified, but it was inaccessible in the apex of 
the pleural space. Attempts to free the esophagus 
were unsuccessful because of extensive scarring. 
Five days later, a Witzel jejunostomy was per¬ 
formed. Two months after the surgical intervention, 
an esophagogram with iodized oil failed to re\'eal 
an esophageal fistula. In the absence of obstruction 
of the esophagus, healing of the fistula occurred 
rapidly. In order to defunctionalize tire esophagus, 
a Stamm gastrostomy was performed on the second 
patient, and 5 weeks later the cutaneous fistula was 
excised down to the esophageal diverticulum. The 
excision of the fistula was unsuccessful, probably 
because of poor drainage of the dir'erticulum as a 
result of partial obstruction of the esophagus belov^ 
that level. Since the patient did not wish to accep 
a permanent gastrostomy, a total esophagopl s) 
by means of the intrathoracic ascending colon na 
pLformed according to Mahoney and Shemran 
technique to permanently defunctionab. 
esophagus. The esophagus was not severed 
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the cardia. At the time of his discharge from the 
hospital, the patient was able to take a regular diet 
without difficult}'. 

Tuberculous esophagitis and its complications 
will sometimes heal wdth antituberculous drug 
therapy alone. However, surgical intervention may 
be necessary to correct mechanical factors, in which 
case every effort should be made to preserve as 
much esophageal function as possible. Occasionally, 
it may be necessary to create a bj'pass. Under these 
circumstances it does not seem necessar}’ to e.xtir- 
pate the diseased organ. 

Ganglioneuroma of the Cervical Autonomic Sys¬ 
tem. N. P. D. Smyth and V. P. Pema. A. M. A. Arch. 
Surg. 77:39-46 (July) 1958 [Chicago], 

A 20-year-old white male patient was operated 
on for removal of a ganglioneuroma of the left 
superior cervical sjunpathetic ganglion. The patient 
was reported, on follow-up study 1 year later, as 
still experiencing tlie Horner sjmdrome that com¬ 
menced postoperatively. This is the 32nd instance 
of a documented cer\'ical ganglioneuroma. The 
tumor occurs with equal frequency in either sex at 
any age but is twice as common in children, the 
vagal tumor occurring only in children. Twenty-six 
of the 31 cases reported in the literature involved 
1 or more of the S)'mpathetic ganglions; 1, the caro¬ 
tid body; and 4, the ganglion nodosum of the vagus 
ner\’e. Excision is the treatment of choice to be fol¬ 
lowed by irradiation in the event of malignancy. 
Homer’s sjmdrome, permanent paralysis of the 
vocal cord on the affected side, and transient tachy¬ 
cardia and dysphagia are possible sequelae. 

Percutaneous Left Ventricular Punctmre with Cath¬ 
eterization of the Aorta. H. A. Fleming, E. W. Han¬ 
cock, B. B. Milstein and D. N. Ross. Thorax 13:97- 
102 (June) 1958 [London]. 

Percutaneous puncture of the left ventricle for 
the assessment of patients with aortic stenosis has 
been carried out in 115 patients, and the technique 
itself was extended to include catheterization of the 
aorta \4a the left ventricle. It is desirable to cathe- 
terize the aorta for 2 reasons: 1. Pressure tracings 
recorded continuously during the withdrawal of 
the catheter tip from the aorta to the left ventricle 
may reveal tire presence of an otherwise undetect¬ 
able subvahmlar stenosis. 2. The systolic pressure 
gradient across the aortic x’alve is calculated more 
accurately from the aortic pressure pulse than from 
a peripheral arterial pulse. The catlieter entered 
the aorta in 28 (78%) of the 36 cases immediately 
and without ventricular irritabilit}'. In 1 instance 
the catlieter could penetrate only the subvalvular 
chamber, and in 2 otlier cases in which the aorta 
could not be entered autopsy revealed that the 
valvular orifice xvas tiny and situated peripherally 
in a great craggy mass of calcium. In 4 of the re¬ 


maining 5 failures there was a significant degree 
of aortic regurgitation. In the present series 5 cases 
of subvalvular obstruction have been identified, 
none of xvhich have yet come to operative confirma¬ 
tion. There were only 2 deaths attributable to left 
ventricular puncture in a total of 115 cases investi¬ 
gated. The classical postpericardiotomy sjmdrome 
occurred in 2 instances, xvhich responded readily to 
prednisone therapy.-A small number of patients suf¬ 
fered from severe pericardial pain at the time of 
the puncture, which was treated with intravenously 
administered pethidine and has not been accom¬ 
panied by any other signs. The authors suggest tliat 
tliis procedme be confined .to patients in whom 
congenital subaortic stenosis is suspected, those 
wnthout calcium in the valve, and those with a his¬ 
tory' of sj'stemic hx^pertension. 

Clinical Observations and Concepts on Mitral 
Commissurotomy. Huang Minh-Hsin, Chiang Shao- 
Chi and Yii Kuo-Juei. Chinese M. J. 76:415-425 
(May) 1958 [Peking, China]. 

The authors report on 231 mitral commissuroto¬ 
mies performed in the past 3 years. The movement 
of the major valve in the diaphragmatic-tj'pe valve 
lesion is responsible for the snappy quality of the 
first heart sound and for the opening snap. These 2 
sounds can be abolished by pressure exerted on the 
major valve, although pressure exerted against the 
minor valve induced no such change. In tight mitral 
stenosis it was not unusual to find these 2 sounds 
xvell localized over the left axillary region due to 
hypertrophy and clockwise rotation of tire right 
ventricle. Satisfactoty therapeutic results have been 
obserx'ed in 105 (86%) of the 122 patients followed 
more than 6 months after operation. Tlnree of tlie 
105 patients were operated on because of a rapidly 
progressive cardiac decompensation xvithin 5 months 
of parturition witli gratifying results. Hoarseness in 
1 of the 3 patients xvith hoarseness of voice sub¬ 
sided within 1 montli. Tw'o patients with tight mitral 
stenosis, wiio presented mild jaundice of dual ori¬ 
gin (liepatocellular and obstructive) and did not 
respond to medical treatment, completely recovered 
within 10 days of the operation. No improvement 
could be discerned, either subjectively or objective¬ 
ly, in 17 patients (14%). Tlie factors responsible for 
the unsatisfactory results in this series are as fol¬ 
low's: 1. Cardiac function w'as only slightly im¬ 
proved; thus, minimal or no subjective improvement 
W'as noticed postoperatively. 2. A moderate to 
marked degree of mitral insufficiency occurred in 
6 patients, and none of them showed appreciable 
benefit from operation. 3. Coe.xisting aortic involve¬ 
ment occurred in 6 patients. 4. Incomplete separa¬ 
tion of adherent valves or mere digital dilatation of 
the stenotic valve afforded only temporary improve¬ 
ment, w'ith subsequent recurrence of all signs and 
sx'inptoms. 5. The presence of rheumatic activity 
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Her preoperalively or postopcratively gave poor 
operahve rc.snU.v. The foilowme 


r; • JOiiowing postoperative com¬ 

plications were observed in a follow-up of 129 

nnS.l'’’Tf (32%); paroxysmal 

annculai (acliycardia, 3; cmboli/cation, 4; pulmo¬ 
nary edema. 2; postoperative neurosis, 6; gyneco- 
maslia in male patients. 10; appearance of milk 
secretion in females. 3; and postcommissnrotomv 
syndrome 29. Cardiac arrhythmias were fairlv 
coinmon during mitral commissurotomy. Ventricu¬ 
lar flutter, which developed during clamping of the 
pericardium in 2 cases, terminated after rapid 
completion of vabailotomy. Chloroquine was found 
to he sntisfactor)- in checking the various cardiac 
arrhythmias after mitral commissurotomy. No cor¬ 
relation was ohtaiired between the number of Asch¬ 
off bodies in the auricular biopsy materials of 166 
cn.ses and rheumatic activity. Thrombotic changes 
involving the auricular appendage were present in 
34%. In 10 cases of auricular fibrillation. 8 .showed 
the presence of thrombus material. 

Prognosis in Cancer of Lung. K. Winge. Danish M. 
Bull. 5:147-152 (.May) 1958 (In Engli.sh) [Copen¬ 
hagen]. 

The material discussed is from the Centia) Dis¬ 
pensary for Tuberculosis serving the municipalits' 
of Copenhagen ^v^th its population of about 750,000, 
Compiled for the period from August, 1935, to 
December, 1953. it consists of 1,102 cases of bron¬ 
chogenic cancer of the lung in 999 men and 103 
women, with 70% of the patients aged from 30 to 
69 )'cars. Of tiie total number, 826 patients bad 
been referred to the Central Dispensary by their 
ph\^sfc^ans; 183 patients were found on group exam- 
ination.s among apparently healthy persons; 55, on 
control examinations; and 38, on mass miniature 
roentgenography. Of the patients in the 3 last- 
named groups, 100 had had symptoms, sometimes 
marked, for a shorter or longer time, but bad re¬ 
mained at work witli recourse to medical aid. No 
less tlian 926 (or 84%) of the patients had had symp¬ 
toms prior to the demonstration of the first suspi¬ 
cious roentgenograms in the Central Dispensary. 
By far the most common .symptom was cough in 
89% of llie patients; hemoptysis or blood-tinged 
sputum occurred in 24.4%; dyspnea, in 20%; pain, 
in 27%; and more indefinite symptoms of fatigue 
and loss of weight, in 41% and 26% respectively. 
The operability in cases with symptoms was approx¬ 
imately 25%, irrespective of the duration of the 
.srmiptoms. Of the patients found on group exam¬ 
inations, 117 had been without symptoms; here 61 
cases (or 52.1%) were operable. In evaluating the 
results, only the 982 cases diagnosed before Jan¬ 
uary 1955, arc included; the shortest period of ob¬ 
servation is thus nearly 2 years. Segmental resection, 
lobectomy, or pneumonectomy was performed m 
270 patients (oi 27.5%). The 176 patients examined 
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from 1935 to 1944 have died. Of the 


nndei^mne operation, but S were considwe/tl 
We inoperable disease. Of the 62, Shave stir\Lc! 
foi 9 years, 3 for 8 years, 6 for 7 years, 7 for 6 years 
8 foi 5 years 8 for 4 years, 8 for 3 years, and 17 for 

tlw’''- Vu 36.5% of the p! 

lents could be operated on radically. In 1955 re¬ 
cent cases of cancer of the lung were found in 120 
patients; m 1956, 140 new cases were diagnosed. 
Oeneral practitioners are urged to send patients 
with catarrhal symptoms to tuberculosis dispensa- 
ncs without delay and also all patients with he- 
moptysis, pain in the chest, and pneumonia, par- 
ficuJarly the recurrent type of pneumonia. 

Cardioniyectomy: Suggested Surgical Treatment of 
Cardiospasm According to Heller. W.-E. Schmidt. 
Chinirg 29:268-272 (June) 1958 (In German) [Ber- 
lin]. 

In the early forms of cardiospasm conservative 
methods are usually adequate. Tliese include psy¬ 
chotherapy, medicinal treatment, and methods in¬ 
ducing local dilation. These methods prove ade¬ 
quate in about 80% of the cases. When conservatii'c 
methods prove ineffective, surgical treatments be¬ 
come necessary. The author lists 17 different surgi¬ 
cal methods tliat have been recommended for the 
treatment of cardiospasm, and suggests that Hell¬ 
er’s cardiomyotomy is probably the most promising, 
particularly if it is carried out by a transthoracic 
approach. Operations that involve an anastomosis, 
that is, Sauerbrucli’s transthoracic and Heyrovski's 
abdominal esopliagogastrostomies, are also valu¬ 
able, particularly in the presence of esophageal 
dilatation not likel)' to regress. Most of tlie other 
surgical methods are onljf of historical value or are 
applicable only in exceptional situations. The au¬ 
thor compared the results obtained with the afore¬ 
mentioned 3 methods on the basis of 841 cases 
collected from 38 authors. Heyrovski’s method 
produced favorable results in 61% of the cases in 
which it was employed, Sauerbruch’s method in 
52%, and Heller’s method in 86%. 

Occasional failures of Heller’s operation are due 
to inadequate description of the technique in 
books or to the fact that the freeing of the esopha¬ 
gus or the myotomy was inadequate. A patient with 
an especially .severe form of cardiospasm, wit j 
almost complete stenosis of the lower esophageal 
portion of the cardia, induced the author to extern 
Heller’s operation. The patient was a 64-year-f)J( 

woman. A sinistroti-ansthoracic exposure revea eel 
extensive pleuropulmonary adhesions, ^f er 
mediasUnai pleura had been opened it 
that an indurated plaque, 1 cm. m A 

rounded the esophagus but was especially wid 
the anterior side, reaching from the hiatus, a W 
taLdtl. above it, and probably conbnued beloa 
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the hiatus. The diapliragm was slit, and in order to 
rule out a malignant lesion, a gastrotomy was per¬ 
formed. After a transverse incision had been made 
into the extramucosal layer of the esophagus im¬ 
mediately above the constriction, a plaque, measur¬ 
ing 12 by 2 cm., was resected down toward the 
hiatus, care being taken not to injure the mucosa. 
Four montlis after the operation roentgenoscopy 
revealed a free passage. Histological e.xamination 
of the surgical specimen revealed displacement and 
reduction of the muscular elements, edema, round¬ 
cell infiltration, and sclerosing inflammation. The 
adwsabilit}’ of such an e.xtensive section of tire wall 
may be questioned, but it was necessary to free tire 
esophagus, and the result justified it. 

Clinical Patterns of Peptic Ulcer After Sixty. C. W. 
Cutler Jr. Surg. Gynec. & Obst. 107:23-30 (July) 
1958 [Chicago]. 

Vifliile peptic ulcer develops most frequently in 
patients in the active middle years of life, a consid¬ 
erable number of patients seek rehef from tire dis¬ 
tress of gastric and duodenal ulcers and their com¬ 
plications after the age of 60 years. This was 
exemplified by the fact that 430 of 3,049 patients 
with peptic ulcer whose cases were recorded at the 
Roosevelt Hospital in New York during the 16 years 
from 1940 through 1955 were hospitalized after 
they were 60 years old. This group included 319 
men and 111 women. Duodenal ulcer existed in 286 
patients, gastric ulcer in 126, marginal ulcer in 10, 
and both duodenal and gastric ulcers in 8. During 
the same period 176 patients past 60 years of age 
were admitted for cancer of the stomach. The inci¬ 
dence of malignant neoplasm was 41% higher than 
that of gastric ulcer. The gastric ulcers were local¬ 
ized on tlie lesser curx’ature in 121 patients and on 
the greater curvature in 5. Of the duodenal ulcers, 
34 were deep, penetrating the intestinal wall, and 
in 6 instances they invaded otlier organs. The pres¬ 
ence of arteriosclerosis was recorded in 186 (or 
43%) of the patients. Relatively few ulcers devel¬ 
oped for the first time after the age of 60, and these 
often manifested themselves by severe hemorrhage 
or by perforation sometimes without premonitory' 
complaint. Tiie most frequent of the late complica¬ 
tions of ulcer creating a true emergency was hemor¬ 
rhage, and in a fair proportion of cases bleeding 
had occurred before, perhaps periodically, over a 
period of years. Cases in which bleeding was the 
first ulcer symptom occurring after the age of 60 
were likely to be particularly severe. Perforation of 
the stomach or duodenum was the second serious 
emergency in point of numbers, and it usually oc- 
cured in old and chronic cases of ulcer and less 
frequently as the result of late-developing ulcera¬ 
tion. Obstruction of the stomach, while a less acute 
emergency, still demanded active treatment. These 
patients had long-standing ulcer complaints. There 


was a larger group of patients xwth sy’mptoms of 
many years’ duration whose tolerance had been 
e.xhausted and who sought relief from the intracta¬ 
bility' of the ulcer. 

Hemorrhage, especiafly if massive or recurrent, 
demanded sm-gical inter%'ention. Subtotal gastrec¬ 
tomy was justifiable and safer than permitting 
continuance of bleeding, and in tire great majority 
of such cases it was successful. In perforation of 
the stomach or duodenum, simple closure was tlie 
safest operation. In obstruction and intractability', 
unless the patient’s status was favorable and tliere 
was reasonable assurance of the safety of subtotal 
gastrectomy' in the individual case, it seemed best 
to be content with the employ'ment of a less hazard¬ 
ous, if less ideal, procedmre except when cancer 
was suspected. In hemorrhage, unless massive and 
continuing or recmrent, in obstruction of moderate 
degree, and in many' cases of intractabihty’—except 
perforation—the results of medical therapy', as dis¬ 
tinct from surgery, were often adequate. 

Results of Gastrectomy for Ulcer: Statistics of 400 
Cases. A. Bonniot, J. Bonnet-Eymard and Y. Bou- 
chet. Lyon chir. 54:343-353 (May') 1958 (In French) 
[Lyon]. 

The Hoffmeister-Finsterer gastrectomy was per¬ 
formed on 400 patients with gastroduodenal ulcer. 
The immediate results were as follows: postopera¬ 
tive deaths, 1.5%, and postoperative complications, 
3.5%. Eleven patients died later of different causes. 
Follow-up of 255 patients over a period of from 2 
to 11 years showed that 238 (93%) recovered com¬ 
pletely and that 74% were free from complications 
of any kind. Half of the patients have recovered 
more than their preoperative weight, and of tlie 
other half only 10% failed to recover their pre¬ 
operative weight. Ninety per cent have resumed 
their regular work, but 10% have had to look for 
an easier occupation. Pulmonary' tuberculosis de¬ 
veloped in 7 patients, but this was apparently not 
due to the operation, because there is often a con¬ 
nection between pulmonary' tuberculosis and gastric 
ulcer for which no operation has been performed. 
Tlie Hoffmeister-Finsterer gastrectomy' appears to 
be a successful operation; the risks are very- slight, 
and it is highly probable that the results will be 
good. 

Late Results after Gastric Resection According to 
Polya. O. Noring. Nord. med. 59:694-698 (May 15) 
1958 (In Danish) [Stockliolm]. 

From 1944 to 1953, 184 gastric resections were 
performed according to Polya’s method on patients 
wth ulcers (95 of tliem being 50 years of age or 
over) at tlie Central Hospital in Hillerp. Fifteen 
patients had been operated on earlier because of a 
perforated ulcer, 36 had had complicating dis¬ 
orders before the operation, and in 13 the ulcer had 
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undergone inalignanl degeneration. There were 5 
postoperative deaths. Of the 166 patients with be¬ 
nign nicer, 161 were followed np m 1957; 96 re¬ 
ported complete freedom from symptoms, 54 were 
improved, and 11 were not improved. Of the re¬ 
maining 5 patients. 1 had died as the result of a 
traffic accident and 1 of coronary tlirombosis; 3 
were not traced. Slight or moderate dumping sjnnp- 
loms were present in 3.1% and recurrent ulcers in 
1,2%. Tiu' investigation confirms that the prognosis 
is good in patients with pyloric stenosis. The author 
concludes that, in the face of the grave ulcer com¬ 
plications of hemorrhage, pyloric stenosis, and 
malignant transformation, there is no better treat¬ 
ment than the surgical, and even considerable 
nervous or neurotic features in the patients do not, 
as a rule, constitute decisive contiaindications. 

Arterial .Aneurysms of the Internal Carotid Aitcry 
and Its Bifurcation: An Analysis of 69 Ancury'sms 
Treated Mainly by Direct Surgical Attack. G. af 
Bjdrkestcn. J. Ncurosurg. 15:400-410 (July) 1958 
[Springfield, Ill.] 

Ti)c author reports on 30 male and 35 female 
patients, betsveen the ages of 11 and 68 years, with 
60 ancurvsrns of the internal carotid artery and 9 
ancurvsms of the carotid bifurcation, who were 

Finnish Red Cross Hospital m Helsinta. T^vvo of the 
65 inlicnls hud bilateral aneurysms, and 1 had 3 

StSvsms on tbo same side. Seventoen pa jerts 
WOT no" operated on-, 11 of them died, and all but 
I died of recurrent hemorrhage. Four patients we 

‘‘mrluVe because of '«™Pteg.a, 

all tbc S conbolled bypotension 

intratracheal anestnesia aim . tl^e aneu- 

with himcdiaphan (Avfonacp^. ^ 

rvsmal stalk with Imc Tlr.,.siWe There were 4 
was performed whone,'er^p;W-j 3 „^^^^^^^ fte 
operative deaths. Of tl^ Airing the follow-up 
intracranial operation, " g months and 4% 

period ^vhicb varied j.g„arded as caused 

years. Both these ea mortality rate 

by the operation. ^^.^de a complete 

was 14%. Twenty-on 1 < fvdly restored, 

recovery, with tbeir ‘ in 10 patients. 

The work capacity w, r^j^g advantages 

and 1 patient was of die internal 

of direct surgical a ‘ ^ addendum the 

carotid artery additional 33 patients 

author reports carotid artery, in 18 

with aneurysms of the int 


of whom ligature of the aneurysmal stalk was per¬ 
formed with thread or clip. None of the 18 patients 
died. Postoperative hemiparesis occurred in 1 of 
the 9 patients in whom the aneurysms were clipped, 
and hemiplagia caused by postoperative thrombosis 
occurred in 1 of the 9 patients in whom the aneu¬ 
rysms were ligated with thread. 

Complications in the Surgery of Internal Carotid 
Artery Thrombosis. L, J. Lemmen, J. S. Davis and 
L. L. Radnor. J. Neurosurg. 15:438-446 (July) 195S 
[Springfield, Ill.]. 

The authors report on 3 men and 1 woman, be¬ 
tween the ages of 36 and 60 years, with tlirombosis 
of the internal carotid artery as a manifestation of 
diffuse vascular disease, who were operated on at 
the Veterans Administration Hospital in Pittsburgh 
in an attempt to alleviate neurological symptoms 
which followed complete tlirombosis of this vessel. 
Thrombectomy was performed on the first patient 
witli bilateral thrombosis of the internal carotid 
artery, resulting in facial palsy and hemiplegia on 
the right side, but there was no retrograde flow ot 
blood from the internal carotid artery, and the 
neurological findings did not change from those on 
admission. In the second patient ^yltll complete 
left central facial palsy and spastic Jemiplegm on 
the left side, complete occlusion of the internal 
carotid artery was found and a 
,i,e, was removed. During f 

internal carotid artery was torn, and tins vessel 
was closed by sutures at die bifurcation. An anas¬ 
tomosis of tlie external carotid artery to 
parotid arteiy was made above the site ot 
dwomboS Three weeks after tlie operation ex- 

ploraliotr of the 

.hronrbosis from .be 

complete motor apb»s», 

f iKp left evelid right-sided facial weakness, 

ptosis of the >' V, bypesthesia over 

bemipavesis f ^percutaneous angiogra- 

the right half of the ^ internal carotid 

phy revealed occlusi removed 

artery. A tktombjis 5 enn i | 

fiom the vessel, but no ^ . nn the operat- 

obtaiued, and Pf f fbe^artery at the base 
ing table revealed a block m the mt y 

ofthc skull. On reexpteabon a earn- 

between tlie carotid artery. The 

tid artery and th® ^ tom during removal 
internal carotid ar J osteoplastic cram- 

of the duombus. Le ^ thermia revealed a 
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surgical intervention. The fourth patient had sudden 
onset of aphasia, right-side facial palsy, and hemi- 
paresis on the right side. Percutaneous angiography 
revealed a complete occlusion of the left internal 
carotid artery' and partial occlu.sion of the external 
carotid artei")'. A thrombus, 6 cm. in length, was 
removed through a 1-cm. incision in the common 
carotid artery, 0..5 cm. below the bifurcation. Fair 
retrograde bleeding occurred from the e.xtemal 
and internal carotid arteries, but an angiogram 
made on the operating table revealed a persistent 
occlusion in the internal carotid artery. .\n addi¬ 
tional clot was removed from this vessel, followed 
hv brisk bleeding from the vessel. The patient was 
given heparin intravenously after the first thrombus 
was removed. There was progressive improvement 
in neurological findings, and the patient’s condition 
was maintained with warfarin (Coumadin) sodium, 
there being daily determinations of prothrombin 
time. Death occurred suddenly on the 10th post¬ 
operative day. .‘\utopsy rer’ealed multiple hemor¬ 
rhages as a rc.sult of a vascular diathesis incident 
to the anticoagulant therapy. 

Thrombectomy does not alter the basic patho- 
logic.al process of diffuse vascular disease, so that 
further .srnnptoms from this disease may be antici¬ 
pated. Limitations in surgical therapy were demon¬ 
strated in the first patient with bilateral thrombosis 
of the internal carotid arter\' and in the third patient 
with intracranial extension of the thrombosis of the 
cervical internal carotid artery. The advantages of 
thronihectomy through the common carotid arterx’ 
were indicated in the fourth patient. Retrograde 
flow of blood from the internal carotid artery was 
not an index of complete removal of the thrombus, 
and the importance of concurrent angiography is 
empha.sizcd. The hazards of anticoagulant therapy 
after successful thrombectomy were illustrated by 
the fatal hemorrhages obserx'ed at autopsy in the 
fourth patient. 

Nephrogenic Hypertension (Goldblatt Kidney) Fol¬ 
lowing Operative Trauma to the Renal Arterj', R. R. 
McDonald, D. E. Szilagyi, and R. F. Smith. Circu¬ 
lation. 18:71-7,5 (July) 1958 [New York]. 

The authors report on a .59-year-old man ad¬ 
mitted to the Henry Ford Hospital in Detroit for 
the evaluation of an asymptomatic aneurysm of the 
abdominal aorta that was verified by a translumbar 
aortography. During the dissection of the anterior 
surface of the aneurysm, approximately 2 cm. distal 
to the level of the left renal vein, an artery, 5 mm. 
in diameter, was inadvertently incised. This was 
immediately repaired without incident by means 
of 3 interrupted .5-0 arterial silk sutures. Further 
dissection identified this artery to be an aberrant 
main right renal artery. The aneurysm was then 
resected and replaced with a fresh aortic homo¬ 
graft. During the immediate as well as the later 


postoperative period, the patient developed malig¬ 
nant arterial hs^rertension, as well as a thrombosis 
of the right renal arters". The patient was cured by 
right nephrectomy. 

Tlie thrombosis of the right renal arten.’ after 
operative injurx- set off a chain of events closely 
duplicating the arterial hs^pertension obseiwed by 
Goldblatt after constriction or occlusion of the 
renal arteries in e.xperimental animals. The resulting 
hypertension was severe, fulminating, prolonged, 
and resistant to treatment by hj'potensive and gan¬ 
glion-blocking agents; it was associated xsith pulmo¬ 
nary' edema, myocardial infarction, and impairment 
of the renal function. Nephrectomy brought about 
a return of the blood pressure to normal levels. The 
concentration of renin in the removed kidney was 
•34 times greater than normal. 

Clinical and Surgical Aspects of Pancreatic Pseudo¬ 
cyst: Analysis of Fifty'-eight Cases. J. M. Waugh and 
T. E. L\'nn. A. M. A. Arch. Surg. 77:47-54 Quly) 1958 
[Chicago]. 

In the authors’ series of 58 cases there were '35 
men and 23 women. Forty-eight of the patients 
were between the ages of 30 and 60 years, and 4 
patients were less than 25 years old. A pancreatic 
pseudocyst developed in 3 of the latter after trauma 
to the abdomen. Tlie 2 etiological factors more com¬ 
monly associated with the development of a pseu¬ 
docyst of the pancreas are inflammation and trauma. 
Inflammation is considered to be the forerunner of 
a pseudocyst more often than trauma, as 15 patients 
were found to have had acute or subacute pan¬ 
creatitis at tlie time of operation, 6 otlier patients 
had a preoperative diagnosis of acute pancreatitis, 
and 37 patients presented liistories compatible with 
recurrent episodes of acute pancreatitis. Twelve 
patients were found to have pathological conditions 
of the biliary tract at operation, 7 of the 12 pre¬ 
senting stones in the common duct. Eleven patients 
gave histories of excessive consumption of alcohol, 
and in 2 patients a perforating peptic ulcer was 
thought to have initiated the pancreatitis. Six pa¬ 
tients related the onset of their symptoms to an 
episode of severe trauma. 

In this series 31 patients had severe pain, 21 had 
moderate or mild pain, and 6 had no pain; 5 of 
these had a palpable mass in the abdomen, and 1 
had jaundice. Tlie pain, reported as being inter¬ 
mittent in nature with a wide variation in frequenci' 
and duration by 36 patients, was located in the epi¬ 
gastric region in .34 patients, in the left upper 
quadrant in 9. and in the right upper quadrant in 
17. Only 2 patients reported basing pain in the 
lower part of the abdomen. Pain extending straight 
through the body to the back was experienced bv 
15 patients. Vomiting was present in 9 patients, and 
esidence of high intestinal obstruction was the 
prominent symptom in 6. Of the 58 patients, .35 
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In? al examination, and the pres¬ 

ence of a mass was questioned in an additional 3. 

1 lie mass wlmn present, was found in tlie upper 
poihon of tlic abdomen in all cases, being located 
m he epigasWum in 14, in the left upper quadrant 
m 14, ni7d U7 the rig}7t upper quadrant in 10. Jaun¬ 
dice of llic obstructive type was present in 5 pa¬ 
tients. and 12 of the 58 patients were found to have 
diabetes mcllihis. Roentgenologic examination dis¬ 
closed a mass in the upper part of the abdomen in 
-1 patients, and 9 patients had evidence of calcifica¬ 
tion in the region of the pancreas, A preoperative 
diagnosis of pancreatic pseudocyst was considered 
in 28 of the 58 cases in this series in contradistinc¬ 
tion to the 9 pi'coperative diagnoses reported by 
Brilliarl and Priestley in a study of 44 cases. 

A variety of procedures lias been employed in 
tlio surgical management of pseudocyst of tlie pan¬ 
creas. In the reported scries of 58 patients, incision 
and drainage were employed in 23 cases, incision 
and marsupialization in 17, complete e.xcision in 9, 
internal drainage in 8. and evacuation of the cyst 
in 2. Total extirpation of the cyst gives excellent 
results but is seldom feasible because of its adher¬ 
ence to surrounding structures and to the pancreas 
itself. External drainage of the cyst is the treatment 
of choice in the majority of cases. Recurrence of 
tlie cyst can be prevented by drainage for a suffi¬ 
cient period of time. Internal drainage, although a 
more extensive procedure, may be the procedure 
of choice in selected cases. 
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three of the grafts were of nylon, and in the list 7 
of the bypass grafts Teflon was used. All grafe we' 
enmped to avoid kinking. The Teflon graft is eS 
o handle and suture than crimped nylon and is 
made of the most inert synthetic fiber now known. 

Experience with Shunting Procedures for Portal 
Hypertension. P. F. Partington. Surg. Gynec & 
Obst. 107tS7-46 (July) 1958 [Chicago]. ^ 


Three Years’ Experience with Peripheral Arterial 
Grafts of Crimped Nylon and Teflon. W. S. Edwards 
and C. Lyons. Surg. Cjmec. 6c Obst. 107:62-68 (July) 
1958 [Chicago]. 

In the department of surgery of the Medical Col¬ 
lege of Alabama, Birmingham, the first crimped 
nylon graft was inserted to replace an arterioven¬ 
ous fistula of the common femoral artery in Oc¬ 
tober, 1954. Between this date and Jan. 15, 1958, 

50 additional grafts have been used in the arteries 
of the extremities on this service. In this series of 

51 cases, replacement grafts were used in 8 arterial 
•injuries, 1 arteriovenous fistula, 3 popliteal aneu¬ 
rysms, and 1 traumatic aneurysm of the axillary 
artery secondary to long-term use of a crutch. Res¬ 
toration of blood flow was accomplished in each of 
these 13 cases. 

Thirty-eight grafts were used as a bypass around 
segments of obliterative arteriosclerosis. Only those 
grafts with outflow into the superficial femoral, 
popliteal, or brachial artery were included in this 
study There were 7 early graft occlusions. In the 
31 patients of the arteriosclerotic group who were 
discharged with patent grafts, 4 grafts failed from 
4 to 17 months after insertion. Three of these late 
failures consisted of sudden occlusions; 1 ^ws an 
anastomotic leak followed by thrombosis. Forty 


Forty patients were operated on for portal hyper- 
tension between April, 1949, and June, 1957. In all 
but 3 patients the operation aimed at prevention of 
severe rccurring gastrointestinal hemorrhages. The 
remaining 3 patients were operated on for marked 
splenomegaly. This was associated with hypersple- 
nism, purpura, and ascites in 2 and no symptoms in 
1. Splenorenal or portacaval shunts were performed 
in 27. A shunt was considered impossible or contra¬ 
indicated in the remaining 13 patients. Initially 
acute esophageal bleeding was treated with the 
Sengstaken-Blakemore tube, but recurrent bleed¬ 
ing, coma, and deatli occurred in over half of tlie 
patients so treated. Three selected patients were 
tlien treated by transesophageal ligation of varices, 
with cessation of bleeding and no mortality. 

Criteria of suitable preparation for shunting in¬ 
cluded disappearance of jaundice and most, if not 
'all, of the ascites, a serum albumin level of 3 Gm. 
or more per 100 cc., a Bromsulphalein retention of 
not over 25%, a hemoglobin value of 10 Gm. or 
more per 100 cc., and no significant bleeding for a 
month preoperatively. Percutaneous splenoporto¬ 
grams and portovenograms were useful in the se¬ 
lection of the most suitable shunt. Portacaval shunts 
were performed 12 times: side-to-side in 4 patients, 
end-to-side in 2, and widi the interposition of a 
segment of superficial femoral vein in 6. Spleno¬ 
renal shunts end-to-side were performed 15 times. 
There were 2 operative deaths. Seven additional 
patients died in from 10 to 60 months, none of re¬ 
current bleeding. All but the last 3 patients oper¬ 
ated on were followed up for between 1 and 6 
years. Of the 4 patients who bled postoperatively, 
2 had vein grafts, 1 had a splenorenal shunt for 
schistosomiasis, and 1 bled after splenorenal anasto¬ 
mosis until resection of a benign gastric ulcer. 

Determination of Portal Pressure by Means of Cath¬ 
eterization of the Hepatic Vein and by Direct Punc¬ 
ture During Operation. E. S. Biicherl, J- Konez and 
R. Biicherl. Chirurg 29:241-245 (June) 1958 (In Ger¬ 
man) [Berlin], 

The authors refer to a report by Myers and Tay¬ 
lor who in 1951 demonstrated that by introduci g 
a catheter througlr the vena 

vein until the latter was completely occluded th) 
were able to ascertain the portal . 

The authors used this method in 32 patients. 
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catheter was introduced through the right atrium 
and the inferior vena cava. The first object of these 
studies was to ascertain to what extent the pressure 
values that are registered in the presence of an oc¬ 
cluded hepatic vein correspond with the actual 
pressure in the portal vein. “Normal values” in the 
blocked and (by retraction of the catheter) “de¬ 
blocked” hepatic vein as well as in the inferior vena 
cava were ascertained in 7 patients without hepatic 
disorders. The values ascertained corresponded 
witli those determined in the literature. 

In patients with h^’pertension of the portal vein, 
the authors obtained somewhat higher values than 
had been ascertained by other investigators. The 
authors feel that their selection of patients was to 
a certain extent responsible for these differences. 
In 15 patients witli intrahepatic portal vein h^Tier- 
tension, it w’as possible to compare the preopera- 
tively obtained pressure values in the blocked 
hepatic vein with the direct measurements obtained 
in the portal vein during operation. The latter w'ere 
generally somewhat lower than w'ere those ob¬ 
tained by catheterization of the hepatic vein. Tlie 
authors feel that, despite these slight differences, 
the catheterization of the hepatic vein can be re¬ 
garded as a method that proiides reliable informa¬ 
tion about tire pressure in the portal vein. 

Dislocation of tlie Atlas on the Axis: The Value of 
Early Fusion of Cl, C2 and C3. E. Alexander Jr., 
H. F. Forsyth, C. H. Da\ds Jr., and B. S. Nashold Jr. 
J. Neurosurg. 15:35.3-371 Quly) 1958 [Springfield, 
Ill.]. 

The authors report on 25 patients, between the 
ages of 21 months and 75 years, w'ith fractures of 
the odontoid process of the axis. There w'ere 22 
men, 2 w'omen, and 1 infant. The fractures w’ere 
the direct result of motor-vehicle accidents in 16 
patients. Falls from a height were the cause of tlie 
fractures in 5 patients. One patient wns thrown 
against a building by a cow'. One fracture w'as tlie 
result of metastasis of a carcinoma of the prostate 
to the body of the axis. The 21-month-old infant 
had either trauma to the neck at birth or an in¬ 
fection about the neck. One patient sustained a 
spontaneous fracture in association w'itli severe 
rheumatoid arthritis. A decompressive laminectomy 
was performed on the infant. Fusion of the occiput 
to the 3rd cervical vertebra w'as performed on the 
patient w'ith metastatic carcinoma. Tw'O patients 
were treated by surgical fusion between the axis 
and the atlas only. Fusion of C-1, C-2, and C-o was 
performed on 12 patients. Seven patients w'ere 
treated by traction, follow’ed by further rigid im¬ 
mobilization for varj’ing lengtlis of time. Two 
patients did not receive specific treatment (immo¬ 
bilization, traction, or surgery) for their fractures 
of the odontoid process. 


The infant died within 24 hours, and the man 
W’ith metastatic carcinoma of die prostate died 
within 14 days after the operation; .3 patients treated 
by traction died w’ithin 13 days to 9 months after 
injur}’. Fractures of the odontoid process are asso¬ 
ciated W’ith dislocations of the atlas on the axis and 
carrx’ a high mortalit}’ if associated w’ith acute in¬ 
jur}’ to the cerx’ical spinal cord. The immediate 
mortalit}’ is low' if there is no severe injur}’ to the 
cerv’ical spinal cord, i. e., if the patient reaches the 
hospital in satisfactor}’ neurological condition. Widi 
prolonged immobilization of the head and neck, 
some fractures of the odontoid process undergo 
solid healing apparendy, but the period of disabilit}' 
is lengthened. Late neurological complications. 
W’ith occasional death up to 30 years after unsatis¬ 
factory healing of a fractured odontoid process, 
have been reported frequendy in die past and are 
serious enough to w’arrant operative fusion to pre¬ 
vent future dislocadon of the adas on the axis. 

Of the 15 patients on whom operative fusion was 
performed, only 1 (the patient widi metastatic car¬ 
cinoma of the prostate) died, death resulting from 
a pulmonar}’ embolus. The operative method of 
fusion of C-i, C-2, and C-3, w’ith die iliac bone for 
grafting and. more recentiy, ribs from a bone bank, 
proved satisfactor}’ in the 12 patients in w’hom it 
W’as employed. It w’as performed from 8 days to 3 
months after injur}’, and the patients were followed 
for periods ranging from 3 months to more dian 6 
years. Experience gained from this relatively large 
group of surgically treated patients leads to die 
conclusion that early surgical fusion in a patient 
with fracture of die odontoid process protects the 
patient from the late sequelae of atlantoa.xial dis¬ 
location. Fusion can be done w’idi much shorter 
hospitalization and earlier return to useful employ¬ 
ment than W’ith prolonged traction and immobiliza¬ 
tion which do not assure solid healing of the 
fractured odontoid process. 

Principles in the Surgical Management of Mass 
Casualties. H. H. Ziperman. A. M. A. Arch. Surg. 
78:1-9 Quly) 1958 [Chicago]. 

The medical management of large numbers of ■ 
sick or injured, w’hether they result from epidemic 
disease, combat, or disaster, involves the establish¬ 
ment of an organization that takes into considera¬ 
tion ever}’ essential of proper care. Tliis orderly 
process of medical management insures that, wher¬ 
ever possible, each patient w’ill receive treatment 
in proportion to his degree of morbidit}’ and dis¬ 
abilit}’, and under no circumstances will tlie lives 
of die man}’ be jeopardized by the medical needs 
of die one or die few. The initial management of 
the injured en masse is a surgical problem entailing 
the sorting of casualties to determine prioriti’ for 
treatment, evacuation, and return to duh-; it entails 
the emergency treatment of those wounded in order 
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““ ™Woal treat- 

enH Ir I'l. operation; and it 

u ails Ihc postoperative management of those cas- 

i .in/cs submitted to surgery. Sorting is the proce- 
duro by mcan.s of wJiich the .sick and wounded are 
cla.s,s!{iod according to h'pe and urgency of con- 
dition.s presented, so that thev can be properly 
routed to (ho inedical in.stallation appropriately 
OQuippcd and .situated for their care. It is a con¬ 
tinuous procedure throughout the treatment chain 
and must bo practiced in each installation by the 
most mature smgeou available. It is a flexible pro¬ 
cedure which not only takes into consideration the 
over-all disaster or tactical situation but also con¬ 
siders changes in local medical capabilities which 
may alter the criteria for return to duty and the 
priorities for evacuation and treatment. Since the 
priority for treatment in I'cars past lias always been 
based on an unfailing .source of .supplies for treat¬ 
ment and little or no disproportion between num- 
ber.s of v.isnnUics and quantih' and quality of medi¬ 
cal personnel available for treatment, the most 
•sci’ereh’ wounded hai’c enjoyed the highest and 
the least severely wounded the lowest priority. 

Prior planning for tlic care of mass casualties due 
to atomic disasters requires some modification of 
this priority system in order to avoid disservice to 
the many in favor of the few because of limited 
treatment facilities, inadequate .supplies, and lack 
of medical personnel. Such a modification provides 
for the division of all (he injured into 4 groups: (1) 
casualties requiring minimal treatment; (2) casual¬ 
ties requiring immediate care; (3) casualties whose 
surgical treatment may be delayed without im¬ 
mediate jeopard)' to life; and (4) casualties whose 
therapy will be e.xpectant. Tlie treatment of casu¬ 
alties may be divided into {a) first-aid and rescue, 

(b) emergency medical treatment, and (c) definitive 
surgical treatment. All treatment is to be modified 
by .short cuts and compromise.s to permit caring for 
the larger number of casualties per unit of time. 


J.A.M.A,, Sept. 27,19S: 


Improvements Made in the Results of Surgical 
Treatment of Hypophyseal Adenomas and Cvanio- 
pbaryngiomas by Preoperative and Postoperative 
Adrenocortical Hormone Therapy. J. Decourt, D. 
Petit-Dutaillis, J.-P. Michard, and E. Beruard-Weil. 
Pressc mod. 66:971-974 (May 31) 1958 (In Fiench) 
[Paris]. 

The increa.sing boldness of neurosurgeons in at¬ 
tacking hypophyseal adenomas and cranioiihaiyn- 
giomas has resulted in a higher operative moi-tality. 
Advances in surgical technique and the availability 
of endocrine replacement therap)' justify the moi-c 
radical operations now performed, but the immedi¬ 
ate dangers of preoperative and postoperative 
glandular insufficiency arc not always given ade¬ 
quate consideration. Some patients are alread) m 


19SS 

a state of hypophyseal and adrenal insufficienrv 
vvhen they come to operation, and all are more or 
less so after the operation. This circumstance more 
than any other, is responsible for the more or less 
. enous reduction m the resistance of these patients 
to aggression. It is therefore of the utmost import¬ 
ance to evaluate the extent of the endocrine dcE- 
ciency by thorough preoperative clinical tests and 
an exliaustjve investigation of adrenocortical fime- 
tion, so that the necessary corrections can be made 
before and after the operation. 

Data obtained from the study of 12 patients who 
were thoroughly explored from the endocrinologi¬ 
cal point of view and of 7 others in whom the 
urgency of the need for operation necessitated less 
complete investigation showed that a certain 
amount of adrenal insufficiency is the rule in himoTs 
of the hypophyseal region. The adrenal insuffi¬ 
ciency is clinically evident in the major syndrome 
of hypophyseal insufficiency, which may lead to 
coma quite apart from surgical trauma, and explora¬ 
tion merely confirms the fact. Biological e.vplora- 
tion, however, is needed to establish the lesser 
degrees of insufficiency present in ambulatory pa¬ 
tients in whom the major signs are ocular or gon¬ 
adal. Adrenocortical insufficiency is apparently an 
important element in the fragility of these patients 
when they are subjected to stress of any kind, 
whetlier accidental, as in the case of infectious 
disease; medicamentous, as in sensitivity to alka¬ 
loids or mercurial diuretics; or, even more, surgical. 
Precise information on the functioning of the ad¬ 
renal glands can at present be obtained only by 
assai'ing the steroids that are metabolites of the 
adrenal hormones. Elimination of the 17-ketostc- 
roicls, which was measured in the 12 patients who 
were thoroughly studied, was low in 7 and normal 
in 2 of those with chromophobe adenomas; in the 
other 5, all of whom had craniopharyngiomas, it 
was greatly reduced, even tliough 1 was leading a 
normal life and complained only of a few visual dis¬ 
turbances. Corticoid elimination was reduced in 10 
patients—7 with cliromophobe adenomas and the 
3 with craniopharyngiomas. Some of die patients 
with low corticoid excretion were leading normal 
social and professional lives in spite of the asthenia 
from which they suffered. This lack of paralleirsm 
between the clinical signs of adrenal insufficiency 
and the elimination of the steroids emphasizes flic 
need for biological exploration which alone pcrmiL 
accurate measurement of the adrenocortical dekd 
and so provides exact indicaUons for hormone 

^^^S^authors’ patients were given intriunuscular 
injections of cortisone according to fo^owu 
scliedule: 50 mg. in the morning and « ^ 
ning of the day before tlie operation; 100 mg. c« 
the morning of the operabon; and then 

every 12 hours for the next 48 hours. The d . 
reduced to 25 mg. every 12 hours begmn g 
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the third day, and after the first week one injection 
of 25 mg., easily replaced by 2 tablets of hydro¬ 
cortisone, each containing 10 mg., was given daily 
until tire patient left the service. The doses were 
increased to 150 mg. daily, given in 3 injections, 
for the first few days in cases of severe h^Tiopitui- 
tarism, especially in patients with craniophar\'ngio- 
inas. AH the patients were also given injections of 
desoxycorticosterone in doses of 10 mg. on the 
morning of the operab'on and 5 mg. on the next 
day. Significant complications (an epileptic episode 
followed by unconsciousness on the day after the 
operation, and a secondarx' infection controlled by 
antibiotics) were encountered in only 1 patient on 
whom the operation was difficult. The postoperative 
period was uneventful in the other 11 patients; no 
disturbances of consciousness or respiration were 
obserx'ed, and all the patients were able to leave the 
sendee between 10 and 15 days'after operation. 
The excellent results obtained in this small series 
indicate the value of preoperative and postoperative 
hormone therapy as a means of lessening danger 
and preventing complications in the surgical treat¬ 
ment of hx^pophyseal adenomas and craniopharxii- 
giomas. 

The Operative Treatment of Hirschsprung’s Dis¬ 
ease. J. A. Noordijk. Arch. chir. neerl. 10:88-97 
(No. 1) 1958 (In English) [Arnhem, Netherlands). 

In Hirschsprung’s disease or congenital mega¬ 
colon, microscopic examination reveals normal 
autonomous ganglions in the distended parts and 
an absence of these cells in the seemingly normal 
sigmoid and rectum. Swenson and co-workers sug¬ 
gested that surgical therapy be directed against the 
ouhvardly normal-looking parts and not against 
the distended colon. This reasoning proved a suc¬ 
cess. Not all children with a distended colon have 
Hirschsprung’s disease, and this makes it necessary 
to have a careful check-up before operating. Mega¬ 
colon may occur secondary' to organic obstruction, 
such as anal stenosis, tumor, and neurological dis¬ 
orders, for instance, spina bifida. Another tx^re of 
niegacolon is due to “colonic inertia”; a third tx^ie 
is caused by segmental aplasia of autonomous 
ganglions (Hirschsprung’s disease). 

The author is concerned xx’ilh this last tx’pe of 
megacolon. He treated 11 patients, performing 
Sxx'enson’s operation on 9 of them. Seven of these 
survived xvithout complications and are xvell. A 
rectovaginal fistula developed in 1 patient, and 1 
patient died during the operation. A partial colec¬ 
tomy xvas performed on 2 adult patients, the sig¬ 
moid being removed but only the upper part of the 
rectum. One of these patients has had regular stools 
for 3 years and has no complaints. The other pa¬ 
tient has periods in xvhich laxatives are necessarx'. 
Only 2 of the 11 patients xvere xvomen. The autlior 
recommends Sxvenson’s tj'pe of operation. He em¬ 


phasizes that the transitional zone may reach into 
the hxTpertrophic part, especially in older children. 
It is, therefore, necessarx' to make frozen sections 
of tlie intestinal xx’all during the operation in order 
to determine xvhere the nonnal ganglions begin. 

NEUROLOGY & PSYCHIATRY 

One Thousand Cases of Late Onset EpUepsj’. 
S. Sheehan. Irish J. M. Sc. 6:261-272 (June) 1958 
[Dublin]. 

Ail the patients in this series of 1,000 patients, 
comprising 632 males and 368 females, xx'ho ex¬ 
perienced their first attack of unconsciousness at 
or after the age of 20 years, hax-e been folloxved up 
for periods varx'ing from 6 months to 10 years. 
Si.xtx' of the patients xvhen first seen had had only 
1 epileptic attack; the remaining 940 had had 2 or 
more attacks. The age range for the entire group ex¬ 
tended from 20 to 76 years. In 24 of these patients 
a history of epileptiform disturbance in some 
member of the family xx'as elicited. An air en¬ 
cephalogram or a cerebral arteriogram or both 
xvere obtained in 950 patients. 

Of the patients studied, all those xx’ith rapidly 
groxving and highlx' anaplastic cerebral gliomas 
xvere dead xvithin 6 to 15 months of their first 
seizure. Excluding those xvho died of primarx’ or 
secondary neoplastic processes, 11 patients died as 
a result of coronary thrombosis, 1 xvas a suicide, 
and 2 died in nonconnected accidents. Sex'enteen 
patients xx'hose clinical state xvas that of presenile 
dementia died xvithin 5 years of hospital admittance 
for inx’estigation of seizures. There xvere 106 pa¬ 
tients (10.6%) xvith primary cerebral tumor in this 
series, 74 of whom xvere male. Primary broncho¬ 
genic carcinoma xvith metastatic spread accounted 
for 24 of the 33 patients xvho had seizures due to 
metastases. The patients in the cerebral arterio¬ 
sclerotic and h)'pertension group numbered 71, 
and those in the'carotid thrombosis and stenosis 
group totaled 15. The cases of 3 patients, all male 
and in their early 50’s, xvith middle cerebral arterx' 
thrombosis xx’ere confirmed angiographically. The 
association of migraine and epilepsy xvas noted in 
109 jiab'ents; many in this group had had migraine 
headaches for years before they had an attack of 
unconsciousness. The number of patients in the 
post-traumatic group reached 73, 60% of tlieir at¬ 
tacks hax’ing commenced xvithin 6 to 9 months after 
injurx’, xx’hich xvas most commonly a closed head 
injurx'. The neurosx’philis component xvas com¬ 
prised of 17 males and 10 females, all of xx-hom had 
acquired sx-philis and xvere in the secondarx’ and 
tertiarx' stages of the disease xvitli the exception of 
3 xxith congenital sx'philis. Disseminated sclerosis 
xx'as seen in 25 patients in association xxith fits. 
Three patients xxith congenital hemiplegia, xvhich 
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included 2 instances of agenesis of the corpus callo¬ 
sum and 1 of toxoplasmosis, developed focal 
seizures in their 20 ’s, and 2 had abnormal air 
encephalograms showing porencephaly and ven¬ 
tricular dilatation on the side of the brain affected. 

One of the 5 alcoholics had hypertension, arterio¬ 
sclerosis, and Korsakoff's psychosis; 2 others had a 
\A^ernickc type of encephalopathy from which they 
made a good recovery. There were 3 patients with 
brain abscesses, 2 secondary to chest infection and 
1 to mastoid infection. 

Five patients, ranging in age from 20 to 35 years, 
experienced their first epileptic attacks during their 
first pregnancies, 4 other patients ha\4ng had their 
attacks during their second and third pregnancies. 

In no case N\’as there any evidence of albuminuria 
or hypertension or other factors that could be 
attributed to toxemia of pregnancy. Other etiolog¬ 
ical factors that accounted for the attacks were as 
follows: diabetes mcllitus, 2 ; hyperinsulinism 1 ; 
subdural hematoma, 2 ; idiopathic hypoparathy¬ 
roidism, 1; subacute bacterial endocarditis 3; sar¬ 
coidosis. 1; leukemia, 2; internal hydrocephalus, 3; 
pernicious anemia, 1 ; excessive beer consumption, 

3- and superimposed chest infection, 5. An etio- 
louical factor has been established in 55 - ^es 
( 55 <r<-), and of these primary and secondary tumors 

“S W gfouf ILpathic epilepsy) was com¬ 
pose I ofliereraLing 440 patients (44%) m whom 
n cc Bc etiological fector had been demonstrated 
1 r me ot instigation. In this group 50 pa- 
Ids toe 0 s 4 >om Imd less than 3 vetiBed grand 
nratS. had discontinued Iteatmem of ^ 
own accord without jmy recurrence of their att. c 
The most common medicament employed m tbs 

extent, but the '"“donee of toxic gl„tonamide 
erance has proved to be g • i qq 3 s which is 
derivative hnown 
the 9 -(p-ammophcn) ) « ^ 

been on trial either 

convulsants. The pr 1 ; „o other 

shown to bo helpful in ^j.^ive thus 

combination and no blood 

"Oti^d as a result of its use. 

Myasthenia C™* 

mus: Study of p .i- q. A. Vaamonde and 
Crisis. E^. hongi. D- ^ 0 ^ 44 , 3754-3760 (Dec. 27) 

^jrfln^nldriB-os'Aires,. 

A thymectomy on ‘“"“nrnfof^^pwms. 

gravis results m g ‘ gravis of a rapidly 

The development of yj ^8 


years old, complained of anorexia, loss of weiglil, 
constant midsternal pain, and cough. These synip- 
toms had lasted a year. On hospitalization the 
patient appeared normal, except for loss of weight. 
There were no signs of myasthenia gravis. Roent¬ 
genologic examination of the chest revealed a 
mediastinal shadow. At operation a cyst was re¬ 
moved, which on histological study proved to he 
an aberrant cystic thymus. The patient reported 4 
years after the operation, complaining of difficult)’ 
in mastication, deglutition, respiration, and walk¬ 
ing. Her face and general appearance were those 
of one with myasthenia gravis. Several acute crises 
occurred, with the patient hospitalized. These were 
controlled by intramuscular administration of Pro- 
stigmin in doses of 0.25 mg. at intervals of 8 hours 
and later by intramuscular administration of Py¬ 
ridostigmine in doses of 1 mg. at intervals of 4 
hours. Improvement of the patient permitted an¬ 
other operation to be performed, during which an 
enlarged thymus was found and was removed. 
Histologically it proved to be a hyperplastic per¬ 
sistent thymus. The patient died in an acute res¬ 
piratory crisis 36 hours after the operation. In the 
course of the crisis a study of tlie electrolytes was 
carried out. The potassium in the blood plasma was 
normal. This study showed that the good results o 
potassium therapy in myasthenia gravis are due 
the decurarizing effect of potassium on neuro 
muscular impulses, rather than to a correction of _a 
special disturbance of potassium m myasthenia 
gravis, which does not exist. 

Eleclroenocpbatographic Abnp JUta in H^aBc 

etda St%’c.a®nS. iLoa.. 

£64-373 (No. 4) 1957 (In English) [Buenos Aires]. 

Hepatic insufficiency in primary diseases of the 
Hver^lces in all cases severe 

neuropsychiatric ’ r ^^sciousness which 

which are tlie disturbanc q-i --^^.^Tree patients 
progress into - 

with insufficiency of the ^ve 
the neurological ward o Twenty-eight pa- 

„lt,. of Medicine of f hepatite 

tients had cirrhosis of the The 

md 2 had „ted^*ith cortisone, cortico- 

patients had been fiipm with glutamic 

Lpio, antiW0««.iX„ w rt mS. and elec- 
acid. Tests for liver loootion patients were 

troencephalograms the stage of the 

placed in 4 groups » alert patients 

disturbances of j„perficial coma (res - 

(2) clouded state Fourteen patients 

less period); and (4) P patients passed 
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tion of the liver in all cases, but the results of the 
tests did not change when the disturbances of 
consciousness became more severe. The electro¬ 
encephalograms, on die contrary, showed a pro¬ 
gressive depression of die cerebral electrogenesis, 
paralleling the intensification of the disturbances 
of consciousness. An electroencephalographic pat¬ 
tern characteristic of only superficial hepatic coma 
progressing into deep coma was found. It registers 
at the end of the third stage and the beginning of 
the fourth stage. It consists of delta polvTliythmic 
waves and bilateral synchronous complexes of slow 
spike-waves which are predominantly in the frontal 
region. The pattern-persists all through the period 
of coma. In deep coma it disappears and is substi¬ 
tuted by bilateral biphasic or poKiihasic waves 
which are followed by the flat record of elecWcal 
silence. The flat record is not an indication of 
immediate death of the patient. AA’hen it lasts more 
than 24 hours, the patient develops unilateral or 
generalized epileptic seizures before death. The 
results of electroencephalographic studies showed 
that cortisone and corticotropin do not modify the 
electroencephalographic records. The autliors con¬ 
clude that hepatic coma is an authentic electro- 
clinical syndrome in which the progressive humoral 
and organic changes caused by insuSiciency of the 
liver and the reaction of the neiwous system to the 
changes are the causal factors. 

Treatment of Acute Barbituric Acid Poisoning: Ten 
Years’ Experience at Center for Treatment of 
Poisoning in Copenhagen. S. Louw. Danish M. Bull. 
5:137-143 (May) 1958 (In English) [Copenhagen]. 

Since late 1949 all patients with severe cases of 
barhiturate poisoning have been admitted to a spe¬ 
cial section of the psycliiatric clinic of Bispebjerg 
Hospital, Copenhagen. Tlie number of admissions 
has been about 900 annually. Treatment is super- 
rised by psychiatrists from the clinic assisted by 3 
trained nurses working on 3-shift duty. The main 
object of the treatment is to combat manifest and 
latent conditions of shock and establish physiologi¬ 
cal conditions. As fluids for infusion blood, Macro- 
dex (a blood plasma substitute) and dry serum are 
used in quantities depending on the severitx' of 
the shock. Rapid inteiwention in various complica¬ 
tions is of decisive importance. Since 1955 a physi¬ 
ological stimulant, arterenol, has been employed. 
If the state of shook remains uninfluenced after the 
first liter of intravenous infusion, arterenol is added 
to the infusion in doses of 4 to 12 mg. per 500 ml. 
of fluid. From 1946 to 1951 the mortality fell from 
over 24% to about 2% in Copenhagen and to an 
average of 3.7% for tlie entire countr\'; in 1955 the 
total lethalit}' for the country' was 2.3%. The anti¬ 
dote for barbituric acid, s>Tithesized by Shaw and 
co-workers, is called Megimide (Glutamisol). Until 


-April, 1956, 7 patients witli complete apnea due to 
poisoning wth barbituric acid were treated with 
Megimide (partly with Amfisol), and the paresis 
was relieved in all cases. Tests with Megimide, 
continued in 1956 and 1957. confirmed the results 
of the first test period. Megimide has a stimulating 
effect on reflex acti\4t\' and particularly on respira¬ 
tion and may tlius be a valuable preparation in 
severe into.xication. As a stimulant it has the advan¬ 
tage over central analeptics prewously used in that 
it does not cause overloading of the heart by in¬ 
crease in blood pressure or h\'perp}Texia. The main 
method of treatment of acute barbituric acid poi¬ 
soning continues to be tire combating of circulatory 
shock by the infusion of fluids. Megimide wall be 
of use in special cases, notably those complicated 
by respirator}' paresis. 

GYNECOLOGY & OBSTETRICS 

Cytologic-Colposcopic Obserx’ations of the Ecto- 
cervix of Pregnancy. W. R. Lang, A. E. Rakoff and 
G. Tatarian. Surg. Grmec. & Obst. 107:31-.36 (July) 
1958 [Chicago]. 

The authors made studies on 300 pregnant wom¬ 
en, evaluating the portio vaginalis of the cerr-i\ 
by cytological, colposcopic, and biops)' methods. 
One hundred ninetx'-eight women were examined 
during various stages of normal pregnancy; 81 
other women were examined in the immediate 
postpartum period (median time after delivery, 40 
hours), and 21 were studied just before or after a 
spontaneous abortion. Tlie median age of all pa¬ 
tients was 27 years. Citological specimens were 
obtained both by vaginal aspiration of the posterior 
fornix and by cerv'ical scraping. The smears were 
fixed in equal parts of 95% alcohol and ether and 
then stained by the method of Papanicolaou. Dur¬ 
ing pregnancy the succulence of the cerx’ix and 
the increased cellular desquamation tend to pro- 
Mde numerous cells for study. Colposcopy was 
done w’ith an instrument that provided stereoscopic 
inspection of a well-illuminated cert'Lx at a magni¬ 
fication of 10 times. Three per cent aqueous acetic 
acid is applied to the portio to increase detail. 
.Aqueous iodine solution in the form of strong 
iodine solution (U.S.P.) (Lugol’s solution) is ap¬ 
plied as a surface Mtal stain to detect iodine-non¬ 
staining areas (Schiller’s test). 

The major effect of pregnancy on the ceri’ix is 
that the squamous epithelium may proliferate to 
such a degree that the surface seems wrinkled 
colposcopically; it may even become papillomatous. 
The authors observ'ed 4 such patients, all with 
normal c}4ological smears. Ten patients had grossly 
Msible poR-ps; tiny poh-poid structures were fre¬ 
quently noted colposcopically. Squamous covering 
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Jlilpfn ^ t.e recog. 

/.ccl by coJposcopj'. Epidcrmidalization of cervical 

olym may be associated with benign atypiarfn 
he smear, fho general vaginal cytological picture 
oJ normal pregnanev is brinflv rlpcr>vi'R«,i 


pregnancy is briefly described. The 
colposcopic picture of a cervical erosion is the same 
in pregnant as in nonpregnant women. The cervix 
during the postabortal period resembles the cervix 
(hiring pregnancy, except that it is dilated and 
.stio\y.s evidences of trauma, sncJi as laceration, true 
cro.sion. and ecchymosis. After delivery the cervix 
contracts rapidly, so that by 48 hours the os is 
nearly normal in size. Noncancerous colposcopic 
atypias were noted in 22 instances. Biopsy was 
performed on all except 2 of these patients. The 
finding.s were: simple leukoplakia, 7 times; mosaic 
leukoplakia (whitening with a mosaic pattern), 6 
times; inflamed transformation zone, 4 times; 
ground leukoplakia (whitening with a stippling of 
red .spote). 3 times; and true erosion, 2 times. Car- 
cinoma in situ was discovered in 1 woman, in whom 
the Papanicolaou smear and colposcopj' remained 
negative during pregnancy. Invasive carcinoma was 
discovered in 2 women, aged 37 and 23 years re¬ 
spectively. Gross inspection of the cervix during 
the pregnant state, even more so than during the 
nonpregnant state, affords only a rough estimate 
of the true nature of the cervical changes seen. 
Cytological studies arc valuable in the routine 
.s’creening of the pregnant cervix. Colposcopy is of 
value in further studying those patients in whom 
gross changes are noted by speculum examination 
or those who have an abnormal smear. Colposcopy 
docs not lend itself to a routine screening program. 
Both cytology and colposcopy provide diverse, yet 
complementary data concerning the uterine cervix 
of pregnancy. 

Mesonephric Carcinomas of the Ovaiy. S. Kay and 
B. H. Hogc. Surg. Gynec. & Obst. 107:84-94 (July) 
1958 [Chicago], 

Since Schiller's original paper on mesonepbroma 
of the ovary, considerable controversy has arisen 
concerning this tumor. The authors feel that tire 
altitude of uncertainty about mesonephric tumors 
of tl)e ovary is all the more surprising, since neo¬ 
plasms of mcsonepliric origin appear to be readily 
accepted in other portions of the female genital 
trad, ^\'hcre Gartner’s duct may embryologically be 
sought. During the last 7 years, the authors had 
the opportunity to study 9 malignant ovanan 
tumors believed to be of mesonephric origin. T le 
histories of these 9 patients arc presented. From 
the gross appearance of the ovarian tumors there 
was nothing espocially charaotenstic that would 
permit a diagnosis prior to miscroscopm study. The 
nmors were generally cysHc with solid areas. Pap. - 
lary structures were 


a feature in some neoplasms. 


J.A.M.A., Sept. 27 ,1955 

A few of the growths showed a mucoid 
exuding from the cut surface. These tumorcT*^ 
charactered by tubular structures ,vS „£ 
resemble wo Ban duct tubules. Branching dil 
omous tubules may nrove m Lo „ ° • 

feature. The tumor cells frequently shorTdew 
cytoplasm which in many instances stains posiHvely 

thp exaggeration of 

the cytoplasmic vacuolation leads to a picture of 

rypernephroid carcinoma which resembles those 
clear-ce 1 carcinomas commonly found in the kid- 
ney. When vacuolation is extreme, lipid material 
appears to he the principal component in the cells 
liiese neoplasms are malignant and, when they 
arise in the ovary, presage a grave prognosis, should 
capsular invasion and adherence to adjacent struc¬ 
tures be present. 

Vaginitis and Neonatal Infection: Etiology of the 
Mycoses of the Newborn. J. Bret and C. Coupe. 
Presse med. 66:937-938 (May 24) 1958 (In French) 
[Paris]. 

Bacteriological studies of 300 consecutive mothers 
and their newborn infants showed that in most 
cases neonatal mycotic infections can be traced to 
vaginal mycosis in the mother. Specimens were 
taken from the first 200 mothers at the time of 
delivery, and from the last 100 both at the time of 
delivery and on admission to the service, as a means 
of determining the incidence, if any, of infection 
contracted in tire hospital. The specimens obtained 
from the first 200 infants were taken at birth and 
6 hours later from the oral cavity and the nasal 
fossae, and again 24 hoiirs and 4 days after birth 
from the oral cavity, the nasal fossae, the stools, 
and the urine. The 24-hour and 4.day studies were 
repeated in the last 100 infants when they were 
ready to leave the service, 10 to 25 days after birth. 

The percentages of positive cultures obtained in 
the newborn infants in these two groups were 
practically the same— 16 and 17%. Candida albicans 
was not found immediately after birth in the oral 
cavities or nasal fossae of any of the infants bora 
of mothers free from vaginal mycosis. Infants in 
whom C. albicans was present in the oral cavities 
or nasal fossae immediately after birth, on the other 
hand, were born of mothers carrying the same in¬ 
fection. Hospital contamination was apparently 
responsible for the infection in 2 infants in whom 
C. albicans xvas present at the time of discharge, 
although they were free from infection at birl 1 
and were bom of mothers who were not mfecteci. 
The need for thorough bacteriological studie 

and treatment of vagmitis 

neonatal infection is to be prevented, is sboy ) 

dm discovery of C. /» * 

of tire women at the time of delivery. Tbe mtectio 
was Lnsmitled to the infants during delivery 1» 
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8.37r of tlaese women; in the other 17%, whose in¬ 
fants did not contract the infection, deliver^' was 
rapid (2 or 3 hours), witli a short expulsive period 
and late rupture of the membranes. Postnatal path¬ 
ological manifestations of mycosis are much less 
common in newborn infants-than^night-be expected 
from the frequency with which C. albicans is found 
in their oral caxities immediately after birth. The 
mycotic organisms generally disappear spontane¬ 
ously for some unknowm reason a few days after 
the birtli of the infant. Only 7 (407o) of tlie 17 
infants in the second group in whom C. albicans 
was found at birth still harbored the infection 10 
days later. The transient appearance of C. albicans 
in the urine of infants with no associated signs of 
mycosis does not necessarily indicate a patliological 
condition, but seems rather to show' that the nrinars' 
tract is a patlnvay by which tlie organisms are 
eliminated. 

A Clinical Trial of Intravenous Apresoline in the 
Management of Toxaemia of Late Pregnancy. G. T. 
Johnson and R. B. Thompson. J. Obst. & G>'naec. 
Brit. Emp. 65:.360-366 (June) 1958 [London]. 

The authors describe their experiences w'ith 
hydrazinophthalazine (Apresoline) given intrave¬ 
nously to 23 patients in the thbd trimester of preg¬ 
nanes'. The patients studied had toxemia in the 
latter w'eeks of pregnancy; the average duration of 
pregnancy w'as 36 sveeks, w'ith a range of 30 to 43 
W'eeks. Tlie ages of the patients ranged between 20 
and 42 years. On admission to the hospital all re¬ 
mained at rest in bed throughout the study. The 
sodium intake W'as restricted to less than 1 Gm. 
per day, and the intake of fluid was reduced to ap¬ 
proximately 1 to 1.5 liters per day. In 7 patients the 
preeclampsia w'as superimposed on a preexisting 
hspertension. In some of these the blood pressure 
had been elevated before the 20th w'eek of preg¬ 
nancy, and in some it was know'n to have existed 
before the onset of pregnancy. 

In nearly all the patients the administration of 
Apresoline w'as preceded by a period of obsen'ation 
during w'hich traditional methods of treatment 
w'ere employed. Apresoline w'as given by intrave¬ 
nous injection in an initial dose of 20 mg. dissolved 
in 1 ml. This produced in most cases a steady fall 
in blood pressure, beginning a few' minutes after 
administration and reaching a ma.ximum in 1 to 1% 
hours. The effect w'as maintained for 3 or 4 hours, 
after w'hich a steady rise occurred, w'hich on rare 
occasions reached the original level in 8 to 12 hours. 
In these patients treatment had to be repeated at 
inten-als of from 6 to 12 hours. In only 3 cases were 
more than 3 injections given, as the need for Apres¬ 
oline therapy usually arose in patients with severe 
preeclampsia in w'hom there w'as an indication for 


early induction of labor as soon as the patient’s 
conation permitted. The authors found that intra¬ 
venously administered Apresoline is capable of 
reducing the level of preeclamptic hx-pertension 
w'hen it arises in the latter weeks of pregnancy, its 
h\-potensive effect being rmimpeded by pree.xisting 
essential hx’pertension. The drug produced normo- 
tensive levels in most patients, often when otlier 
traditional techniques had failed. The drug was 
most useful before surgical induction of labor, but 
the authors emphasize its possible danger if 
combined w'ith general anesthesia. Side-effects of 
Apresoline were not prominent, and its hs^poten- 
sive effect was superior to orthodox metlrods of 
sedation in both complicated and uncomplicated 
preeclampsia. A more e.xtensive trial w'ith short¬ 
term Apresoline treatment is justified. 

Vagitus Uterinus—The Crj' in the Uterus. -A. Ikle. 
Schweiz, med. Wchnschr. 88:600-601 (June 14) 1958 
(In German) [Basel, Switzerland]. 

A 24-year'old primipara went into labor at term. 
Uterine contractions developed spontaneously, and 
in the course of 8 hours the uterine os was dilated 
to the size of the palm of the hand. After that tliere 
was no fmlher progress. In order to counteract this 
state the bag of w'aters w'as ruptured, and an infu¬ 
sion of dextrose w'as given. Three hours later the 
cerv'ix w'as completely dilated, and the head of tlie 
child had reached the interspinal line when there 
W'as another arrest in the deliver)'. There was evi¬ 
dence that the pebis w'as somew’hat small and that 
the sacral concariU' w'as somewhat flat fflower 
forward saenun”). but since the clrild w'as not large 
and the head could be compressed, it seemed that 
vaginal deliver)' could be e.xpected. The Kielland 
forceps were to be employed, but since they could 
not be placed proper!)', it w'as decided to use for¬ 
ceps with smaller blades. Mffiile the nurse handed 
the instrument to the obstetrician, the infant was 
heard to cr)', making a sound like that of a child 
cry'ing under a pillow'. The infant was extracted by 
forceps; it was not asphyctic and cried at once. 
There was no increased nasopharx'ngeal or tracheal 
secretion. 

The author comments on vagitus uterinus and 
cites earlier reports on this phenomenon. It has 
been suggested that the following requirements 
must be fulfilled for this condition: 1. The bag of 
waters must have been ruptured. 2. Air must have 
entered the uterus. 3. The infantile respirator)- cen¬ 
ter must have been stimulated by a strong asph\’xia 
or pain stimulus. The entrance of air into the amni- 
otic carit)' is possible only when much of the 
amniotic fluid has run off and the uterus has a 
vacuum that can draw in external air through the 
vagina. This situation exists in the course of manual 
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(ration of hKiirccl bilirubin in the serum. All the 85 
n fants sluclicd were part of a larger group study 
can led out by Silverman and others to test the 
iclalivc cnoctivcne.ss of 2 prophylactic antibacterial 
regimens on newborn premature infants. Kernic- 
(erus as proved by postmortem examination, oc¬ 
curred m all weight groups with no relation to tlie 
tatahty rate from all causes in each weight group. 

All the U .surviving infants liad concentrations of 
direct (van den Bergh) bilirubin in the plasma of 
less than 2 mg. per 100 cc. and peak total bilirubin 
concentrations of more than 15 mg. per 100 cc. at 
any time during the study. Only 1 of the 9 infants 
proN’cd to have kernicterus at time of autopsy was 
lound to have developed a concentration of biliru¬ 
bin higher than 20 mg. per 100 cc. of plasma, and 
in tile majority the peak value was less than 15 
mg, per 100 cc. All tlie latter group presented at 
some time prior to death a clinical picture com¬ 
patible with kernicterus, which included 1 or more 
of the following neurological signs: opisthotonos, 
spasticity, a “sunset” sign, poor feeding, and, ter- 
minali}’, a bloodj' discharge from the nose or mouth. 

A review of the patients disclosed to have had 
kernicterus at postmortem examination revealed 
that 11 of the cases liad occurred in the peniciliin- 
Ganfrisfn proplij'la.vis group of Silverman and 
associatc.s. Upon completion of his studies Silver- 
man substantiated the hypothesis that tlie penicil- 
Jin-Cantrisin prophylactic regimen promoted the 
de^’clopmcnt of kernicterus in small premature 
infants. It was later established that, while a pa¬ 
tient is .slowly dying, the conccnti-ation of bilirubin 
in tlie plasma diminishes. In 20 infants in the peni- 
cillin-Gantrisin group, the average peak value of 
plasma bilirubin was 8.0 mg. per 100 cc. (S.D.±3.9) 
and occurred on the 3rd daj' of life, while in 30 
infants who were given Terramycin the average 
peak value was 16.4 mg, per 100 cc. (S.D.±;7,2) and 
occurred on the 4th day of life. The difference is 
significant and suggests that the antibiotic agents 
may ha\'c had a direct effect on the production, 
distribution, or elimination of liilirubin in the pre¬ 
mature infants. 


J-A.M.A,, Sept 27,195$ 


chemical analyses of the blood al periodic in(eo,l, 
Analyses of serum were made at regular ialemk 
' y ^ paper chromatographic method d, 

senbed by Bmy. While no dramabc imprctit 
m mental abrbty svas observed in these cliildren, all 


3 demonstrated improved motorabirSS 

bSmUCC, CtVAftfAv •_- 1 ^ 


Chemical and Clinical Observations During Treat- 
ment of Children with Phenylketonuria. H. K. 
Berry B, S. Sutlicrland, G. M. Guest and B. Um- 
barger. Pediatrics 21:929-940 {June) 1958 [Spring- 
field, Ill.]. 

Three cliildren with phenylketonuria, between die 
ages of 2'/2 and 4 V 2 years, have been treated with 
3 different diets with low-phenylalauine content 
during the past 18 months. An attempt was made to 
evaluate each child by physical 

clectroencephalographic examination, psychometric 
slnte, roentgenographic sheletnl oxamrnadon, and 


balance, greater dexterity, increased awareness 
lengthened attention span, and decreased tenseness 
and irritability. In diets 1 and 3 restriction of 
phenylalanine was accomplished by the use of 
casein hydrolysates from which phenylalanine had 
been removed and other amino acids added. The 
intake of phenylalanine was limited in diet 2 by 
the restriction of total intake of protein in the diet. 
Diets 2 and 3 were commercial preparations. Nu¬ 
tritional disturbances were encountered as a result 
of amino acid deficiencies in diet 1. Inadequate 
caloric intake and low-protein intake contributed 
to poor nutritional status at 1 stage in the treat¬ 
ment, Biochemical abnormalities characteristic of 
phenylketonuria were improved when phenylala¬ 
nine was restricted in the diets of the 3 children, - 
The improvement in behavior, motor control, and 
ease of handling was such that the parents were 
unwilling for the children to receive diets with the 
normal content of phenylalanine. 


Hydramnios as an Aid to the Early Diagnosis of 
Congenital Obstruction of the Alimentary Tract: 
A Study of the Maternal and Fetal Factors, J. R. 
Lloyd and H. W, Clatworthy. Pediatrics 21:903-909 
(June) 1958 [Springfield, III.]. 


The authors report on 220 patients with alimen¬ 
tary tract obstruction of congenital origin, who 
were admitted to the Columbus (Ohio) Children’s 
Hospital. Thii'ty of these infants (23 of the 49 in¬ 
fants with obstruction of the small intestine proxi¬ 
mal to tlie first 15 cm. of the jejunum and 7 of the 
53 infants with esophageal atresia) were delivered 
of hydramnic mothers. None of the remaining 118 
infants whose anatomic obstruction was distal to a 
point 15 to 20 cm. beyond the ligament of Treitz 
were delivered of mothers with hydramnios. Among 
the 17,615 deliveries conducted at the Ohio State 
University Hospital during the years from 1950 to 
1955, 76 cases of hydramnios occurred, which 
should be divided into 4 main groups. Group 1 
included 30 normal healthy babies from hydramnic 
mothers in whom the measured amount of ammotic 
fluid varied from 2,000 to 3,500 ml. Group 2 in¬ 
cluded 29 abnormal infants who showed dehnit 
evidence of anatomic or functional abnormality 
that interfered with normal deglutiUon or ahmen- 

from 2,000 to as much as 8,000 ml., me b 
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amount beinst obscnod wbcn the fetus bad an- 
cnccpbalv or was stillborn and macerated. Group 
3 included 13 motbers in s\ bom tbe bydramnios was 
associated witli a diffuse geuerali/ed metabolic 
process iinoUinii both tbe mother and the child; 
with tbe exception of the obvious stigmata of dia¬ 
betic progeny, all the babies were viable and 
nonnal. Group 4 included - cases of diabetes and 
a sinclc case of toxemia among tbe motbers, 1 
mother being dclixered of a xiable infant xvitb 
scxcral loops of cord .\rouud tbe neck. Three in- 
f,ants xxcro stiliiioni, and in cacii case tiie livdiam¬ 
nios of tbe mothers was of a sex ere decree (•2..500. 
5000, and G.OOO ml. of amniolic fluid). 

Tlie Indranmios xx.is of mild or moderate degiee 
in tbe croups \\ itb abnorm.d motbers, ITC- of whose 
otfsprinc XX ere malformed, xxbereas m tbe 2 croups 
XXlib nonnal motbers nearly one-balf of tbe fetuses 
xxcre abnormal. Ilxdramnios appeals to be of p.ir- 
ticiil.ir importance xxlien it occurs during the last 
trimester of an otlicrxvise normal pregnancx. In 
such instances it is frequently of ,i more m.irkcd 
degree .ind forebodes a major fetal anomalx in 
ne.irly half of tbe cases. Otbcrwisc, normal-appear¬ 
ing infants xxbo are dclixered of motbers xvitb 
Indramnios should be suspected of baxiiig obstruc- 
tixe disease. That some bidden intrinsic obstructix'c 
lesion xxill be found by such studies appears to 
be the expectation in about 11'^ of all cases so 
examined 

Minor Motor Epilepsy; Diagnosis, Treatment and 
Prognosis. S. Lixingston. V. Eisner and L. Pauli. 
Pediatrics 21:916-9iS (June) 195S [Springfield, III.]. 

.All socioeconomic groups xxcre embraced in this 
study of 69S children xvitb minor motor epilepsy 
seen at the children’s epilepsy clinic of Jphns Hop¬ 
kins Hospital. The patients ranged in age from 3 
xxeeks to 5’: years; -369 xvere males and 329 xvcrc 
females. Of 622 patients in the follow-up study, 
220 haxe been folloxvcd for 3 to 10 years, and the 
remaining 402 for 10 to 22 ye.ars Three types of 
seizures xvere encountered in the folloxvmg order of 
frequency: (1) massive mxoclonic, (2) head nod¬ 
ding; and (3) akinetic. Minor motor seizures rarely 
begin after the patients are 4 or 5 years of age and 
are frequently preceded or accompanied by major 
motor seizures. Of the 69S patients, 192 had 1 or 2 
major motor seizures prior to the appearance of the 
minor motor seizures, S6 of these patients continued 
to haxe both major and minor motor seizures for a 
period of time thereafter, tbe remaining 106 having 
no recurrence of major seizures. Mental retardation 
xvas present in 657 (96%) of the 671 children evalu¬ 
ated at the age of 1 year. Clinical evidence of 
xarx'ing degrees of brain damage before the onset 
of seizures, such as developmentaE retardation, 
cerebral palsies, and impairment of vision, xvas 


exhibited by 601 (869 !j) of the 698 patients. A 
demonstiable motor defect of central origin, the 
most common of xvhich xvas the spastic type, xvas 
apparent in approximately 50% of the patients by 
tiic lime they xvcrc 2 years old. While the etiology 
of mino! motoi epilepsy cannot be definitely stated, 
the records rex'cai an a.ssociation xvith cerebral 
injuiy or damage in 445 (687r) of the 698 patients, 
the most common being a cerebral birth injury 
(trauma and/or anoxia) xx'hich occmrecl in 225 
(32%), 14% of the infants xvere premature. The 
second most common cause xvas a congenital defect 
in cerebr.d development, folloxvcd by some variety 
of meningitis or encephalopathy. Death occurred 
before the 6th year of life in 23 patients. Four 
deaths xx'cie due to traumatic injury associated 
xvith seizure; 3 patients died in status epilepticus; 
10 patients xxerc found dead in bed, death pre¬ 
sumably having been caused by suffocation; and 6 
died of acute infections. Only 11 of the remaining 
457 patients had normal intelligence, 142 of the 
original 622 patients in the folloxx'-up study hax'ing 
been ijistitutionalized betxx'een the ages of 3 and 
12 years. Three patients xx'bo appeared to have 
normal intelligence at 1 year of age noxv exhibited 
evidence of retardation. The folloxv-up studies 
xx'ould seem to indicate that the frequency of minor 
motor seizures tends to deciease spontaneously 
xx’ith increasing age and that these .spells disappear 
almost completely by the time the patient reaches 
5 years of age. Hoxvever, these studies also indicate 
that the patient xvith minor motor epilepsy fre¬ 
quently develops other types of seizures, particu¬ 
larly major motor seizures, as he groxvs older. Only 
2 of the 285 patients xvho xvere 5 years of age oi 
older xvere still having minor motor seizures, 107 
suffered major motor seizures, 33 bad psychomotor 
attacks, and 143 had been free from all seizures for 
periods ranging from 2 to 18 years. The hj'psar- 
rhythmic pattern disappeared from the electro¬ 
encephalograms of 330 of the 381 patients xvho 
previously displayed this pattern by the time they 
were 5 ye.ars of age and from the tracings of the 
remaining 51 patients before they xvere 7. A keto- 
genic diet is postulated as being the best therapy 
for minor motor epilepsy, complete control of spells 
having been obtained in 91 (49%) of 186 patients 
xvith this form of therapy. 

Nephrectomy in Juvenile Hypertension Associated 
xvith Renal Disease: Report of 15 Cases. H. C. 
Welch, L. E. Harris and J. H. DeWeerd. Pediatrics 
21:941-949 (June) 1958 [Springfield, Ill.]. 

In the past 20 years 15 children xvere subjected 
to a nephrectomy at the Mayo Clinic because of 
apparent renal ischemia and associated renal hyper¬ 
tension. Renal disease xvas interpreted as unilateral 
in 11 children and bilateral in 4. Nephrectomy was 
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jncflfcctiuil in reducing the hypertension in tlie 
at or group even though changes were predomi- 
nant in one kidney and apparently minor in the 
othci, Tiansiont decreases in blood pressure were 
noted in 3 of the 4 children, but hypertension was 
again severe within a year. Three were dead mthin 
- months to (5 years after nephrectomy, and in 1 
the blood pressure was unchanged after years. 

OI the n children in the group with unilateral 
renal disease, S had an initially good response to 
neplirectoiny. and a good late response was noted 
in the 6 on whom follow-up studies were available. 

Three patients had an ecjuii’ocal early response- 
in all o prompt decreases in blood pressure were 
noted; however, blood pressures were not normal 
by Smith s criteria at the time of discharge. Two 
of the 3 patients have been observed for more than 
1 j'ear. and both have liad a return of blood pres¬ 
sure to normal, indicating that failure of the blood 
pressure to reach normal promptly does not pre¬ 
clude the possibility of a later return to normal. 

Five of tlic 10 patients with an carh' good response 
or a late good response or Ijoth were found to have 
had chronic pycloncpliritis. Three others had hypo¬ 
plastic fcidnc\'s, 1 liad hydronephritis, and 1 had a 
pseudocyst of the kidney. In 1 case in which there 
was an early equivocal resiionse, the renal lesion 
was due to oljsfrucfion of tlie renal artery. The 
presence of In^pertension in a child requires thor¬ 
ough investigation, as the etiology may be the 
secondary type of InqK'rtcnsion and thus curable. 


J.A..M,a., Sept. 27, 1 S 55 

The tumor was an encapsulated ovoid 
TOigbrng 15 Gm,, having the characteristics ot! 
pheochromocytoma, and containing 5 w „i 
artererrol per gram of tissue and no sipla! 
amount of epinephrine. No prerious repK 
recuront pheochromocytoma developing at a dil. 
erent site many months after the successful re- 
moval of die primary pheochromocj^oma could be 
tound Tlie return of the concentration of the 
catechol amines to normal from the abnormallv 
elevated preoperative values after the first opera¬ 
tion for removal of a pheochromocytoma would 
seem to rule out the possibility of an undetected 
additional tumor at the time of the original opera- 
ti\'e procedure. 

Otitis in Nurslings: Result of BCG Vaccination. 
N. I. Soboleva. Arkh. pat. 20:67-73 (No. 4) 1938 
(In Russian) [Moscow]. 


Recurrent Pheochromocytoma: Report of a Case in 
a Previously Treated Child. T. E. Cane Jr. Pedi¬ 
atrics 21:994-999 (June) 1958 [Springfield, Ill.]. 

The author describes the clinical course of an 
8-year-old boy who was operated on for a recurrent 
pheochromocytoma of the neck 29 months after the 
successful surgical removal of the same t>’pe of 
tumor from the right renal area. Tlie patient re¬ 
mained in e-v'cellent health after the removal of the 
original pIieochromocN'loma and, when he was dis¬ 
charged from the hospital 10 days after the opera¬ 
tion, tlie concentration of catechol amines in the 
plasma was 8.1 meg. per liter of arterenol and 0.7 
meg. per liter of epinephrine. The total urinary ex- 
crclion of catecliol amines, determined 5 and 7 
daj's before tlie second operation, was 1,860 and 
2,670 meg. per 24 hours respectively. The concen¬ 
tration of the catechol amines in tlie plasma was 
13.3 meg. per liter of circulating arterenol and 1.0 
meg. per liter of epinephrine. These values are 
above normal. A diagnosis of functionally active 
pheochromocytoma was made. Two days after op¬ 
erative inten'ention the concentration of catechol 
amines in the plasma was 3.8 meg. pei i er o 
arterenol and 3.2 meg. per liter of epinephrine. 


The author had obsen'ed in a number of nurs¬ 
lings a peculiar t}'pe of otitis developing apparently 
in connection with the administration of BCG vac¬ 
cine by mouth in liquid form. The otitis was 
characterized by granulations on the tyTupanic 
membrane and a purulent discharge from the ear. 
Removal of granulations and administration of 
PAS, Streptocide, and streptomycin brought about 
recoverj'. Mjaingotomy was performed in a few 
cases in which the condition deteriorated. The 
postoperative course was uneventful. Microscopic 
examination of the postoperative specimens sug¬ 
gested a tuberculous process. The granulation 
tissue and nodes showed a marked tendency toward 
fibrosis. Bacteria identical mth the BCG strain 
were isolated in some of the cases. These patho¬ 
logical changes in the middle ear were in all prob¬ 
ability' related to the administration of liquid BCG 
r’accine by mouth. 

Generalized Congenital Analgesia. M. Lamy, R. 
Garcin, M. L. Jammet and odiers. Arch. ban?, 
pediat. 15:433-448 (No. 4) 1958 (In French) [Pans]. 

Generalized congenital analgesia was discovered 
in a young child hospitalized for sevem lingua! 
ulceration. The ulceration had started when the 
child was 9 months old, at the time when the first 
teeth appeared. At the age of 16 months analgesia 
was generalized and complete. It was not associated 
with anv vegetative, affective, or intellectual re¬ 
action to excitation wlrich is normally paintui. i 
was isolated, rwthout any other sensitive distob- 

arice, and wMmut any other 

At the age of 26 months a certam sens.Wit)' to pa « 

seemed I appear, espeeially to pneteg jo 

chaiing. Skin biopsy revealed nerve fibere 

terminations_The authors discuss other ea® 
this oecuUar condition which have been report 

hUhSrature often under different names. 
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DERMATOLOGY 

Strcplomvcm Dcrmatilis in Nurses. II. T. H. Wil¬ 
son. Brit.'M. J. 1;137S-13S2 (June 14) 1958 [London]. 

A v.iricty of dcrniatosc.s. which include pruritus, 
crslhcma, eczema, photo.scnsitisnty. urticaria, c.k- 
foiiativc dermatitis, and purpura, Iiavc heen reported 
in patients treated with streptomycin. Over a pe¬ 
riod of S yc.ars, 14 eases of streptomycin dennatitis 
were seen .among the nursing staff of a London 
ho.siiital. .and 2 more were referred from elsewhere. 
One of the patients was a male nurse, the remainder 
being female. Tlie sites most often affected were 
the sidas .and hacks of the fingers, the hacks of the 
hands, the foreanns, the elhow flexures, and the 
face. .All c.ases were patch-tested against a SYc 
.aqueous sohition of streptomycin and penicillin 
(1,000 units per milliliter). Positive patch reactions 
were elicited in all e.xcept the male nurse, who was 
negative on 2 separate occasions hut g.avc a positive 
intradcrmal reaction associated with a flare-up on 
the affected p.arts of the face and hands. Generally, 
once a nurse has acquired a high degree of sensi- 
th-ity to streptomycin, she (or he) can seldom if ever 
handle the antibiotic again. One nurse lost her 
sensitivity 2 years after the initial outhrc.ak, and 
another nurse showed diminution of sensitivity 
within 2 to .3 years; the remainder exhibited little, 
if any. loss of sensitivity during the period of ob- 
sers'ation unless steps had been taken to desensitize 
them. Desensitization was attempted in eases where 
it was not pr.actical for the nurses to actively avoid 
handling the substance. Six of the nurses were suc- 
ce.ssfully desensitized, with a relapse in one ease 
.and a partial relapse in another. 

Kaposi’s Sarcoma Superimposed on Erj-lhrodcrma 
Psoriaticum. A. E. Scg.al and M. J. Costello. A. M. A. 
-Arch. Dermal. 77;612-647 (June) 1938 [Chicago]. 

Tlie authors report on an 84-year-old woman with 
simultaneous occurrence of erythroderma psori- 
aficum and Kaposi’s multiple idiopathic hemor¬ 
rhagic sarcoma. Tim patient was admitted to the 
service of dermatology and syphilology of the Belle- 
^■ue Hospital Center in New York and was treated 
for universal erv’throderma psoriaticum with hy¬ 
drocortisone given orally in doses of 80 mg. daily 
and weekly intramuscular injections of corticotropin 
(Acthar) gel for 4 months. She then was given 
prednisone (Meticorten) orally in doses of 20 mg. 
daily, and treatment was continued indefinitely 
with a maintenance dose of 15 mg. daily. The 
psoriasis during this period was characterized by 
remissions, during wliich the erythroderma faded 
and distinct plaques of psoriasis remained. Attacks 
of intermittent diarrhea and constipation occurred 
1 year after admission. Two years after admission 
and 7 years after the first manifestation of psoriasis, 
well-circumscribed, reddish-purple nodules, 4 to 8 


mm. in diameter, were noticed. These were semi- 
hard and tender. 'Tlie lesions appeared simultane¬ 
ously on the extensor surfaces of the extremities, 
the buttocks, the chin, and the left upper-eyelid. A 
few days later the palms and soles were involved 
with similar lesions. Two weeks later blood oc¬ 
curred in the stools, and this was followed by con¬ 
stipation and diarrhea of short duration. Enlarged, 
.slightly tender lymph nodes in the left supraclavicu¬ 
lar, axillarv', and inguinal regions were observ'ed. 
Biopsy specimens of psoriatic skin from the back 
and of a nodular lesion from the back clarified the 
diagnosis of chronic dermatitis of psoriasiform tv^pe 
and of K.aposi’s sarcoma respectively. 

-Aqueous crystalline penicillin G vvms given in 
doses of 300,000 units every 8 hours until a total 
dose of 20 million vmits was administered. At the 
termination of this course of treatment the nodular 
lesions had regressed 20%. A course of potassium 
arsenile (Fowlcr’.s) solution was administered; the 
patient’s general condition became worse, tlie 
erythroderma became severe, but no essential 
change was noted in the nodul.ir lesions. A total 
dose of .300 r, administered in 3 weekly treatments 
to 2 nodular lesions on the palm and on the vvTist, 
resulted in complete disappearance of the lesion on 
the wrist. The patient died, and autopsy was per¬ 
formed. The final anatomic diagnosis was Kaposi’s 
idiopathic hemorrhagic sarcoma with involvement 
of the skin, pharvmx, stomach, small and large in¬ 
testine, pcripancrcatic adipose, tissue, epicardium. 
and mammary IvTnph nodes, thromboembolism of 
the pulmonary arteries, and chronic ulcers of the 
stomach. The distribution of the sarcomatous 
lesions was classic. There was one unique feature, 
however: the distribution of epicardial and peri- 
pancreatic lesions along the course of the medium¬ 
sized muscular arteries. Tliis distribution was not 
noted in the gastrointestinal tract where more of 
the mucosal distribution was seen. Tliere have been 
no similar reports in the literature of the simultane¬ 
ous occurrence of erythroderma psoriaticum and 
Kaposi’s multiple idiopathic hemorrhagic sarcoma 
in the same patient. 

A Case of Fatal Metastasizing “Erythroplasia.” 
M. Witham, M. Garretts, A. Levine and A. Jarrett. 
Brit. J. Dermat. 70:201-210 (June) 1958 [London]. 

The case reported is thought to provide a link 
between the erj'throplasia of Queyrat, the plasma¬ 
cell tj'pe of Zoon, and a sweat-duct carcinoma. 
Erythroplasia was described by Queyrat in 1911, 
and it was generally regarded as a precancerous 
lesion. Darier identified it with Fournier’s “epitheli- 
ome papillaire nu,” pointing out that the surface is 
brilliant red and velvety and that it develops into 
an invasive prickie-cell epithelioma; he also men¬ 
tioned that these lesions are sometimes foimd on 
nonmucocutaneous parts of the sldn, side by side 
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IWohS; f'’"''-’" Z°™ in 1950 and 

liMoln Int T ““ “I’*''™!''®!" characterized 

infiltrate beneath a 
np,dcnn,.t He regarded (he condition as 
benign, and so dinercntialed it from Queyrat’s 
cijdhroplasia. Tlic authors’ patient presented him- 
scif witfi numerous psoriasiform patclies of Bowen’s 
disease and 1 large brilliant red plaque resembling 
erythroplasia. Histologically, one portion of the 
orytluoplasic plaque had the structure of Zoon’s 
(\pc, and another portion showed. Bowenoid 
changes in the epidermis. Later, this plaque be¬ 
came frankly malignant and spread rapidly as “can¬ 
cer on cnirasse. It also gave rise to copious visceral 
melastases which proved fatal. Some of tliese re¬ 
sembled metastascs from a breast cancer. Renewed 
histological .studies of tlie cr)'tliroplastic plaque 
revealed, in the earlier biopsies. e\'idence of sweat- 
duct proliferation and, in the later ones, features 
rcsscmbling nevus syringoadenomatosus papilliferus, 
eNcej)! (hat (he duct cells had become malignant 
and filled tlie lumen. Some of the visceral metas- 
lases showed similar features. It is suggested that 
this is a case of sweat-duct carcinoma with features 
indicating relationship hclu’een nevus syringoade¬ 
nomatosus papilliferus, Paget’s disease, both types 
of erythroplasia, and some cases of Bowen’s disease. 

UROLOGY 

Primary Amyloidosis of the Ureter. B. F. Andreas 
and M”. Oosting. J. Urol. 79:929-931 (June) 1958 
[Baltimore]. 

Amyloidosis of the genitourinary tract is rela- 
livclj' rare, but sev'cral cases involving the bladder 
haN'e been reported, as well as 1 case involving both 
the renal pelvis and the ureter. Since the autliors 
were unable to find any previous cases in the Amer¬ 
ican literature involving only the ureter, they re¬ 
port their observations on a i2-year-old girl who 
had primary amyloidosis of the ureter. The present¬ 
ing symptoms were pain in the costovertebral angle 
and hematuria. On surgical exploration the lower 
tliird of the ureter was found to be dilated to ap¬ 
proximately 1 cm., and the wall of the ureter in this 
region was markedly thickened and showed what 
appeared to be a severe inflammatory process. A 
left-sided ureteronephrectomy was performed; the 
patient's postoperative course was uneventful. The 
small, pale kidney weighed 60 Gm. with 15 cm. of 
ureter attached. The distal portion of the ureter 
was dilated and thickened, having a waxy, granular 
appearance, with patches of hemorrhage. The 
mucosa showed areas of hyperplasia as well as 
ulceration. Hematoxylin and eosin stains suggested 
a degenerative process as seen in amyloidosis. Sub¬ 
sequent sections stained with Congo red dye as 
well as with crystal violet gave the reactions char- 
acteristic of amyloid deposition. Two and one-half 
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years later the child was in good healdi nf r,A t 
he, age. and 

Cystic Disease of the Kidney in Infants. J. W 
moreb' fSalH- 

The author presents a clinical classification of 
cystic disease of the kidney in infants, which is 
based on a review of the literature. He lists the 
fo lowing types: (1) unilateral muiticystic kidney; 

cystic kidney; (3) solitary renal cyst; 
(4) bilateral muiticystic kidnej- (5) infantile poly¬ 
cystic kidney; (6) adult polycystic kidney found in 
hnaucy; and (7) calyceal cyst. He briefly comments 
on tliese forms and then presents the histories of 7 
patients who were observed during the past 4 years. 
Two of the 7 infants had unilateral muiticystic or 
polj'cj’stic kidney, and 1 had bilateral muiticystic 
kidney'. Two cases of congenital-tj'pe polycystic 
kidney are presented, occurring in identical twins, 
and, finally', an unusual case of calyceal cyst of the 
kidney' and a case of adult poly'cy'Stic kidney in an 
infant are presented. Unilateral poly’cystic or multi- 
cystic kidney, large solitary renal cysts of infancy, 
and multilocular cyst of infancy should be treated 
by surgery. Bilateral miilticy'Stic kidney and bi¬ 
lateral congenital polycystic Iddney are incompati¬ 
ble with life. Adult polycystic kidney in infancy is 
recognized rarely, and the treatment is merely' sup¬ 
portive. 

The Cytodiagiiosis of Prostatic Carcinoma: A Fol¬ 
low-Up Study. I. N. Frank and W. W. Scott. J. Urol. 
79:983-988 (June) 1958 [Baltimore]. 

The authors have been concerned for the past 8‘/4 
years with the application of exfoliative cytology 
to the diagnosis of prostatic carcinoma. During this 
period, a total of 10,410 slides were examined from 
*2,445 patients in the age range in which this lesion 
is most prevalent. The specimens for examination 
were obtained by prostatic massage in practically 
every instance. It was the impression of the clini¬ 
cians that routine massage creates no demonstrable 
increase in the spread of the disease or over-all 
morbidity. In fact, a review of cases in which radi¬ 
cal perineal prostatectomy was performed on pa¬ 
tients from this clinic yielded survival rates whic 1 
compared favorably with other such series reported. 
Most of these patients had been subjected to diag¬ 
nostic prostatic massage prior to surgery and, m 
many cases, repeated massage. Adequate specimens 
a,a most readily obtainable by moderate 
medial digital pressure on the , 

by a milking compression down the ^ , 

to the region of the membranous urethra. An ell 
s made to avoid the seminal vesicles, since to 
recritons from these structures dilute and mast 
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the prostatic material. This technique is no more 
traiiinatic than the prostatic massage method used 
bv most urologists in their treatment of chronic 
prostatitis. 

The following arc listed as eytological criteria of 
maligiianc): \arialion in si/e and shape of nuclei; 
Inperchromatism; crowding of cells and overlap¬ 
ping of nuclei (in sheets); hi/arre. irregular nuclei; 
chromatin stippling and patches, single large or 
multiple nucleoli with altered nuclcoli-nuclcar 
ratio, mitotic figures (rarely seen), and cast-like cell 
groupings. Five difTcrcnl classes of eytological 
smears were differentiated: class 1 was character¬ 
ized hy absence of abnormal or ats'pical cells; in 
class -2 smears ahpical cells were present but with¬ 
out abnormal features; in class .3 smears there were 
cells with abnormal features but not sufficiently 
pathognomonic, in class -1 smears large numbers of 
pathognomonic cells and cell clusters were found, 
and in class 5 smears large numbers of conclusive 
cells and coll clusters esisted. Class .3 smears were 
considered .suggestise of cancer, and the smears of 
cla.sscs .} and 5 .is cancer positive. 

Tlicrc were patients with these 3 tv-pes of 
eytological smears, that is, 70 with class 3, 159 
with chtss .}. and 67 with class 5 smears. Carcinoma 
w.as definitely demonstrated in •16.7'7 of those with 
class 3 smears, in Sl.ST of those with cl.ass 4 smc.ars, 
and in 97‘7 of those with class 5 smc.irs. False¬ 
positive and false-negative reports arc discussed. 
The autliors feel that the prostatic smear docs offer 
a useful adjunct to the diagnosis of prostatic carci¬ 
noma. Tlie information obtained from this proce¬ 
dure, used in conjunction with clinical impression, 
.x-r.ay reports, phosphatase studies, and biopsy, 
should give maximum accuracy of diagnosis. The 
authors are presently evaluating the additional 
determination of the prostatic acid phosphatase, 
which they consider to be a more accurate and 
sensitive measure than the total serum acid phos¬ 
phatase. Tile .specimen for cv tological examination 
may be readily collected at tbc time of tbe patient’s 
first visit and repeated as needed. On the average, 
- specimens were obtained by massage per patient 
in this series. 

True Hermaphrodite Siblings. W. A. Milner, W. B. 
Garlick, A. J. Fink and A. A. Stein. J. Urol. 79:1003- 
1009 (June) 1958 [Baltimore]. 

True hermaphroditism has been defined as the 
presence in the same individual of both ovarian 
and testicular tissues. The 68 cases reported prob¬ 
ably represent only a small part of the actual inci¬ 
dence. There have been no previous reports on true 
hermaphroditism in siblings. The authors present 
2 “brothers” who were proved to be true hermaph¬ 


rodites. A 13-year-old boy was admitted to hospital 
with an undescended left testis. Tliere were 1 older 
male sibling, aged 17 years, considered to be nor¬ 
mal, and a 12-year-old brother and a 5-year-old 
sister also without genital anomalies. A 1-year-old 
brother, however, was stated to have a marked 
chordee, penoscrotal InTpospadias, and undescended 
right testis. 

In the 13-year-old boy a small testis was palpable 
in the left inguinal canal, but it xx’as not possible 
to bring it down to the scrotum manually. The right 
testis was in the scrotum, and a pea-sized nodule 
xvas palpable on its upper pole. The penis presented 
a balanilic one-degree hv-pospadias. A specimen 
was taken from the lower pole of the left testis for 
biopsy. The next day, a left-sided orchiope.xy and 
hernia repair with the scrotal placement of a nor¬ 
mal-appearing testis and epididxmis xvere per¬ 
formed. Division of the rudimentarv- chordee was 
likewise accomplished. A right-sided scrotal explor¬ 
ation then revealed a brown, abnormal-appearing 
testis, seemingly enclosed in a translucent serous 
membrane with a normal, loosely attached epididv - 
mis. The upper pole of the testis consisted of a 
firm, nibbery, brown nodule which shelled out 
easily from its testicular bed. Frozen section re¬ 
vealed a sclerosed testis containing a few small 
cystic spaces. Permanent sections showed an atro¬ 
phic sclerosed testis surrounded by dense fibrous 
tissue which merged into tspiical ovarian tissue 
containing multiple graafian follicles. About 18 
months later the boy complained of progressive 
breast enlargement and monthly recurring breast 
tenderness. Laparotomy and bilateral scrotal ex¬ 
plorations were performed. Examination of the 
pelvis did not reveal anv’ female structures, and 
each vas deferens to the internal inguinal ring vv’as 
also normal. The pelvdc outlet was androgxmoid. 
Tlie right gonad and spermatic cord were mobil¬ 
ized, and the smooth, ovoid gonad was subjected to 
bipolar biopsy. The upper pole revealed a focallv- 
sclerosed and inflamed epididjunis. The inferior 
pole showed a testis displaying inactive spermato¬ 
genesis with moderate interstitial-cell hv^ierplasia. 
Attention xvas then directed to the left gonad, 
which appeared rudimentarv’ vvdtli a thin translu¬ 
cent-like tunica albuginea and slightly nodular in 
its superior pole. It was felt that the upper pole 
represented an ov'arian segment of an ov'otestis. On 
frozen-section examination, this tissue was again 
reported as showing inactive spermatogenesis and 
interstitial-cell h)’perplasia. Biopsy of the lower 
pole revealed ovarian tissue containing numerous 
ova and some follicular cysts. The left gonad was 
e.xcised. 

In the younger brother the e.xploration of both 
testes also rex'ealed ovarian tissue. 'The association 
of the combination of hypospadias and crx’ptorchid- 
ism, present in almost all the previously reported 



nislanccs of U-ue hermaphroditism, was simiiarJv 
siblings. The authors believe that 
nn it testicular nodule combined with 

nosi.s of tine hermaphroditism and indicate tlie 
need f^or surgical exploration. Surgical sexual 
pnadal .separation in the majority of ovotestes is 
ea.sible and histologically complete. The finding of 
true hermaphrodite siblings lias given indirect sup¬ 
port to the genticists in their controversy concern¬ 
ing the etiology of this condition. 
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months- experience tvilh chlorothiazide the a,„W 

SceTS"’” 

onvinced ftat a regimen of divided doses fi p 
m, hvice daily) has any clinical advantage 

obSnmn ““’f® m-® msont reasons foi 

obtammg a maxima) diuresis, single doses arepret- 
erable because they avoid the fatigue of ^ 
sary nocturia. 


THERAPEUTICS 

CHnical and Laboratory Studies widi Chlorotliia- 
zidc; An Oral Diuretic. W. C. Watson, T. J. Thom- 
.son and J. M. Buchanan. Lancet 1:1199-1201 ffune 
7) 195S [London]. 

The authors investigated tlie nature and degree 
of diuresis obtained with clilorothiazide in various 
clinical states as.sociated with retention of fluid. 
Twcntjxs'ix “acute” experiments u'ere performed on 
22 patients with tlic following clinical conditions: 
congestive licart-failure, cor pulmonale with cardiac 
edema, preeclamptic toxemia of pregnancy, chronic 
azolcniic uremia, nephrosis, hypertension, hepatic 
cirrhosis with ascites and edema, fulminating bron¬ 
chiolitis and acute congestive heart-failure, and 
“steroid” edema. The term “acute” experiment im¬ 
plies the effect of a single oral dose of 2 Gm. of 
chlorothiazide. The patient's urine was collected for 
2-1 hours up to 9 a. m. on tlie day of the test. At 
9 a. in. he was gix’en 2 Gm. of chlorothiazide, and 
the next 24 hours' excretion of urine was collected 
in 2 amounts—a 6-hour fraction and an IS-hour 
fraction. Each sample of urine was measured, its 
pH recorded, and its sodium, chloride, and potas¬ 
sium concentration estimated. Samples of blood 
were taken at the end of each collection period, 
and their protein, urea, sodium, chloride, potassium, 
and alkali reserve were estimated. 

There w'as considerable increase in the flow of 
urine, which is greater in the 6 hours immediately 
after the administration of chlorotliiazide. Tire di¬ 
uresis induced by chlorothiazide is associated chief¬ 
ly with *an increased excretion of sodium and chlo¬ 
ride, ‘^^dlen tlie serum Ie>’els of these electrolytes 
are low, the drug will not compel their excretion; 
in such circumstances it tends to promote me 
e.Kcretion of potassium and bicarbonate, Hypochlo- 
remia can easily be corrected, however, by adminis¬ 
tering ammonium chloride, and this simple expedi¬ 
ent might augment the diuretic action of chlorothia¬ 
zide in such patients as it augments the action of 
mersaiyl. In general, the best diuretic response 
occurred in die type of patient who respon^ 
well to mersaiyl. In patients xvitli pulmonary heart 
disease the response was disappointing. After o 


unneces- 


Preliminary Report on Clinical and Bacteriological 
Observations in Treatment of Specific Pulmonary 
Diseases xvilh Ethereal Oils (Oleum Spicae) in Com. 
bmahon wffli Streptomycin. A. Liener. Beitr. Kite 
Tuberic 118,148-161 (No. 3) 1958 (In (hmm 
[Berlin], 

Combination tliempy to prevent the development' 
of resistance on the part of the tubercle bacilli 
against antibiotics was particularly important to 
Liener, because a large percentage of the patients 
at his hospital had extensive apd old lesions in which 
long-term antibiotic therapy was necessary. Since 
the combined use of antibiotics involves the prob¬ 
lem of tlie development of hypersensitivity in the 
patient, he deemed it advisable to investigate 
Stickl's observation that the addition of small 
amounts of ethereal (volatile) oils would greatly 
increase the bacteriostatic effects of streptomycin. 
First, in vitro tests were made on tubercle bacilli 
cultures with streptomycin and the volatile extracts 
of spike lavender oil (oleum spicae). This volatile 
oil xvas used because an injectable preparation of 
this oil (known as Tavipec) was available. A trial 
in patients was then begun with a small daily dose 
of 250 mg. of streptomycin. In addition the patients 
were given in the morning and in the evening an 
intramuscular injection of 1 ampule of the prepara¬ 
tion of spike oil. Patients with especially severe 
lesions were given the spike oil also by inhalation. 
All 51 patients who were subjected to this treatment 
were kept under strict bacteriological and clinical 
control, and when there were signs that the process 
became progressive, the therapy was changed. 

Tlie audior emphasizes that this is a preliminar)' 
report, which aims to'induce others to study the 
combination therapy of streptomycin xyith voladle 
oil on larger numbers of patients. In his series the 
development of resistance to streptomycin was 
definitely delayed by giving streptomycin in the 
small dose of 250 mg. daily, togedrer xri* 2 am¬ 
pules of die volatile spike oil. The probability that 
the action of antibiotics is potentiated by the paren¬ 
teral administration of the volatile extracts of spiKe 
oil was greatly increased by 
tions. The therapeutic results obtained (e™ 
mitting the limited number of paHents) rompared 
Svorably teith those obtained ™U. other fo^jf 
combination therapy. Further stud.es 
sary to ascertain xvhether optimal effects 
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obtainrcl wilb Ibc dosage used. Tlie inctliod did 
esert ii dicrapculic effect. No serious sccondar)’ 
effects were produced with the spike oil. 

PATHOLOGY 

Carcinoma of the Stomach in Hiroshima, Japan. 
E. S. Murphy. .\m. J. Path. 34:531-512 (May-Junc) 
195S t.^nn .Arhor. Mich.]. 

Carcinoma of the stomacli is the most frequent 
neoplastic disease for both men and women in 
Japan. In 1955 it was decided th.it the pathology 
department of the .Atomic Bomb Casualty Com¬ 
mission .should undcrt.ike an investigation of the 
occurrence of carcinoma of the stomach in the 
population of Hiroshima. Tlic aim was to determine 
any differences in incidence, age of onset, or U^pc 
of g.Tstric tumor occurring in the population group 
exposed to mass irradiation as compared with a 
nonexposed population. .\ total of 535 patients xx’ith 
c.arcinoma of the stomach were listed in the surgic.al 
and autopsy records of the Hiroshima commission 
hetxxcen Dee. 1. 194S, and June <30, 1957. Of these 
patients, 187 had been exposed to the c.xplosion of 
the atomic bomb. No signific-ant differences xx’cre 
found hetxvccn the exposed and the nonexqrosed 
groups for the average age at the time of diagnosis, 
the age distribution in 5-ycar age groups, the post¬ 
operative surxival time, or the histological pattern 
and location of the tumor in the stomach. The 
inddence of all ncoplasms‘'in the exposed and non- 
ex-posed groups xvas also calculated and found to 
be almost equal. Tlie possihilitx’ that the definition 
of “ex-posure” was too broad and was thus hiding 
effects in the patienLs exposed at 2,.500 meters or 
less was considered, and the material xvas ree.xam- 
ined xx-ith 2,500 meters from the hx-pocenter as the 
limit of exposure. Tlie patients exposed at betxx'ecn 
2,500 and 10,000 meters xvere added to the control 
group. The incidences of carcinoma of the stomach 
and of all neoplasms xx-ere again calculated and 
again found to be approximately equal. In the pa¬ 
tients treated by a surgical resection of tlie cancer 
through 1956, a folloxv-up xx'as possible in 252; 93 
of these xx'ere still lix'ing, hut only 7 had lived more 
than 5 years after the operation. Only 1 of these 
xx'as an exposed patient, but no significance xx'as 
attached to this finding. 

Bacteriological Studies on Hospitalism and Its 
Epidemiology xvith Consideration of Serologic 
Methods for Differentiation. P. Naumann and W. 
Heusser. Chirurg 29:193-198 (May) 1958 (In Ger¬ 
man) [Berlin]. 

In an attempt at prophylaxis against hospital 
infections caused particularly by therapy-resistant 
coagulase-positive strains of staphylococci, the 
authors carried out bacteriological studies in 7 de¬ 


partments of the surgical clinic of the Universit}' 
in Hamburg, Germany. Smears obtained from 
xx-ounds of patients, rhinolarjmgeal smears obtained 
from the hospital staff, and the hands of the latter 
xvere studied in order to ascertain the various pos¬ 
sibilities of transmission along the pathxvay of the 
infection. One hundred txventx'-four xvound smears 
xx'cre obtained from 114 patients, and 47 strains of 
Staphylococcus i^yogenes var. aureus xvere cultured 
from the specimens obtained from 46 of these pa¬ 
tients. Thus, 46 (about 40%) of these 114 patients 
xx-ere infected by pyogenic staphylococci. Fortx'-five 
(about 96%) of the 47 strains of staphylococci xvere 
resistant to penicillin. Txx-enty-three of 34 staff 
members (10 phx’sicians, 20 nurses, and 4 adminis¬ 
trative xvorkers) xvere carriers of pyogenic staphylo¬ 
cocci; of the 37 isolated strains, 30 xvere obtained 
from rhinolarx'ngeal smears of the hospital staff, and 
7 xx-cre obtained from the hands of these staff 
members. Thirtx'-txvo of the 37 strains xvere resistant 
to penicillin. These data corresponded xxdth those 
obtained by other xvorkers. A study of the dust in 
the air of 15 hospital xvards shoxved that in 13 of 
tliese wards dust particles in the air xvere infected 
by pathogenic staphylococci, and of 25 strains cul¬ 
tured, 19 xvere resistant against penicillin and 
streptomycin. Bacteriological examination of 30 
xx’oolen bed covers revealed pathogem'c staphylo¬ 
cocci in 3 of tliese covers. Strains of coagulase-posi¬ 
tive staphylococci xvere obtained from 2 of 24 
roentgen-ray films examined for the presence of 
such bacteria. 

Since the behax'ior of staphylococci against anti¬ 
biotics does not represent a property' xx’hich is un¬ 
changeable, and since this behax'ior depends to a 
great e.xtent on the tx'pe of antibiotic preparation 
employed for treatment, conclusions cannot be 
draxx'n from tliis behavior. Consequently serologic 
typing of the 114 strains of staphy'lococci xx'hich 
xvere obtained by culture xx'as carried out according 
to the techniques dex'ised by Cogan and Oeding 
and modified by Grun. Most of the strains belonged 
to the ABCE, AB, and B antigen groups. The AB 
strains xvere definitely' identified as so-called hos¬ 
pital bacteria according to their distribution among 
the hospital staff and tlieir occurrence in the dust 
particles in the air and in the bed covers as xx'cU as 
because of their frequent occurrence in secondary'- 
infected xx'ounds. Concerning the strains xx'ith the 
ABCE and B antigen structure, it could only be 
suspected that they had originated from members 
of the nursing staff. With the aid of sensitivity tests 
to antibiotics and of serologic methods, the bivalent 
differentiation of pathogenic staphylococci by sev¬ 
eral characteristics xvhich do not depend on one 
another thus has proved itself as an essential ex¬ 
pedient in the detection of sources of infections 
due to the so-called hospital staphylococci and of 
the path of their spread. 
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Moiijd Fungi niul Bronchinl Asthma! A Mycolocical anB 
Ci.n.cnl Study. Volume 1. By P. J. van dcr Werff 
^ imtcrdam Clfnfc for Allergic Diseases, Amsterdam With 

tnallmrlu^^^ Wcstcrdijlc, Director of Gen- 

S W n" Baam, Netherlands. 

Goth. <>, 50 Pp. 174 , ,vith 67 illnstralions. Gharles G 
Kunas Publisher, 301-327 E. Lawrence Ave., Springfield. 

llollun'd^inS"^^'^^ Leiden, 


In the 1a.st 25 years or so, the importance and fre¬ 
quency of hay fever and asthma from the airborne 
spores of molds iiave been largely investigated liy 
American workers, hnl before this period the Dutch 
physician, W. Storjn van Leerwen, conducted ex¬ 
periments which pointed to molds as a common 
cause of asthma. The author of this volume is a dis¬ 
ciple of Krcmer M'ho u’as associated with van Leer- 
wen. It is tlms particularly appropriate that the 
most complete presentation on this subject is writ¬ 
ten by such a man. The book describes climates in 
relation to mold allergy, gives a survey of general 
mycology, and gathers the findings from all over 
the world on tiie presence of mold spores in tlie 
open air, in liomes, and in special occupational en¬ 
vironments, Ample data are given for tlie prepara¬ 
tion of a variety of culture mediums. There are a 
large number of photographs of molds. Some are 
c.vcellent, but many could be improved if they are 
to sen'C a leaching puqiose, Tlie references are 
quite complete, Tlie clinical allergic and immuno¬ 
logical aspects are reserved for a second ^'olume. 
Tiiis book ^^'ill interest every one seriously interest¬ 
ed in allergy as well as mycology. 


High Arterial Pressure. By F. H. Smirk, M.D., F.R.G.P., 
F.R.A.C.P., Professor of Medicine, University of Otago, 
Dunedin, New Zc.alitnd. Giofh. .^IS. Pp. 764, with illustra¬ 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, 111.; Blackwell Scientific Publications, Ltd., 
24-2.S Broad St., O-sford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This book is presented “for consecu«\'e reading 
and for reference on problems arising in practice. 
Those sections dealing with the several areas to 
which the author has made personal contributions 
are enthusiastically presented and are correspond¬ 
ingly interesting. Tlie concept of essential hyper¬ 
tension as the culmination of a series of repetitive 
pressor episodes of varied origin accords with most 
current tliinking. Chapters on the incidence and 
prognosis of hypertension provide useful statistical 
compendiums. The presentation is extensive but 
lacks proportion. Even the best sections devote 
much space to more or less irrelevant details and 


These hook rcvicw.s have been prepared by 
but do not represent the opinions of any medical 
unless (.pccifically so staled. 


competent autliorities 
or other orunnization 


tend, thereby, towards tedium. Thus, it seems im- 
necessary to consider the ganglion blockers, includ- 
ng some of dubious marketability or interest in- 
diyitlually m such great detail. Some sections 
notably, those removed from the author's direct in¬ 
terests, seem to have been assembled witliout much 
atternpt at evaluation from a large but not compre¬ 
hensive bibliography. Certain chapters do not con¬ 
vey as much information as seems desirable. The 
discussion of arteriosclerosis is sketchy. Consider¬ 
ation of hypertenrive encephalopathy focuses on 
transient cerebral attacks rather than on the omi¬ 
nous syndrome of rising arterial pressure, increas¬ 
ing headache, and progression from stupor to coma. 
Anticoagulant treatment of cerebrovascular disease 
is not considered. Pyelonephritis, an important reme¬ 
diable cause of hypertension, is hastily dealt %vitli, 
with no consideration of the indications for or in¬ 


terpretation of sediment counts, quantitative urine 
cultures, or urograms. Renal artery lesions are re¬ 
viewed as causes of hypertension but %vithout dis¬ 
cussion of their diagnosis by angiography or other 
means. The description of aldosteronism conveys no 
recognizable picture. It would seem arbitrary to list 
hydralazine under "drugs mostly of academic inter¬ 
est” and premature to suggest that the rauwolfia 
alkaloids are substantially, rather than quantita¬ 
tively, different in their psychic effects or that meca- 
mylamine shows little cross tolerance as compared 
to other ganglion blockers. Most persons will use 
this as a reference book. Few will be tempted to 
read it consecutively. As concerns problems of prac¬ 
tice, its best function is to provide detailed authori¬ 
tative information on the treatment of hypertension 
with ganglion blockers alone or in combination with 
reserpine and on the organization of a clinic for tin's 
purpose. The author is to be commended for his 
insistence on the need for vigorous maximal control 
of high arterial pressure in patients \rith hyperten¬ 
sive disease. His experience justifies this, and the 
point is not generally appreciated. His comments 
on the psychic gain experienced by patients whose 
severe hypertension is brought under control de¬ 
scribe an elusive but significant aspect of sucJi 
treatment. 


Advances in Cancer Researclh Volume V L^itecl by 
Greenstein and Alexander 
i, with illustrations. Academic Press, Inc., HI 
,v York 3,1958. 

rim book should be of interest to 
in several disciplines but wall be of little ante 
to the average clinician except in its discus^ 
primary cancer of the liver (by Berman, of Sou» 
ica) and of tumor-host relations (by Begg, 
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tlic University of Western Ontario). Other topics 
discussed arc protein sjTithcsis and growth proc¬ 
esses, the newer concept of cancer to.xin, chemically 
induced tumors of fowls, anemia in cancer, specific 
tumor antigens, and the chemistrs’ and carcinoge¬ 
nicity of 2-flnorcnamine and related compounds. 
Tlic international flavor of the volume is indicated 
by contributions from Russia, Engl.and, Japan, Scot¬ 
land. and the United Slates. Rerman concludes that 
environmental factors, both cirrhotogcnic and car¬ 
cinogenic, .arc probably responsible for hepatic neo¬ 
plasia occurring in a favorably prepared ‘‘soil" 
largely dctcmiincd on a nutritional basis. Price and 
Greenfield (of the National Cancer Institute, U. S. 
Public Health Scra’icc) emphasize the inadequacy of 
vinderstanding of the mechanisms of .anemia in the 
patient with cancer and the need to'cxplorc viiscular 
influences in cra'throcylc dcslniction. Tables and 
figures are few in number. Tlicre arc no illustra¬ 
tions. Extensive reference lists arc appended to 
e.ach chapter, with an all-inclusive author index. 
Tlic ta-pc is admirably readable. 

Methods in rh>sic.a! Educ.ilioii: .\n llliistr.alcd Textbook 
for Students rreparinR to Tc.icti Boys nnd Girls in Secondary 
Schools. By lliUl.i Clutc Kozman, Pli.D., Rosalind Cassidy, 
Ed.D., Professor of Physic.al Edtication. University of Cali¬ 
fornia, Los Angeles, and Chester O. Jackson, Ed.D., Pro¬ 
fessor of PlnMcal Education, University of Illinois, Urh.ma. 
Tlu'rd edition. Cloth. .SG. Pp. 519. with illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury A\c., London, \\’. C. 2, England, 
1958. 

Tliis is the third edition of a textbook for pro¬ 
spective teachers in sccondarx’ schools. Its methods 
and approach arc much improved over those of the 
previous editions. Noteworthy is the greater degree 
of personaliztition for the student, with stress on 
self-direcb'on, self-management, and self-responsi¬ 
bility. Early in the book the authors set their broad 
goals in terms of frequently quoted requirements 
for teachers; physic.al stamina, emotional stability', 
academic competence, social adaptability, cix'ic ca¬ 
pability', communication facility', intellectual versa¬ 
tility', and educative proficiency. On this broad base 
they build a philosophy of methods and demon¬ 
strate how these criteria can be applied to the 
specific field of physical education. Tlie volume is 
c<alculated to broaden tlie outlook of the prospec¬ 
tive teacher through a process of continuing self¬ 
appraisal and planning for improvement; yet, with 
all of its stress on “you, the teacher,” and its empha¬ 
sis on teaching methods and procedures, it does not 
lose sight of the child who rightfully' is held as 
the central focus in each aspect of the educative 
process. In the view of the authors, phy'sical edu¬ 
cation is a means to an end rather than an end in 
itself. It is one metliod of educating young people 
through appealing physical activities. In the educa¬ 
tional setting its physical benefits are a concomi¬ 
tant outcome rather than the only goal of tire pro¬ 
gram. 


Surgery’ in Infancy and Cliildhood: A Handbook for 
Mcdic.M Students nnd General Practitioners. By Matthew 
Wlu'tc, Nf.A., M.B., Ch.B., and Wallace M. Dennison, M.D., 
F.R.F.P.S., F.R.C.S. Cloth. $9.50. Pp. 444, with 267 illu.stra- 
tions. Williams & Wilkins Company, Mount Roy.al and 
Guilford Aves., Baltimore 2; E. & S. Li\ingstone, Ltd., 16 
and 17 Teviot Place, Edinburgh 1, Scotland, 1958. 

This book is dedicated to the nursing staff of the 
Roy'al Hospital for Sick Children in Glasgow, Scot¬ 
land. The authors’ purpose is to introduce to the 
senior medic.al student some of the surgical prob¬ 
lems encountered in infancy and childhood. It is 
not intended as a reference book for pediatric or 
other surgeons. It is based, primarily, on a series 
of lectures and demonstrations. It is unfortunate 
that no bibliography was included. Line drawings, 
sketches, roentgenograms, and photographs (some 
in color) are well placed, well chosen, and informa¬ 
tive. The subjects considered include surgery in in¬ 
fancy and childhood; preoperati\'e care, anesthesia, 
and postoperative care; trauma; infection; bone; 
hemangioma and ly'mphangioma; tire esophagus; 
the stomach; intestinal obstruction in the newborn 
infant, abdominal pain in infancy and childhood; 
intestine, colon, rectum, and anus; the umbilicus; 
testis and epididymis; hernia and hydrocele; liver 
and spleen; genitourinary’ system; die thorax; the 
liead; face, mouth, and j.aw’s; the neck; spine and 
peU'is; upper limbs, lower limbs, and paralysis in 
childhood. 'Tlie succint discussion and supporting 
sketches on congenital cardiovascular anomalies are 
particularly commendable. The format and compo¬ 
sition of the book are pleasing. This volume should 
be in the library' of nursing schools and accessible 
to medical students, but it cannot compete w'ith 
American textbooks on the same subject. 

Orthopedic Diseases: Physiology—Pathology—Radiology. 
By Ernest Aegertcr, M.D., Professor of Pathology' and Direc¬ 
tor of Department of Patliology, Temple University Medical 
Center and School of Medicine, Philadelphia, and John A. 
Kirkpatrick, Jr., M.D., Radiologist, St. Christopher’s Hospital 
for Children, Philadelphia. Cloth. S12.50. Pp. 602, witlr 354 
illustrations. W. B. Saunders Company, 218 W. AVa.shington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W. C. 2, England, 1958. 

Tliis new volume is w'ell written and brings a 
fresh view'point to many of the disease entities that 
are described. Each of its sections is practically a 
monograph. The first deals w'ith connective tissue 
in general and includes a brief chapter on radiology' 
of the skeletal system. Section 2 deals w'ith disturb¬ 
ances in skeletal development. Each disease entity’ 
is described in general, then the roentgenographic 
manifestations, microscopic appearance, and prog¬ 
nosis are given. Section 3 discusses disturbances in 
the normally formed skeleton in a similar way, and 
section 4 is concerned with tumors. ’The book is ex¬ 
cellently illustrated, and the authors are to be com¬ 
mended for the superior quality' of these reproduc¬ 
tions. This book is one of the best reference books 
on orthopedic diseases that has been published. 
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METASTATIC CARCINOMA OF THE 
RECTUM 

To Tin: ED.Ton:-Pfensc gloc mloicc on treatment 
for mctastascs in ihc pchis from carcinoma of 
rccium the primary site in a SS-year-okl woman, 
hhc had a coJo.stomy 12 years ago, and function 
-Vince then has been quite good. She has consider- 
able pain in the hw part of her hack at present 
umich is refieved by therapy with opium derioa- 
fives, chhrpromazinc hydrochloride, and dextro 
propoxyphene hydrochloride. The pelvic metas- 
iases arc minimal according to x-ray findings. 
The pain seems to be out of proportion to the 
severity of the mctastascs. 

G. C. Haskell, M.D., Springfield, Ohio. 

ANS\vj:R,~There i.s no saHsfactory treatment for 
incla^talic carcinoma of tlic rectum. It seems most 
unusual to ha\‘c a carcinoma of tlie rectum recur 
after 12 j'cars, and one wonders how the diagnosis 
of pelvic motastase.s was established. Reexploration 
may be indicated to determine the nature and 
extent of the recurrence of the disease. If the in¬ 
volved area can be identified, then local radiotlier- 
apy offers the be.st possibility of providing some 
relief, although this is admittedly a limited form 
of treatment. In the absence of more clinical infor¬ 
mation, a more detailed reply u'ould be speculative. 
Generally speaking, howcN^er, there are no chemo¬ 
therapeutic agents that have had an important effect 
on metastatic carcinoma of the large intestine. 

Answer,— It is presumed that the metastases are 
to the bony pelvis and that the inter\'al since 
treatment of the primary tumor is 12 years. It 
w'ould be well to be cautious about tire diagnosis 
and to keep in mind that a new disease may have 
occurred. Bone marrow studies might aid in the 
diagnosis. It would be well to use opiates sparingly, 
since the inquirer mentions tliat the metastases are 
minimal and, presumably, the patient’s general 
condition is still good. X-ray tlierapy might be of 
help, and chemotherapeutic agents, such as tri- 
ethylenethiophosphoramide, might be tried empiri¬ 
cally. If such palliative treatment is unsuccessful, 
neurosurgical consultation should be requested. 


The answers here published have been prepared by compclcnt nu- 
Ihoritics. They do not, however, represent the opinions of any nieoiccu 
or other orRani/ntion unless specifically so staled in the reply. Anony¬ 
mous communications cannot he answered. Every fetter must contain 
Te wX's name and address, but these will be omitted on request. 


]^NT FAIi^ temporomandibular 

To the Editor:-A 30-year-old woman had a erad- 
ual onset of pain in the right temporomandibular 
pint one year ago which has been present ever 
since, occasionally becoming more severe. The 
other joint has never been involved, and she has 
no other symptoms associated tcitli this pain. The 
pam IS aggravated when she opens her mouth 
widely and sometimes by chewing. She states 
that sometimes there is swelling around the joint, 
hut this has not been noticed by anyone else. 
The patient has never had any arthritis or other 
similar illnesses, and a complete physical exami¬ 
nation revealed her to be in good physical con¬ 
dition otherwise. X-ray of the mandible and 
temporomandibular joint, done two months ago, 
showed a relaxation of the capsular ligament in 
both joints. No other abnormalities were noted. 
Please advise on diagnosis and treatment in this 
case. 

Ralph E. Thompson, M.D., Lebanon, Ore. 


Answer.—I t is assumed that the presence of any 
local disease about the temporomandibular joint 
has been excluded by adequate physical and roent- 
genographic examinations. Probably the most com¬ 
mon cause of the symptoms complained of by this 
patient is malocclusion. Careful examination by a 
dental surgeon is indicated. It is not uncommon 
that patients who experience symptoms of this sort 
develop a habitual tic of moving the jaw in a pe¬ 
culiar and abnormal way. This serves to continue 
the iiTitation. The patients jaw should be put at 
rest. The use of a soft diet, avoidance of opening 
tlie jaws wdely and, if necessarys a chin sling to 
restrict motion may be tried. 


Answer.— Altliough unilateral pain in tlie tem¬ 
poromandibular joint may relate to a number of 
causes, it will appear that in tliis instance pa¬ 
tient may be suffering from a muscular spasm. This 
can be determined by injecting procaine hydro¬ 
chloride into the masseter muscle to determine it 
tire pain disappears. If this does occur, one may 
be reasonably sure that the problem is not witn 
the joint per se. By way of therapy, the patient 
should be advised to exercise the muscle by open¬ 
ing and closing the jaw to 
while the muscle has been anestheUzed. If muscle 
spasm is her problem, this should bring relief. 
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treatment of pigmented ne\t 

To THE EniTon:— A 12-{icar-ohl patient has a num¬ 
ber of pigmented ncei on the faec and bach. 
These arc becoming more prominent and numer¬ 
ous. What icotdd be the best treatment for facial 
pigmented ncei. ivith a cosmetic consideration? 

Donald F. McDonald, ^l.D., Seattle, Wash. 

A\s\\xn.—With the* child 12 years old, it would 
be preferable not to attempt to remove these nevi. 
Unless there are some tumors that arc clinically 
prcmalignanl (flat, black, smooth, and hairless) in 
areas of present or potential trauma (such as on 
the feet or under straps) there is little to be gained 
by cr.adicsiting them at this age. Recurrences arc 
common in patients before or during adolescence 
unless complete evcision is performed. If the lesions 
are eliminated by an elliptical excision and .suUtr- 
ing, some scarring is to be c.xpected and this may 
be greater and more disfiguring than anticipated. 
If the growths arc ignored for the time being, many 
will become elcvaterl and can then be shaved off 
even u-ith the skin, and trichloroacetic acid can be 
applied to tlie bleeding base without producing 
scarring. Prcmalignant lesions can be excised and 
sutured at this age, since cosmetic results are less 
important here than considerations of future health 
and life. Chemical treatment of pigmented ne\i is 
inadvisable, for histopathological study of such 
tumors is to be commended. .All excised or shaved 
specimens should be subjected to microscopic ex¬ 
amination. If junctional changes are found in le¬ 
sions removed ultraconservatively (as by shaving), 
total postoperative excision should be considered. 
However, the presence of such alterations in the 
microscopic section is of less significance in the 
adolescent than it is in the mature person. 

HERPES PROGENITALIS 
To THE Enrron;—W/inf is the significance of the ap¬ 
pearance of herpes simplex on the prepuce of an 
apparently healthy man, aged 45, and what, if 
any, treatment should be instituted? The herpes 
appears every three to four months, mostly on the 
right side, and seems not to have any connection 
to sexual activity. 

F. W. Gebhardt, M.D., Dupo, III. 

Answer.— Herpes simplex occurring on the pre¬ 
puce, commonly called herpes progenitalis, is 
caused by irritation or inflammation of the periph¬ 
eral nerv'es or ganglionic centers which is induced 
by various agents. These agents may be local, as 
the accumulation of smegma. Bouts of mild inflam¬ 
mation may recur from a specific or nonspecific 
infection of Cowper’s gland, the prostate, or any 
structure in the lower intestine. This reaction may 


be caused by bacterial agents or by certain foods. 
The condition in itself is not of major significance, 
but due to the production of breaks in the skin 
barrier it may provide a portal of entrance for a 
more significant infection. Tire methods of treat¬ 
ment are many, vv'hich is always evidence of a lack 
of having a specific. At the first signs of irritation 
local applications of hot compresses or immersion 
of the organ in hot boric acid solutions, followed 
by topical application of camphor in any of its 
usual forms, may be abortive. Injections of gamma 
globulin may hasten the disappearance of a devel¬ 
oped lesion. Repeated smallpox vaccinations may 
also be used, both for prophyhxxis and for treatment 
of the dev'eloped lesion. For tire infected' lesions 
tetracv'cline and vitamin Bj; are useful. Benzoin 
tincture and the use of x-ray have been recom¬ 
mended. Circumsion may be recommended in cer¬ 
tain cases. 

PROGESTERONE AND ABORTION 
To THE Eniron:—Does progesterone have any ad¬ 
verse effect on the fetus in the case of a threat¬ 
ened abortion? If so, would such effect be tem¬ 
porary or permanent? 

Dale C. Hager, M.D., Beaumont, Texas. 

Answer.— For many years progesterone has been 
known to have androgenic properties. Recent re¬ 
ports (NelUiaus, New England J. Med. 258:935, 
195S; Jones, Obst. & Gynee. Surv. 12:433, 1957; 
Wilkins and Jones, Obst. & Gynee. 11:355, 1958) 
suggest that in the human being masculinization of 
the female fetus, with production of female pseudo¬ 
hermaphroditism, may be a direct result of the ad¬ 
ministration of progestational substances to -the 
mother during pregnancy. Ideallv', progesterone or 
allied hormones should be administered during 
pregnancy only in physiological amounts and only 
when there is demonstrated deficiency. But, since 
assay of these substances is not feasible in routine 
clinical practice, one is forced either to abandon 
progesterone therapy altogether in cases of threat¬ 
ened and habitual abortion, despite its probable 
usefulness in some cases, or to decide on a dose 
which may be helpful but is probably insufficient 
to cause masculinization if tire fetus is a female. It 
is estimated that through the third month of preg¬ 
nancy the endogenous production of progesterone 
averages from 30 to 30 mg. per 24 hours. An appro¬ 
priate, and probably safe, dose would be of the 
order of 23 mg. daily or 50 mg. three times a week. 
In the present state of knowledge, the use of larger 
doses appears to be contraindicated. AVith respect 
to the permanency of this affection, data are as yet 
too meager to permit conclusion. 



QUESTIONS 

EFFECT 01' ^TBRATION ON PREGNANCY 

To THE EDiTon:-A S9^tjenr-ol(I woman has been 
mamcd eight years and has no living children. 
One previous pregnancy, in 1954, resulted in 
spontaneous abortion. After vigorous infertility 
treatment, another pregnancy of approximately 
eight ivccks’ duration now exists. Threatened 
abortion has been evident for a good portion of 
(his time, but, with appropriate treatment, her 
condition now .'icems stabilized. There are con¬ 
siderable emotional prablcms,- and insomnia is 
present. A vibrating bed seems to lull her to rest¬ 
ful sleep. Is there any possible threat to preg¬ 
nancy at any stage by the use of such vibration? 
Charles G. Freundlich, A/.D., Houston, Toxa.s. 

Axswi:n,—As far as is known there is no informa¬ 
tion available concerning the threat of vibration to 
{jregnancy. Extremely mild vibrations probably 
have no ill-elTects on gestation. 

CLIMATE AND EMPHYSEMA 

To Tur. EnrroR:—A patient, aged 55, has severe and 
disabling emphysema and bronchiectasis. How 
much heneftt would he obtain by moving to an 
area with a drier climate, such as Arizona? 

M. W. Hook, M.D., Cheraw, S. C. 

AN 5 >wj:iE—Patients sometime benefit greatly by a 
change of climate, particularly if emphysema is 
related to asthma and if change of enxoronment 
permits escape from e.Kjjosure to allergens. On the 
other hand, some patients suffer from atmospheric 
dust in an arid climate and others become worse 
for no apparent reason. A patient should not be 
encouraged to make a great financial sacrifice to 
change climate unless a trial period of residence 
convinces him personally that the change is bene¬ 
ficial. 

YEAST IN URINE 

To Tin' Editor: —I would like to take exception to 
the statement made in answer in a question per¬ 
taining to the significance of the finding of yeast 
organisms in the tirine (J. A. M. A. 167:142, [May 
3] 1958). On many occasions yeast organisms 
may be seen to produce violent irritation and in¬ 
flammation with resultant pyuria, dysuria, and 
symptoms of severe urinary disorder. The finding 
of yeast organisms in the urine has become mag¬ 
nified many fold during the past few years. 
Twenty-five or SO years ago this finding was lun- 
iied entirely to patients who had diabetes and in 
whom these organisms apparently had been in- 
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iroduced irom withom hj cathete,l-.a,m cm 
toscopw examination or bu suraicaJ nnr? J 
procedures. Wdk the 

their effect m suppressing the organisms .duel. 
apparently inhibit yeast growths, an increase 
incidence of urinary tract infection has been ob¬ 
served m patients in whom the only organim 
that could be cultured or found on direct smear 
was that of yeast or various types of fungous for¬ 
mation. That these are not pathogenic is incor¬ 
rect; in the practice of myself and my associates 
in the past few years no less than a dozen intrac¬ 
table infections were seen to be associated solely 
- with yeast Elimination of the yeast by modern 
methods, which has been extremely difficult, re¬ 
sulted in the clearing up of the urinary tract in¬ 
fection symptoms and a cure of the inflammatory 
reaction in the bladder and urethra. The wide¬ 
spread use of antibiotics apparently is giving the 
yeast on opportunity to become not only more 
prevalent hut also more pathogenic. Whereas for¬ 
merly only an occasional patient with monilial in¬ 
fection of the vagina would be seen for treatment, 
of the women who now come for treatment of ur- 
ologic disorders fully 15 or 20% have either an 
asymptomatic yeast infection or one which is pro¬ 
ducing irritative symptoms. About 30 years ago a 
case of persistent urinary infection associated with 
the finding of yeast in the urine was so rare that 
it became the occasion for publication. At the 
present time, patients found with urinary trad 
infections, who have been treated with various 
antibiotics, finally have an infection with yeast 
and no other organism, and the yeast is more 
resistant to treatment than any of the hacilli or 
cocci. Vincent J. O’Coaor, M.D. 

720 N. Michigan Ave. 

Chicago 11. 

The above comment was referred to tire con¬ 
sultant who answered the original query, and his 
reply foUows.—En. 

To THE Editor;— This consultant agrees that pa¬ 
tients are prone to urinary complications due to 
the use and abuse of antibiotics. However,^ the 
question was answered merely on the basis of 
yeast cells in the patient’s urine. Ho mentiori was 
made of the patient having received anUbioiics, 
nor was there mention of whether the urine speci¬ 
men examined was obtained by cathetenzamn. 
If is heaHihj agreed that patients arc seentodb 
monilial infections as the result 
therapu in urinary tract infections. If is m cus 
tom li one particular hospital not to use a j 
IZbiotic /or mre <han three days aad ad 
whm it is indicated after a proper entim he 
heen made and serrsitivity studies done. 
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GUIDES TO THE EVALUATION OF 
PERMANENT IMPAIRMENT 

TIIE VISUAL SYSTEM 


Tlic Comniitlcc on Medical Rating of 
Physical Inipainncnt 

PREFACE 

Evaluation or rating of pennanent disability has 
long been rccopiized as an important and complex 
subject. In the p:i,st much confusion has resulted 
from inadequate understanding by physicians and 
others of (fl) the scope of medical responsibility in 
evaluation of permanent disability: and (h) the 
difference betxvecn “permanent disability" and “per¬ 
manent impainnent." 

It is vitally important for even,- physician to be 
asvare of his proper role in the evaluation of per¬ 
manent dis;\bilily under any private or public pro¬ 
gram for the disabled. It is equally important for 
him to have tlic necessary authoritative materi:il to 
assist him in competently fulfilling his particular 
rc.sponsibility—the evaluation of permanent impair¬ 
ment. It is the purpose of this and other rqiorts by 
the Committee on Medical Rating of Physical Im¬ 
pairment to correct a past confusion of terms and to 
provide a scries of practical guides to the evalu¬ 
ation of various Utics of permanent impainnents. 

Tlie following c.vplanations of gcnerallv used 
terms in programs for the disabled will suffice for 
all practical purposes; 

1. Permanent Disahililij.—This is not a purely 
medical condition. A patient is “permanently dis¬ 
abled” or “under a pennanent disability" when his 
actual or presumed ability to engage in gainful 
actiMty is reduced or absent because of “impair¬ 
ment” and no fundamental or marked change in 
the future can be expected. 

2. Pennanent Impairment.—This is a purely med¬ 
ical condition. Permanent impairment is any ana¬ 
tomic or functional abnormalitv' or loss after ma.xi- 
mal medical rehabilitation has been achieved and 
which abnormality or loss the physician considers 
stable or nonprogressive at the time evaluation is 
made. It is always a basic consideration in evalu¬ 
ation of permanent disability. It should be remem¬ 
bered, however, that permanent impairment is a 

Members of the Committee on Mctlical Rating of Fliysical Impairment 
arc Dry. Raj’mond M. McKeov.^, Chairman, Coos Bay, Ore,; George F, 
Gscll, Wichita, Kan.; Henry H. Kessler, Newark, N. J.; Quentin W. 
^!ack, Boise, Idalio; James B. MeVay, Kansas City, Mo.; and O. A. 
Sander, Milwaukee, Staff members are Mr. George W. Cooley', Secretary, 
Chicago; and Mrs. Marjorie W. Grigsby, Bcscarch Associate, Chicago. 

Consultants in the preparation of this guide were Drs. Ralph W, 
Danielson, Denver; Charles E. Jaccklc, East Orange, N. J.; and Harold 
G. Scheie, Philadelphia. 


contributing factor to, but not necessarily an indi¬ 
cation of, the extent of a jjatients permanent 
disahilitv’. 

3. Evaluation (Rating) of Permanent Disability. 
—Tliis is an administrative, not medical, responsi¬ 
bility and function. Evaluation of permanent dis- 
abilih' is an appraisal of the patient’s present and 
probable future ability to engage in gainful activity 
as it is affected by nonmedical factors, such as age, 
sex, education, and economic and social environ¬ 
ment, and the medical factor—permanent impair¬ 
ment. Nonmedical factors have proved extremely 
difficult to measure. For this reason permanent im¬ 
pairment is, in fact, the sole or real criterion of 
pennanent disabilitv" far more often than is readily 
acknowledged. A determination of permanent dis¬ 
ability is an administrative decision as to the pa¬ 
tient’s entitlement. 

4. Evaluation (Rating) of Pennanent Impairment. 
—Tin’s is a function which physicians alone are 
competent to perform. Evaluation of pennanent 
impairment defines the scope of medical respon¬ 
sibility and therefore represents tlie physician’s 
role in the evaluation of permanent disabilitv'. 
Evaluation- of permanent impairment is an ap¬ 
praisal of the nature and extent of the patient's 
illness or injurj- as it affects his personal efficiency 
in the activ-ih’es of daily living. These activities are 
self-care, communication, nonnal liv-ing postures, 
ambulation, elevation, traveling, and nonspecial- 
ized hand activities. It is not and never can be the 
dutv' of physicians to evaluate tlie social and eco¬ 
nomic effects of permanent impairment. These ef¬ 
fects must he evaluated by administrators in mak¬ 
ing determinations of permanent disability. 

Competent evaluation of permanent impairment 
requires adequate and complete medical examina¬ 
tion, accurate objectiv'e measurement of function, 
and avoidance of subjective impressions and non¬ 
medical factors, such as the patient’s age, se.x, or 
employabilit)'. 

The Committee on Medical Rating of Physical 
Impairment believes that pennanent impairment 
cannot vary because of the circumstances of its 
occurrence or the geographical location of the pa¬ 
tient at the time. Furthermore, unlike disability, 
permanent impairment can be measured with a 
reasonable degree of accuracy and uniformity on 



470 


evaluation op permanent impairment 

lljc basis of imi,aired fimctioii as evidenced by loss 

1:=:; jsur’’-"""" 

nufe ifoXodforteUSualt 

permanent disability. Tliese formulas are usually 
administrative devices which equate specific medi- 

specific percentages of permanent 
partial or total disability (loss of working or earn¬ 
ing capacity). From the medical standpoint tlie 
medical criteria may undeniably represent various 
anatomic or functional impairments. However, it is 
unrealistic to jircsumc that many of these impair¬ 
ments, especially those of a minor nature, will — 


e.ssanh' at some time result in disability. These ad- 
mmislrnlh'c devices are not generally available to 
physicians and in any event would not be useful in 
making sound evaluations of permanent impair¬ 
ment. 

On the other hand, althougli a number of val¬ 
uable contributions have been made in the past, 
the Committee found no comprehensive practical 
S)-.slom of the type necessary for the evaluation of 
permanent impainnent by individual body systems 
or of the whole man. For this reason the Commit¬ 
tee has undertaken to prepare a series of guides. 
The Committee has been greatly assisted in its 
work by the outstanding consultants whose names 
appear in connection with the appropriate guides. 

Two guides are now available: the first, dealing 
with the extremities and back, was i^ublisbed as a 
.special edition of the Feb. 15, 1958, issue of The 
Journal, and the second, concerned with tlie visual 
system, is introduced here. 

Both guides have been developed after careful 
study of the literature and of the views of recog¬ 
nized authorities and will be reviewed periodically 
to insure their continuing value as advances in 
medical knowledge and technique occur. 

Each guide contains recommended percentage 
values related to the criteria provided. Tlie use of 
numerical values is preferred because of difficulty 
in communication and variability in interpretation 
of such terms as “slight," "marked,” and “moderate.” 
Such values provide a practical means of expressing 
and calculating the extent of permanent impair¬ 
ment and encourage accurate, equitable, and uni¬ 
form evaluation. 

Methods of calculating impairment are uniform, 
explained in detail with examples, and require a 
minimum of computation. 

Generally, when a single impairment is involved 
the percentage value may be read directly from the 
text or transposed to a relative value of a unit o 
the body or of the whole man by referring to ap¬ 
propriate tables, . , 

When two or more impairments are involv^, 
however, the value of each impairment must be 
ascertained and transposed to a 
nator, such as the whole man. Thereafter tliese 
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values must be combined. A combined values tabb 
IS provided by which any combination of Tmmb 
ments may be easily found. The method generally 
employed to combine various impairments is based 

impairment acts not on 
the ^^dbGle part hut on the portion which remains 
after the preceding impairment has acted. For pur- 
poses of computation, the source and chronologv- 
or the impairment values is immaterial. 

After the values of all impairments involved have 
been computed and transposed to a common de¬ 
nominator, the final impairment value, whether the 
result of single or combined impairments, i: 
pressed in terms of the nearest 5%. 


IS ex- 


THE VISUAL SYSTEM 
Introduction 

The purpose of this guide is to provide physi¬ 
cians wit!) criteria for use in evaluating permanent 
impairment of the visual system. It is adapted from 
a report prepared by a committee of tlie Council 
on Industrial Health in 1955 and entitled "Estima¬ 
tion of Loss of Visual Efficiency.” That and pre¬ 
vious reports of the American Medical Association 
have been the basis for rating under numerous 
programs for the disabled. 

Tlie visual system consists of the eyes, adnexa 
oculi, and the optic pathways. This guide seeks to 
provide -a simplified method for determining per¬ 
manent visual impairment and its effect on an indi- 
rnduals ability to perform the activities of daily 
living. Diminished visual ability is expressed as a 
percentage of impairment of the visual system. 
Diminished ability of the individual is expressed 
as a percentage of impairment of the “whole man.” 

Visual impairment in varying degrees occurs in 
the presence of a deviation from normal in one or 
more functions of the eye, including (1) corrected 
visual acuity for distance and near, (2) visual fields, 
and (3) ocular motility with absence of diplopia. 
Evaluation of visual impairment is based on these 
three functions. Although daey are not all equally 
important, vision is imperfect without the co¬ 
ordinated function of all three. 

Other ocular functions and disturbances are con¬ 
sidered to the extent that they are reflected in one 
or more of the three coordinated functions. Such 
ocular functions include color perception, adapta¬ 
tion to light and dark, accommodation, and binocu¬ 
lar vision. Such ocular disturbances include paresis 
of accommodation, iridoplegia, metamorpnopsia, 
entropion, ectropion, epiphora, 

To die extent that any ocular distobance came 
impairment not reflected in visual 
fields or ocular motiUty wdiout diplopia, it mm 
be evaluated by the physician as to the degree 0 
■4" and be JmU -ft to i—; 
of the visual system as determined m the 
tions which follow. In such “rcu^stancm ffie p| 
Sn will be guided by fta value relative to to 
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me.T'iiirable fiiiiclions on which cvalunlion is lia.sed 
in tliis pnidc, as well a.s h\’ the value assigned to 
other ocular impairments in the individual ease. 
Dcfonnitics of the orbit and cosmetic defects which 
do not alter ocular function arc not considered. 

The following equipment is neccssars' to test the 
functions of the eyes; 

1. Vi.sual acuity lest charts for (a) distance: for 
purposes of standardization the Snellen lest chart 
m'th block letters or mimhcrs, the illiterate E 
chart, or Landolt's broken-ring chart are desirable; 
(?j) near: there are many such charts available, 
using a similar Snellen notation for inches or Jaeger 
print or point type notation. 

2. A standard perimeter with radius of 3-30 mm. 
and a tangent screen. 

3. Refraction equipment. 

Criteria and Methods for Evaluation 

Central Visual Acni/y.—Ilhnninalion of the lest 
chart should be at least 5 fool-candles (f.-c.), 
and the chart or reflecting surface should not be 
dirty or discolored from age. The test distances 
should be 20 ft. (6 m.) for distance and 14 in. 
(36 cm.) for near vision. 

Central xa'sion should be measured and recorded 
for distance and near with and without correction. 
Tiic use of contact lenses might further improve 
vision reduced by irregular astigmatism from cor¬ 
neal injury or disease. However, the practical diffi¬ 
culties of fitting and expense and toler.ance of such 
lenses, in addition to the fact that they are often 
medically contraindicated, are sufficiently impor¬ 
tant at present to recommend that only regular 
ophthalmic lensas be used to obtain the best cor¬ 
rected vision. 

Visual acuity for distance should be recorded in 
the notation of a fraction in which (1) the "numera¬ 
tor" is the test distance in feet or meters; and (2) tire 
“denominator” is the distance at which the smallest 
letter discriminated by the patient would subtend 
o minutes of arc (the distance at which an eye 
with 20/20 vision would sec that letter). 

Tlris fractional designation is purely a convenient 
form of notation and does not imply percentage of 
visual acuitv'. A similar Snellen notation with use 
of inches or a comparable Jaeger or point-type 
notation may be used in designating visual acuity 
for near. 

The visual acuity notations for distance and near 
with corresponding percentages of loss of central 
vision which appear in table 1 are included solely 
to indicate the basic values used in dev'eloping 
table 2. 

Simple addition of two percentages of loss cor¬ 
responding to appropriate notations for distance 
and near does not provide tire true percentage loss 
of central vision. In accordance with accepted 
principles, true loss of central vision is the mean of 
the two percentages (table 2). 


Monocular aphakia is considered an additional 
visual handicap and, if present, is assigned a value 
of 50% decrease in the remaining corrected central 
vision (table 2). 

To Determine Loss of Central Vision in One 
Eye: 

1. Measure and record central visual acuity for 
distance and near with and without corrective 
lenses. 

2 . Consult table 2 for corresponding loss of cen¬ 
tral vision depending on the presence of monocular 
aphakia. 


Table 1 .- 

-Central Visual Acuity 

Notations 


Distance 

Snellen 

Loss of 
Central 

r 

English 


Metric 

Vision, % 

20/16 


6/5 

0 

20/20 


6/6 

0 

20/25 


6 / 7.5 

5 

20/32 


6/10 

10 

20/40 


6/12 

15 

20/50 


6/15 

25 

20/64 


6/20 

35 

20/80 


6/24 

40 

20/100 


6/30 

50 

20/125 


6/38 

60 

20/160 


6/48 

70 

20/200 


6/60 

80 

20/300 


6/90 

85 

20/400 


6/120 

90 

20/800 


6/240 

95 


Near 





Loss of 
Central 

Snellen 

Jaeger 

Point 

Vision, % 

14/14 

1 - 

3 

0 

14/18 

2 - 

4 

0 

14/22 

■ » • 

5 

5 

14/28 

3 

6 

10 

14/35 

6 

8 

50 

14/45 

7 - 

9 - J - 

60 

14/56 

8 

12 

80 

14/70 

11 

14 

85 

14/87 



90 

14/112 

14 

22 

95 

14/140 

• . . 

k • • 

98 


Example.— Widiout allowance for monocular 
aphakia: 14/56 for near and 20/200 for distance 
produces 807o loss of central vision. With allowance 
for monocular aphakia (applicable to corrected 
vision only): 14/56 for near and 20/200 for dis¬ 
tance produces 90% loss of central vision. 

Visual Fields.—The extent of the visual field is 
determined by use of the usual perimetric methods 
with a white target which subtends a 0.5-degree 
angle (a 3-mm. white disk at a distance of 330 
mm.) under illumination of not less than 7 f.-c. A 
6/330 white disk should be used for aphakia. The 
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Snellen 
Rating 
for " 
Dislauce 


14 

14 

14 

14 

18 

• 22 

0 

0 

3 

50 

50 

52 


evaluation of permanent impairment 

Table 2.—Loss of Central Vi sion" 

— Snellen Rating for Near 


14 

28 

14 

35 

14 

45 

14 

56 

14 

70 

5 

25 

30 

40 

43 

53 

63 

65 

70 

72 ■ 

5 

25 

30 

40 

43 

53 

63 

65 

70 

72 


J.A.M.A., Sep{. 27 ,1935 


38 48 50 

69 74 75 



35 35 

68 68 




70 

73 

75 

85 

87 

88 

75 

78 

80 

89 

89 

90 

80 

83 

85 

90 

91 

93 

83 

85 

88 

91 

93 

94 

85 

88 

90 

93 

94 

95 

88 

90 

93 

94 

95 

97 



» Upper figure=% loss of central vision without allowance for monocular aphakia; lower figure % loss of 
central vision with allowance for monocular aphalaa. 
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test object is hrouglit from the pcriplicry to the 
seeing area. .\t least hvo peripheral fields .shonld 
be obtained which agree within 15 degrees in each 
meridian. Tlie reliability of the patient’s responses 
should he noted, Tlie result is plotted on an ordi¬ 
nary visual field chart on each of the eight 45- 
degrec principal nu'ridians (fig. 1). 


add tlie total of the loss in each meridian to half 
the sum of the hvo boundaiy' meridians. Visual 
field loss can he calculated for other defects in a 
similar manner. 

Although the extent of visual field loss cannot be 
detemiined accurately for scotomas, an appro.xi- 
mation can he obtained by subtracting the width 



Figure 1 


Tlie minimum normal extent of the xisual field 
from tlie point of fixation is indicated in table 3. 

These figures arc somewhat less than the average 
normal, thus allowing for poor or delayed subjec¬ 
tive responses or unusual prominence of brow or 
nose. 

Table 3.—Minimal formal Exlenl of Visual Field 
from Point of Fixation 

Degrees 


Temporally . 8-5 

Down temporally . 85 

Down . 65 

Dowti nasally. 50 

Nasally..'. 60 

Up nasally . 55 

Up . 45 

Up temporally . 55 

Total . 500 


The percentage of retained xisual field in one 
eye is obtained by adding the number of degrees 
of the eight principal meridians given in table 3 
for the 3/330 white isopter, which normally is 500 
degrees, and dividing by fix'e. Conx'ersely, the 
percentage loss of visual field is obtained by adding 
the degrees lost (as measured from tire norms in 
table 3) in each of the eight principal meridians 
and dividing the total by five, \^^lere there is a 
loss of a quadrant or a half field, it is necessary to 


of the scotoma from the peripheral visual field value 
at tliose same meridians. A similar estimation of 
x'isual field loss can be applied to enlargement of 
the blind spot xx’ith use of a 2-mm. test object at a 
distance of 1 m. from a tangent screen xvith the 
patient wearing his corrective lenses. For example, 
a general enlargement of the blind spot of 5 degrees 
would result in a xdsual field loss of 8 x5-t- 5=8% 
loss. Because a central scotoma directly afiFects the 
central visual acuity, xxhich is first ex'aluated, such 
X'isual field loss is not again used in the final cal¬ 
culation of visual loss. 

To Determine Loss of Visual Field; 

1. Plot the extent of x'isual fields in each of tire 
eight 43-degree meridians on an ordinary' x'isual 
field chart (fig. 1). 

2 . (a) Determine the degrees lost by'adding the 
degrees of x'isual field lost in each of the principal 
meridians (table 3). 

Example.—A concentric contraction to 30 
degrees. 


Loss Degrees 

Temporally . 55 

Down temporally . 55 

Doxvn . 35 

Doxvn nasally. 20 

Nasally. 30 

Up nasally . 23 

Up . 15 

Up temporally . 23 

Total loss . 260 
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Table 4.—Lom of Visual Field 


Total Degrees 


Lost 

0 

5 

10 

15 

20 

25 

30 

35 

40 

45 

50 

55 

60 

65 

TO 

To 

80 

85 

90 

95 

100 

105 

110 

115 

120 

125 

130 

135 

140 

145 

150 

155 

160 

165 


Retained 

500“ 

495 

490 

485 

480 

4T5 

4T0 

465 

460 

455 

450 

445 

440 

435 

430 

425 

420 

415 

410 

405 

400 

395 

390 

385 

380 

3T5 

3T0 

365 

360 

355 


Total Degrees 

__A.-^ 


Total Degrees 


% of 
Loss 
0 
1 
2 

3 

4 


Lost 

ITO 

1T5 

180 

185 

190 


Retained 

330 

325 

320 

315 

310 


% of 
Loss 

34 

35 

36 

37 

38 


350 

345 

340 

335 


5 

195 

305 

39 

6 

200 

300 

. 40 

7 

205 

295 

41 

8 

210 

290 

42 

9 

215 

285 

43 

10 

11 

12 . 

13 

14 

220 

225 

230 

235 

240 

280 

275 

270 

265 

260 

44 

45 

46 

47 

48 

15 

16 

17 

18 

19 

245 

250 

255 

260 

265 

255 

250 

245 

240 

235 

49 

50 

51 

52 

53 

20 

21 

22 

23 

24 

270 

275 

280 

285 

290 

230 

225 

220 

215 

210 

54 

55 

56 

57 

58 

25 

26 

27 

28 

29 

295 

300 

305 

310 

315 

205 

200 

195 

190 

185 

59 

60 
61 
62 
63 

30 

31 

32 

33 

320 

325 

330 

335 

180 

175 

170 

165 

64 

65 

66 
67 


Lost 

340 

345 

350 

355 

360 

365 

370 

375 

380 

385 

390 

395 

400 

405 

410 

415 

420 

425 

430 

435 

440 

445 

450 

455 

460 

465 

470 

475 

480 

485 

490 

495 

500 


Retained 

160 

155 

150 

145 

140 

135 

130 

125 

120 

115 

no 

105 

100 

95 

90 

85 

80 

75 

70 

65 

60 

55 

50 

45 

40 

35 

30 

25 

20 

15 

10 

5 

0 


%of 

Loss 

68 

69 

70 

71 

72 

73 

74 

75 

76 

77 

78 

79 

80 
81 
82 

83 

84 

85 

86 

87 

88 

89 

90 

91 

92 

93 

94 

95 

96 

97 

98 

99 

100 


‘'Or more. 
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(/;) If a half field is lost, add the degrees lost 
to half the sum of the two boundary meridians. 
Exampu:.— Entire temporal field lost. 


Loss Degrees 

Up temporally . 85 

Temporally . 85 

Domi temporally . 55 

Av. of up and domi. 55 

Total loss . 280 


3. Consult table -1 to ascertain corresponding 
percentage loss of visual field. 

Example.— Total loss of 260 dcgrecs=527c 
loss of \lsual field. 

Ocular Motility.—Unless diplopia is present with¬ 
in 30 degrees of the center of fixation, it rarely 
causes significant visual loss except on looking 
downward. The extent of the diplopia in the x arious 
directions of gaze is determined on the perimeter 
at 330 mm. or on any tangent screen at a distance 
of 1 m. from the patient in each of the •15-dcgree 
meridians, with use of a small test light and without 
the addition of colored lenses or correcting prisms. 

To Detennine Loss of Ocular Motility in One 
Eye: 

1. Plot the rc,sult.s of the separation of two images 
on a x’isual field chart. 

2. Add the coiTC*sponding percentage loss of 
ocular motility caused by diplopia in various posi¬ 
tions of gaze its gix'cn in figure 2 below. 



E.xample.— Diplopia within the central 20 de- 
grees=100% loss of ocular motility. 

Example.— Diplopia on looking to tlie side from 
20 to 30 degreesr=20% loss of ocular motility 
30 to 40 degrees=107o loss of ocular motility 

30% loss of ocular motility 


To Determine Impairment of the Visual System: 

1. Calculate separately and record for each eye. 
(fl) percentage loss of central x'ision (CS^) 

(b) percentage loss of xasual field (VF) 

(c) percentage loss of ocular motility (OM) 

2. Using combined values table, combine per¬ 
centage loss of central xusion xxnth percentage loss 
of x’isual field in each eye separately. Record these 


values. 

Example.— Right eye- 

loss of central vision .56% 

loss of x'isual field.32% 

(56 combined with 32=70 ) 70% 
Left eye- 

loss of central xision . 46% 

loss of visual field.32% 

(42 combined xx'ith 32=63 ) 63% 


3. Again using the combined values table, com¬ 
bine percentage loss of ocular motilitj' in eye xxidi 
greatest loss xxath combined value for central xusion 
and xnsual field in that eye. Disregard loss of ocular 
motilitx’ in other eye. 

Example.— Right eye- 

combined x’alue of CV^ and W 70% 
loss of ocular motilitx'.25*% 

(70 combined xx'ith 25=78 ) 78% 

4. Consult table 5 to ascertain impairment of the 


X'isual system. 

Example.— Impairment of 

right (xvorse) eye.78%; 

Impairment of 

left (better) eye . 63% 


Impairment of x'isual system 67% 
Ex-ample.— Impairment of 

right (xvorse) eye . 90—1007c 

Impairment of 

left (better) eye . 0% 


Impairment of s'lsuaLsystem 25% 

Note.— Binocular aphakia is considered an 
additional x'isual handicap of 2o% if 
evaluation has been based on corrected 
central x'ision. If, howex'er, uncorrect¬ 
ed central xision has been used in 
evaluation, alloxx-ance for aphakia has 
already been made. 

5. Consult table 6 to ascertain impairment of 
xvhole man contributed by impairment of xisual 
system. 

Example.— 67% impairment of xisual sys- 
tem=63% impairment of xvhole 
man. 

I 

Reprints of this guide will be ax'ailable on a complimen¬ 
tary basis. Requests should be addressed to the Committee 
on Medical Rating of Physical Impairment, American Medi¬ 
cal Association, 535 N. Dearborn St., Chicago 10. ' 








































































































































TABLE 5 (CONTINUED) 
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Table 6.—The Visual Sijslem 


Imp.Tinncnt of 

Impairment of 

Impairment of 

Visual 

Wliolc' 

Visual 

WOiole 

Visual 

WTiole 

Svsfcm. Tc 

Man, Vo 

System, Ti 

Man, Vo 

System, % 

Man, Vo 

0 

0 

30 

28 

60 

57 

1 

1 

31 

29 

61 

58 

2 

0 

32 

30 

62 

59 

3 

3 

33 

31 

63 

59 

4 

4 


32 

64 

60 

5 

5 

35 

33 

65 

61 

6 

6 

36 

34 

66 

62 

7 
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63 

S 
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WASHINGTON NEWS 

from the WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


V. S. Ofjers Maxiniiim Public Aid Payrucuts 
to 19 Stales . . 

Social Security Reports Rise iu 
Disability Appeals . , 

Proposed Ran on Airmailinp of Etiolopical 
Accnts Dropped . , 

American Lepion Proposes T'A Operate 
125.000 Hospital Reds , . 


NINETEEN STATES GET MAXIMUM 
FEDERAL AID UNDER 
PUBLIC ASSISTANCE 

Nineteen state.s will be offerecl the maximum 
U. S. contribution and 19 held to tiic minimum 
under a new public n<;sistancc program that went 
into effect on Oct. 1. Public assistance systems arc 
of concern to medicine because a grow'ing per¬ 
centage of this money goes for medical care. It is 
estimated that once the new arrangements are well 
under way possibly Jis much as half a billion dol¬ 
lars annually (slate and U. S. funds) will go for 
the medical care of public assistance cases. 

Tlie federal government contribute.s to the sup¬ 
port of four ciitcgories: needy aged, dependent 
children, disabled, and Idind. Persons who are in 
need of public assistance, but do not-fit into these 
categories, are tlie responsibility of the state or local 
communitx'. 

Until the new law took effect, the U. S. made an 
effort to earmark money intended for medical care, 
separating it from funds for housing, cloUiing, food, 
and other e.xpenses. Now all the money is lumped 
together, and tlie states may use whatever part 
they wish for medical care and may handle the 
medical care money in any way they choose. 

Under the new plan, tlie U. S. offers to pay S'24 
of the first $30 monthly for adults, and $14 of the 
first $17 for children. Then tlie states are offered 
between 50 and &5% of the remainder of tlie pay¬ 
ments up to an average of $65 per month for adults 
and $30 for children, with states of relatively low 
per capita income receiving a higher percentage. 

The 19 states whose per capita income is above 
the national average, thereby restricting them to 
50%, are California, Connecticut, Delaware, District 
of Columbia, Illinois, Indiana, Maryland, Massa¬ 
chusetts, Michigan, Nevada, New Jersey, New York, 
Ohio, Pennsylvania, Rhode Island, Washington, 
Wyoming, Alaska, and Hawaii. 


States xvith lowest incomes, therefore entitled to 
a 65% U. S. contribution, are Alabama, Arkansas, 
Georgia, Idaho, Kentuck)', Louisiana, Maine, Mis¬ 
sissippi, New Mexico, North Carolina, North Da¬ 
kota, Oklalioma, Soutli Carolina, South Dakota, 
Tennessee, Utah, Vermont, Virginia, and \Vest 
Virginia. 

States in the middle group, and their approxi¬ 
mate percentages, are Arizona, 63; Colorado, 53; 
Florida, 59; Iowa, 63; Kansas, 60; Minnesota, 58; 
Missouri, Montana, 54; Nebraska, 63; New 
Hampshire, 57; Oregon, 52; Texas, 61; and Wis¬ 
consin, 54. 

DISABILITY APPEALS INCREASING, SOCIAL 
SECURITY' AGENCY REPORTS 

The Social SecuriW Administration is getting a 
rising volume of appeals from persons whose claims 
for social security' benefits have been turned down 
by the Bureau of Old Age and Surxdvors Insur¬ 
ance. The step-up is due largely to appeals under 
the disabilitx’ payments at age 50 voted by Congress 
two years ago. 

As a result, the SSA staff of referees has been in¬ 
creased almost fourfold in the last two years, ac¬ 
cording to the agency. Tlie heavx’ volume of 
disabilit)' claims and appeals is e.xpected to continue 
through next year. On top of that, tlie 1958 
amendments which make dependents of disabled 
insured workers eligible for payments xvill further 
swell tlie rate starting in six or eight months. 

Tlie 1956 amendments provide OASI payments 
to disabled workers between 50 and 65 if their 
disability is e.xpected to continue indefinitely and 
is sufficiently severe to prei'ent tliem from doing an>- 
substantial work. According to Acting Social Se¬ 
curity Commissioner William Mitchell, many appli¬ 
cants believe that, if their impairments keep tiiem 
from working at their usual jobs, tliey are entitled 
to disability benefits under the social security 
program. 

“The main test under the statute is not what kind 
of work a disabled person can do but whether he 
can do a substantial amount of work of any land,” 
Mr. Mitchell said in a statement. “Many applicants 
have impairments that entitle them to pensions or 
other compensations under other programs, and tliis 
leads them to believe that on that account tliey are 
also entitled to disability benefits under the social 
(Continued on next page) 
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responses produced in die original target organ by 
direct hormonal stimulation (fig. 1). The anterior 
lobe of tlic pituitary gland is considered to master 
the other glands of the endocrine system. Even 
though the influences of the hypothalamus on the 
pituitary are not fully understood, it is presently 

' DIRECT AND INDIRECT ACTION 



FSH 


ANTERIOR PITUITARY 
{DIRECT + INDIRECT) 


TARGET GLAND 


Estrogen (DIRECT) 



body cells 

Proliferotive Endometrium 


terone is production of secretory changes in fte 
endometrium. In addition to bringing about t[«se 
uterine changes, progesterone also depresses the 
pituitary output of LH and prolactin, thus complet¬ 
ing the cycle of pituitary-ovarian interrelationships. 

Hormones may also act conditionally. In other 
words, some hormones act only under the condition 
that a prior action has occurred. For example, 
jrrogesterone can act only after an estrogen effect 
has been produced. Therefore, it -is impossible to. 
produce a secretory endometrium by administration 
of progesterone unless the endometrium has already 
been proliferated by endogenous or exogenous 
(administered) estrogen. In libe manner, prolactin 
acts on the lactogenic structure of the breasts to 
effect milk secretion only if estrogen and pro¬ 
gesterone have developed adequate ductal and 
alveolar tissue for functional activity. 

Clinical Application 

The availability of nesver and more effective hor¬ 
mones now makes possible an increasingly practical- 
clinical application of these preparations to obste¬ 
tric and gynecologic practice. As shown m Sgute 
.3A when an effective exogenous steroid hormone is 
administered orally or parenterally, even in large 

FOLLICULAR PRASE OF NOR^^AL CYCLE 


Fin, 1.-Action of lionnones by direct and indirect stimu- 
l.ilion. 

liolicvcd Ui!>t certain ncurosecrctions are released 
from (lie hveolhalamns into the hypophysial potri 
sSem lo aid in rcgi.Wing the secretory achv,ty 

"'Tt 'pSv°tnnL that possess predom- 

in mllv gvnocologic influences are the gonadotropic 
nanu) b ^ hormone (FSH), 

oS hormone (LH » KSH). an^^ 

body cells. For Xes^ertno effect 

the pituitary phase of the 

bn the cndometmini. I" .merior 

normal menstrua umi causes 

marhed groivtl. o the o«ma. g* es- 

lion of the granutea “''j-e ^ is seeJeted 
enee of small amounts of LH. " a„ee wo 

which then arts O" endometrium and 

elianges: prohfeiation elaboration of 

growth of eSorof pitnUarj. FSH 

estrogen results m P . pituitary to 

output coupled with acti ‘ g. syner- 

secrete LH ovulation. After 

gistically ^^^Lennuds to the stimulus of LH 

ovulation the , \ corpus luteum (fig- 2C), 

with the formation ol the P maintains secre- 

which LH effect of proges- 

lion of progesterone. Tlie primary 



.Secretory 

EndomeHly<ti 


Fig. 2.-MecbHnisms of production and effectiveness of 

ovarian steroids. 
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ever, c.xogenous estrogen docs produce inhibition 
of tlie pituit.ir>’ output of FSH and does stimulate 
bodv cells, such as endometTium and breast, in the 
same manner as docs estrogen produced physi¬ 
ologically. 

fliere arc some clinical conditions in which the 
pituitary is functionally or anatomic.ally obliterated; 
the effects of such pituitary ablation arc shown in 
figure 4A. Ob\-iously, no pituitary’ hormones arc 
elaborated. Hr’pophysectomy is employed b\’ some 
in an attempt to inhibit the growth of certain ts-pcs 
of advanced malignancy. Functional pituitary oblit¬ 
eration exists in sc.x infantilism with obesity 
(Frohlich’s sxmdrome) caused by bx’^rothalamic 
hspopituitarism. It also occurs when this organ is 
damaged by such processes as atrophy, embolism, 
thrombosis, infarction, and neopliism or in sucli 
conditions as hNyropiUritary cachexia (Simmond’s 
dise»rse) or Sheehan’s sx'udrome. As a result, no 
gonadotropin is elaborated from the pituitary to 
stimulate the ovary to secrete its steroid hormones; 
consequently, not only docs the endometrium 
atrophy hut the uterus decreases in size and men¬ 
struation ceases. 

Theoretiaally, the administration of a tropic hor¬ 
mone (fig. 3B) produces a response similar to that 
produced by the intact pituitary. Es’en though puri¬ 
fied preparations of FSH, LH, and prolactin are 
available and are effective in animal experimenta¬ 
tion, no satisfactory or sufRciently potent pituitary' 
gonadotropin is available in adequate amounts to 
effect clinical response. Tims, we have no prepara¬ 
tions available for the direct stimulation of human 
osTilation. However, some cffectis’c tropic hormones 
are available for exogenous use but arc of s'alue for 
the stimulation of other target glands. Corticotro¬ 
pin, for instance, stimulates its target gland, the 
adrenal cortex, which responds by secreting hydro¬ 
cortisone. Hydrocortisone then acts on the body 
cell directly', but tlie administered corticotropin also 
acts indirectly, tlirough the elaboration of hydro¬ 
cortisone, on the anterior pituitary’ to suppress the 
output of additional endogenous corticotropin. 



Fig. 3.—Effects of e.xogenous steroid and tropic hormones. 


Endocrinous Disorders 

One of the commonest causes of menstrual dis¬ 
orders is ovarian deficiency', due to either functional 
or anatomic obliteration of the ovary. Figure 4JB 
illustrates the pattern of ovarian deficiency char¬ 


acteristic of the menopause. The ovary' ceases to 
respond to stimulation. The reduction or absence of 
circulating ovarian steroids removes the normal 
brake on the pituitary', permitting excessive amounts 
of gonadotropic hormone, especially FSH, to be 
secreted. Since the ovary' is unable to elaborate 



Fig. 4.—Functional or anatomic obliteration of hormone- 
producing organs. 


estrogen and progesterone, menstruation ceases and 
the uterus atrophies. Hormonal therapy can and 
should logically be directed at replacement of the 
target gland’s hormone, in this instance, estrogen. 
Even though estrogen may be highly satisfactory' 
in regulating chemical, physiological, and psycho¬ 
logical homeostasis, restoration of ovarian function 
rrith respect to ov'ulation is not possible. 

Amenorrhea is probably the most common com¬ 
plaint met in gy-necologic practice. It is not a diag¬ 
nosis but should always be considered as a sy'mptom 
of some underly'ing disease or alteration in normal 
physiology'. It is a common symptom of hy'pothy- 
roidism and a not infrequent finding in adrenal 
cortical hypofunction (Addison’s disease). AAffien 
the hy'pothyToidism is due to primary' failure of the 
thyroid and the adrenal cortical hy'pofunction to 
adrenal cortical failure, the anterior pituitary' reacts 
by' secreting excessive amoimts of thyTOtropin and 
corticotropin in an attempt to stimulate the respec¬ 
tive refractory' target gland. It is possible that the 
pituitary' secretes tliese tropic hormones at the 
expense of the gonadotropic hormones, resulting 
secondarily' in inadequate stimulation of the ovary' 
and therefore deficient ovarian hormone (estrogen) 
secretion, •with resultant menstrual disturbances. 
In such patients, specific replacement with hor¬ 
mones, such as desiccated thyToid or cortisone de¬ 
rivatives, may' be corrective. If specific replacement 
therapy is adequate, the menstrual dysfunction 
frequently' is "cured” without the use of female sex 
hormones. 

The adrenal gland is responsible for certain other 
endocrinous abnormalities in gy'necology'. Amenor¬ 
rhea is one of the early symptoms in patients xvith 
adrenal cortical hyperfunction (Cushing’s sy'n- 
drome) or in patients w'ith the adrenogenital 
syndrome; ei&er of these may be caused by adrenal 
cortical hyperplasia, by a benign functioning 
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aclenomu, or l)y carcinoma. The knowledge and un¬ 
derstanding of the etiologj; of the adrenogenital 
syndrome with virilization due to congenital 
.idrcnal hyperplasia have been greatly expanded in 
lecent years. Not only has much been learned about 
the congenital form, Init our understanding of the 
adult, acejuired type of the syndrome has also been 
greatly enhanced. In the congenital form, an "in¬ 
born error of motalrolism,” the basic defect is in the 
synthesis of hydrocortisone, primarily due to an 
enzymalic block in the conversion of ITa-hydro.xy- 
progestcrone to hydrocortisone in the adrenal cortex. 
I..cvcls of plasma and urinary glucocorticoids are 
usualh’ decreased, wliilc those of the 17-ketosteroids 
are markedh' elevated. Diagnostic of the condition 
is the presence in the urine of a metabolite of 
17ci-liydroxyprogesterone, pregnanetriol, which ac¬ 
cumulates in large amounts. Increased excretion of 
another melaholitc, prcgnanctriolone, recently has 


J-A.M.A., Oct. 4,1955 

with cortisone or similar compounds, the output of 
pituitary corticotropin is inhibited, resulting in de- 
creased secretion of androgens by the adrenal re 
sumption of a normal pattern of FSH output,’and 
estrogen-induced proliferation of the endometrium. 
If cortisone treatment is continued (Bg. 5B), jiie 
changes that occur might be summarized as follow, 
reduction in function, and probably size, of the zona 
reticularis of the adrenal cortex, decreased andro¬ 
gen secretion, resumption of normal secretion of 
FSH, secretion of LH to assist in ovulation and of 
prolactin to establish secretion by the corpus 
luteum, elaboration of estrogen and progesterone to 
stimulate growth of the uterus and breast to pro¬ 
duce changes in cornification of the ^’aginal epi¬ 
thelium, decreased hirsutism, increased pitch of the 
voice, biphasic temperature curve, proliferative and 
secretory development of the endometrium, and, in 
three of our patients, pregnancy. One of these pa- 


A 

BEFORE 

TREATMENT 


ADRENAL 

HYPERPLASIA 


B 




Depression of 
Pituitary FSH 



Androgen 

. Estrogen 


Atrophy of 
Uterus 
'Intonlile*' 





Urinary 17- KS Hiflh 
Urinary FSH Uw 
Urinary Eflrogtn Nor High 



Fig. 5.-Mcchanisms of loss and restoration of liomeostasis in adrenal hyperplasia. 

tients recently spontaneously delivered a normal 
living infant at term, which survived; 
first patient, to our knowledge, to do so. Tb 
be the subject of a detailed report in the future- 

Effects of Estrogen and Progesterone 

The end-effects of estrogen ® 

Uterine grmvtir may “y"'', of the 
growtli of each muscle cell of endo- 

growA of eaph effects 

metrial proliferation. One initially deffl- 

of estrogen was vaginal now 

onstrated in' the experimental the 

shown by 

estrogen-treated woman. A 

S:r;oroft"-^enin.,»*e 


ecn reported by Co.x and Finkelstein to be even 
lore specifically diagnostic of hyperplasia than 

current concept of liormonal interrelation- 
hips in congenital adrenal hyperplasia is dia¬ 
grammed in figure 5A. Since the zona fasciculata 
iocs not respond, adequate liydrocortisone is not 
iroduced, control of pituitary secretion is 8 

ated, and corticotropin (ACTH) is secreted m 
excessive amounts. The adrenal 
,nlv way it can; the zona reticularis responds to 
:he increased stimulus of ACTH by secreting arg 
amounts of androgens, as w^ell as some estroge^- 
Tlicse steroids depress the pituitary output of PSH, 
I rresX reiucion of stimulation of the 
ibsoncc of ovarian estrogen, atrophy of the ulen^ 
end " Inorrhea. When such a patient .s treated 
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output of piUiitary folliclc-stiinulaling hormone, a 
propert)- useful for assessing treatment of the meno¬ 
pausal sjndromc. 

Estrogen also possesses certain important met¬ 
abolic effects, the principal one of which is tlie 
retention of water and electrolytes, including 
sodium, potassium, and chloride. It would thus 
seem a hit paradovical to advocate its use in the 
treatment of such sandromes as prcmcnstnial 
edema, toxemia of prcgnancx’, or the edema present 
in certain tapes of arthritis. Estrogens also promote 
retention of c,alcium, phosphorus, and nitrogen. 
Tliough less eflecHvc than androgens in promoting 
nitrogen retention, estrogens arc more cffectia-e in 
promoting calcium and phosphorus retention. Estro¬ 
gens are frequently utilized for this anabolic action, 
either alone or in conjunction avilh androgens, and 
arc often helpful in the treatment of osteoporosis 
in avomen after menopause and of metastatic bone 
carcinoma. 

Effects of progesterone generally depend on the 
condition that estrogen has acted on the cell pre- 
aiously. Tire necessity for prior proliferative action 
of estrogen, either endogenous or administered, be¬ 
comes applicable aa-hen prescribing treatment for 
functional uterine bleeding. It should also be clear 
tlrat administration of progesterone avoulcl he a-aluc- 
less in the presence of an atrophic uterine endome¬ 
trium. If proliferative endometrium is present at 
the time of, or just before, the onset of bleeding, 
then progesterone should produce satisfactory 
physiological endocrinous alterations and thus con¬ 
trol uterine bleeding problems not due to malig¬ 
nancy, benign tumors, or pregnancy. By simulating 
normal physiology and probably by its effects on 
the pituitar)', e.xogenous progesterone tlierapy may 
initiate oaailation in avomen aa'ith preaaously 
anoaailar cycles. Progesterone maintains elcamtion 
of the basal body temperature and inhibits the 
luteinizing and luteotropic hormones of the anterior 
pituitar}'. 

Progesterone also inhibits contraction of the 
myometrium, at least in animals and in vatro, though 
this effect of the hormone has not been prox'ed to 
he of clinical value. For example, progesterone 
therapy has been of little or no value in the manage¬ 
ment of tlireatened abortion and probably is of no 
value in habitual abortion. Progesterone develops 
the alveoli of the breast but, as with other tissues, 
only after previous conditioning action by estrogen 
to bring about adequate proliferation and develop¬ 
ment of ducts. Progesterone in large amounts has 
an anesthetic action; this effect may contribute to 
the excessive sleepiness sometimes seen in women 
during pregnancy xx'hen large amounts of proges¬ 
terone are being secreted. Recently Landau has 
shouTi that progesterone has certain metabolic 
effects. These effects are essentially catabolic, in 


contrast to the anabolic effects of estrogen. Pro¬ 
gesterone causes increased urinary nitrogen, phos¬ 
phorus, sodium, and chloride excretion (or de¬ 
creased retention of these elements). 

Estrogen and progesterone have practical appli¬ 
cations in the treatment of certain gynecologic dis¬ 
orders. Figure 6A illustrates tlie situation in the 
normal oxnilatoiy’ cycle. At the end of the cycle, the 
concentration of circulating estrogen is reduced 
approximately 50% and progesterone disappears, 
whereupon menstrual bleeding occurs after a few 
days. In amenorrhea due to failing ovarian function 
with insufficient estrogen secretion, treatment xvdth 
an estrogen preparation for three or four weeks will 
cause proliferation of the endometrium and xxdtlr- 
drawal of estrogen or reduction of dosage by at 
least 50% will usually result in witlidrawal bleeding 
(fig. 6B and C). If endogenous estrogen secretion 



Fig. 6.—Patterns of ovarian steroid tlierapy: A, estrogen 
reduction and progesterone withdrawal (normal cycle); B, 
estrogen withdrawal; C, estrogen reduction; D, administered 
estrogen reduced in effectiveness after prolonged admim'stra- 
tion; £, estrogen dosage at threshold level, resulting in inter¬ 
mittent bleeding. 

is adequate, as determined by endometrial biopsy 
or vaginal cytologj', treatment xvitli progesterone 
for 10 days, folloxved by xxdthdrawal, usually results 
in bleeding in 3 to 4 days. Under tliese circum¬ 
stances, bleeding occurs from a secretorx' endome¬ 
trium and the attempt is made to duplicate the 
hormonal relationships of a normal ovulatorx' cycle 
(fig. 6A). 

Mffien estrogen is given continuously for an in¬ 
definite time (fig. 6D) or in constant, insufficient 
amounts (fig. 6E), a reduction in effectiveness 
occurs and the subsequent bleeding will be irregu¬ 
lar in frequency, and amount. Bleeding under 
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these circumstances closely resembles that of 
"functional uterine bleeding.” In these cases estro¬ 
gen may be administered for a short time at a 
higher dosage to build up the endometrium and 
bririg about hemostasis, followed by progesterone 
for 10 days to bring about secretory changes; at 
this time progesterone is withdrawn. Repetition of 
this program for sc\’cral consecutive cycles fre¬ 
quently brings about reestablishment of the spon¬ 
taneous normal cyclic menstrual pattern. 

Synthetic Preparations 

Synthetic preparations possessing estrogenic and 
progestational atTi\’it}' are now available for clinical 
use: the effects produced are similar to those of the 
nalurallv occurring steroids. Tliese preparations 
have the advantage of being effective when admin- 
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synthetic estrogens, such as diethylstilbestero], 
chlorotrianisene (Tace), and methallenestril (Val- 
lestril), differ markedly from the natural estrogens. 
These compounds are not steroids at all, since they 
do not have the cyclopentenophenanthrene con¬ 
figuration, yet they behave physiologically as 
estrogens and are active in relatively small oral 
dosage. Chlorotrianisene has the additional properly 
of being stored in the body fat from which it is 
released slowly, thus probably permitting somewhat 
longer action in the body. 

Two interesting synthetic progestogens are 
etlhsterone (Pranone) and norethindrone (Norlu- 
tin), which bear the disturbing chemical names of 
l7-tt-ethinyl testosterone and 17-tt-ethinyl-19-nor- 
testosterone. Although these compounds are so 
closely related chemically to testosterone that they 
carry the androgenic nomenclature (fig. 7, bottom), 
their physiological activity is not androgenic hut 
progestational in a manner entirely similar to pro¬ 
gesterone. Tire incorporation of an ethinyl grouping 
apparently changes the physiological action from, 
androgenic to progestational and at the same time 
changes the route of metabolism so that t ie 
hormones are effective when administered orally 
rather tlran parenterally. Although the pnrnary ac¬ 
tion of these syntlietic progestins is progestational, 
the possibility' exists, especially m certain women, 
that the compounds may have some androgen, 
activity. Wilkins and associates Tecently reported 
dre occurrence of nonadrenal mascuhnization 
be external genitalia in 21 female infants 15 
those mothers had been treated for ° 

threatened abortion with ethisterone in . g 
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Aiiti-storoicls 

Recently altempl.s linvc been made to directly 
counteract the elTcct.s of various hormones; the 
preparations possessing those properties have been 
termed antistcroids. The approaches have been 
directed toward inhibiting or removing the effect 
of estrogens or of aldosterone. It has heen showm, 
at least in the cxpcriinenlal animal, that the effec¬ 
tiveness of these two honnones may be blocked, but 
tlie mechanism of action docs not seem to demon¬ 
strate any direct effect on these specific ovarian or 
adrenal steroids themselves. Tlic term “antialdostcr- 
one" has. in essence, been applied to the rer’ersal 
of die electrolyte effects produced by the adrenal 
cortical hormones. Just as the 19-noranaIogs of some 
of tlic newer progesterone preparations e.vhibit 
markedly increased actis'ity, so too has it been 
shown that the 19-noranalog of antialdostcrone 
seems to produce a more powerful blockade of 
the electrolyte effects than if the 19-R group were 
retained. Tire application of these hormones to 
clinical gsmecologic practice, with a special ref¬ 
erence to the pregnant patient and more particular¬ 
ly the patient m'th prccclampsia associated with 
increased sodium restriction, has been most dis¬ 
couraging. Tlie same discouraging results have 
been also noted when attempts have been made to 
block estrogen effects in the gsmccologic patient 
under estrogen therapy. Not only have the anti¬ 
estrogens shown no reversal of electrolyte excretion, 
but no significant catabolic process occurs as 
measured by complete metabolic balance. 

It is interesting to note that the structural formula 
for one of tlie so called anticstrogens is somewhat 
similar to the formula for chlorotrianisene. The 


basic carbon chain of the antiestrogen preparation 
is saturated when compared to the formula for 
dietliylstilbestrol. Based on the similarit}' of the 
formula of chlorotrianisene and the antiestrogen 
preparation which inhibits estrogen activity', in the 
experimental animal, it would be interesting to 
speculate whether some of the so-called antiestro¬ 
gen effects may be specific for a given ty'pe of 
estrogen preparation. 

Conclusions 

Tlie approach to sensible hormone therapy in 
obstetric and gv'necologic practice is to adliere to 
the phj’siological concepts currently' acceptable. 
Since hormone therapy usually represents substitu¬ 
tion for the gland producing that hormone, the 
indication for a given hormone should be a reduc¬ 
tion in secretion brought about by anatopic or 
functional alteration of the gland. Wien a hormone 
preparation is administered, the target organ should 
be know'n. If the target organ is an endocrine gland, 
anodier hormone will be elaborated. It is generally 
accepted that, in human beings, a hormone does 
not act directly on the'gland from which the hor¬ 
mone itself originated. In general, hormone therapy 
is valueless if the the target gland is absent, func¬ 
tionally or anatomically. 

If the normal physiological effects of hormones 
are kept in mind, all hormonal therapy may be 
directed toward replacement of a specific hormone 
that is eitlier missing entirely or inadequate in 
amount, and cosmos will replace the chaos which 
presently attends the problem of hormone therapy 
in gy'necology'. 


U RINARY CALCULI COMPOSED OF CYSTINE.-Cystinuria is an hereditary' 
anomaly of renal function, with defective tubular reabsorption of cystine, 
lysine, arginine and ornithine. These amino acids, two of them essential to 
the body, are excreted in tlie urine in abnormal amounts throughout life. Only the 
excreb'on of tlie least soluble one, cystine, was recognized until recent times, and 
both the name and the clinical importance of the condition is entirely referable to 
this one amino acid. The only clinical consequence appears to be the frequent forma¬ 
tion of urinary' calculi composed of almost pure cystine. Most individuals homozygous 
for the cystinuria gene sooner or later form such stones, and the stones tend to recur. 
The sequelae may well lead to eventual renal insufiiciency and death. Some of the 
individuals heterozygous for the cs'stinuria gene also e.vcrete more than the normal 
amount of cystine, which can be detected by chemical tests such as the cyanide- 
nitroprusside reaction, but the amount here is not great and these individuals only 
very rarely form cy'Stine stones. The Incidence of chemical cystinuria is nevertheless 
much greater than the incidence of stone-forming cystinuria, since heterozygotes are 
vastly more common than homozy'gotes, and not all homozy'gotes have stones at a 
given time.—W. E. Knox, Sir Archibald Garrod s “Inborn Errors of Metabolism,” 
The American Journal of Human Genetics, March, 1958. 
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palpable cervical lymph nodes 

Harold H. Sage, M.D., New York 
<TO<1 infornMHvc areas 

o} I he mtk. Palpable nodes in this system-- 


. «r» , . iji luj.^ nre sih- 

dcanl ,n varying degrees, from almost norm!) 
miooioos liyperplasia tlirm.gb chronic .and acute 
m(i.immal,a„ cancer. Plntsical e.ramination is 
inasl lenarding when u careful technique of pal¬ 
pation iS adapted to the anatomy and combined 
With a knowledge of clinical characteristics of 
lympl) liodes and (he pntlnva>>s of lymph drainage, 
/uhitr.ny anatomic subdivisions of the neck (see 
figure) are iicre utilized for discussion of methods 
of examination, significance of palpable nodes, and 
pb\’sio!ogical areas of l\’mpb drainage, 
linporlant decisions are made on the ba.sis of 
data collected tbrongli pliysieal examination of neck 
node,s, including the management of head and neck, 
thoracic, and abdominal cancers. Neck dissection 
may be based solely on the discovery of palpable 
nodes. Some reports' estimate that 20 to 50% of 
normal persons have palpable nodes in the neck. 
Tlie prc.scnt study indicates that all normal persons 
of college age or beyond hax'e palpable nodes. A 
cleared specimen from a complete neck dissection 
will contain -10 to 100 lymph nodes. Although only 
ji small number of these are palpable, proper exam¬ 
ination will help to disclose tlicm and define their 
nature. 

Diagnosis 

In many instances die pathological process pro¬ 
ducing palpable neck nodes is obvious from clinical 
cluiracteristics alone. Acutely inflamed and suppu¬ 
rating nodes arc red, painful, tender, and fluctuat¬ 
ing. At the other end of the spectrum, neck nodes 
containing metastatic cancer are frequently non- 
tender, stony hard, and fixed. In others, however, the 
cause of palpalilc honpb nodes may not be clear-cut. 
This is tnie in .small obscure cancer-bearing lymph 
nodes and in obviously enlarged nodes. Chronic 
inflammation may result in bard, nonpainfiil, non- 
tender nodes, and, converse]}’, cancer metastases 
may be at times soft, tender, and fluctuating be¬ 
cause of superimposed infection. Operation for 
abscess should lie avoided, since a later proper 
curative excision may be jeopardized. 

Knowledge of the anatomic, physiological, and 
pathological pathways of lymph drainage is im¬ 
portant. In cancers arising in the head and neck 
area, the lymphatic spread is generally from super¬ 
ficial to deep nodes and from above donmward, 


Of the 40 to 100 lymph nodes demom 
shahle in the dissection of the normal human 
neck, a few are always palpable fhroug}) 
the skin in normal living adults. Important 
decisions in medicine often depend on the 
results of such palpation. Careful techniques 
of examination here suggested increase the 
likelihood of defection and correct inferpre- 
iation of cervical lymphadenopaihy, but in 
many cases the diagnosis cannot be settled 
without aspiration biopsy or surgical ex¬ 
posure. When palpable nodes are found in 
the lymph drainage pathways from a known 
primary cancer site, thorough investigation 
may help in deciding between palliative and 
curative ireaimenf. 



Hospital, and Associate 
sits' CoIlcRc of Dentistn'. 


with involvement of pro.vimal nodes first. Certain 
conditions, however, may alter the pathways of 
drainage. If the usual anatomic channels are 
blocked, bilateral and reti’ograde channels may be 
invaded. The causes of node blockage include can¬ 
cer invasion, inflammation, and surgical and radia¬ 
tion scars.^' Under such conditions, distant, irregular, 
bizarre, and bilateral spread may occur. Because 
exceptions are notable, they must be considered in 
investigation and management of the individual can¬ 
cer case. All palpable nodes in the path of drainage 
from a known primary cancer site must be investi¬ 
gated thoroughly. Aspiration biopsy, or frozen sec¬ 
tion microscopy at operation, may be necessar)' to 
read) the proper final decision of management. 

Anatomy 

SubvmxiUary Triangle.~ln tins study, lympb 
nodes are palpable in both submaxillary triangles 
in almost all normal individuals. They vary from 
0.5 to 2 cm. in diameter and are usually flat, ellipti- 
cal, or almond-shaped and firm but not stony hard. 
There may be several in front of, behind, or within 
the submaxillary gland. Different manipulations 
are used for their demonstration. AVhen tiie neck 
muscles are relaxed and the mandible maneuvered 
dowmward, one or more nodes can be pulled up 
over the mandibular edge and held 
further delineation. When released, the sensaton 
of slipping down over the bony rim felt, 
most superficial nodes in the region o ® j 
vessels are best suited for this 
palpation is used for nodes within the submaxiliaiy 
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sLind. One finger is placed in the floor of the mouth 
while the other hand palpates the subtnaxillary 
recion from the exterior. 

Submaxillar)’ nodes are part of a superficial chain 
draining the lips and anterior part of the oral 
cult)’. Cancers arising in this region, and from the 
longue, may metastasize to these nodes early. Large, 
stony-hard nodes fixed to the mandible are a late 
m.inifestation of such spread. In early involve¬ 
ment. however, cancerous nodes ma)’ he indistin- 
guisliahle from nonnal nodes; that is. such malignant 
nodes can he moved freely and clex-atcd over the 
mandibular edge. Under these circumstances, de¬ 
cisions regarding neck dissection cannot he hosed 
on clinical examination ;donc unless the findings 
arc obvious. .Aspiration hiopsx’ of jralp.ihlc nodes 
-and operation with frozen section microscopv are 
helpful in arriving at the correct decision in difficult 
cues. 

Sulmcnial Trmii"/e.—Small, firm. suhinent;il 
nodes, usually less than 1 cm. in rliametor, arc pal¬ 
pable in about 2.5^^ of normal individuals. These 
may he due to previous or concomitant trauma or 
infection of the lips, gingiva, and oral cavity. As 
a nile, they remain palpable iiermanentK’. Sub¬ 
mental nodes arc palpated immcdiatelv adjacent 
to the mandible in the midlinc and in the interval 
between the heads of the digastric muscle just 
above the hyoid hone. The) can he made to stand 
out if the digastric, mylohyoid, and geniohyoid 
muscles arc tensed while the chin is held elevated. 
These nodes drain the anterior part of the oral 
cavity. .As with svdnnaxillar)’ nodes, investigation 
and microscopic examination in cancer of this region 
is a requisite, even when the nodes arc only a few 
millimeters in size. 

Jugular A'of/e.s.—Relatively soft, upper jugular 
nodes, as large as 2 cm. in diameter, have been 
found in over 50'ii: of young normal individuals 
^ during seasons of upper respirator)' infections. 
These frequently disappear after a few months. 
Jugular nodes are best palpated by grasping tlie 
stemomastoid muscle between tlie tlmmb mediaJlv' 
and the fingers lateral!)'. The musele is relaxed by 
turning the chin to the side examined. Tliis motion 
is repeated along the entire length of the muscle. 
Jugular nodes as high as the base of the skull may 
be palpated by rolling the thumb over the pulsating 
carotid area. Tliey may also be defined from a 
standing position behind the patient. 

Tile deep jugular nodes may be involved directly 
and initially from oral cancer or secondary to tlie 
more superficial submental and submaxillar)' nodes, 
'^bo, cancer of the larx'nx, pharxmx, paranasal 
sinuses, salivary glands, and thyroid can spread 
directly to the jugular chain. Aspiration biopsy may 
be of aid in differential diagnosis, or e.xposure of the 
jugular chain may be included in a dissection for 
the primary cancer, particularly if in th)Toid, lar)'nx, 
or pharynx. 


Posterior Triongfe.—Posterior triangle nodes may 
be palpated in about 25% of normal persons. This 
examination is performed with flattened finger tips 
and often can be done best vv’hile standing behind 
the patient. Nodes immediately in front of the 
trapezius muscle are usually flat and small and re¬ 
sult from previous infections of the sldn, scalp, and 
rctropharv'ngeal tissues. Occipital nodes may also 
drain tliese same areas. Posterior triangle node 
involvement occurs frequently and early in cancer 
of the nasopharx'nx. It is the first sign of such disease 
in -10% of cases. Cancer of the tliyroid, extrinsic 
larx'nx, tonsil, and pharx'nx may also spread to this 
chain early. Oral cancer may spread to this chain 
after involvement of the jugular nodes. 

Supraclavicular Region.—Palpable nodes around 
and below the omohyoid muscle, which are found 
in 25% of nonnal individuals, may be due to prev'i- 
ous tuberculosis or other infection of tlie lungs. 



Palpation with flattened tliumb or fingers is best. 
These nodes generally are not achVely inflamed. 
Drainage from the upper lobe of the lung is to the 
homolateral side of tlie neck. In certain instances 
of left lower lobe disease, drainage is to tlie contra¬ 
lateral supraclavicular region. Supraclawcular 
nodes are frequently deep and medial to the stemo¬ 
mastoid muscle head as well as superficial and 
lateral. 

Cancer of the lung and esophagus may spread 
upward to the paratracheal and supraclavicular 
nodes in the scalene muscle region. Cancer of the 
breast may spread to supraclavicular nodes after 
inx'olvement of the a.xilla, or initially from a lesion 
in tlie upper quadrants. Hodgkins disease and 
lymphosarcoma are often discernible in supraclavic¬ 
ular nodes as the earliest manifestation of the dis¬ 
ease. Cancers arising in the abdomen, particularly 
stomach, pancreas, ov'arx', and testa's, may spread 
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cwnlnri■T* “®PH™ of thyroid and 

nrtt hKif f f'-^V'^oy of supraclavicular node 
mtla.slasu, from cancers of chest and abdomen 

bmjxsy of any palpable nodes and removal ofTe 
. calene fat pad and parahacbeal tissues containing 
odp may help in diagnosis and decisions as to 
p.i/lnuivo \’crsus curative treatment. 

Summary 

Cervical imdw arc palpable in both submaxillary 
irfangic's, and frequently in other triangles of the 
neck-, in alhnormal individuals. Detection of pal- 
pa?)!e cervical nodes in both normal and abnormal 
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canoe of 

chmca] examination, aspiration biopsy and/JjT 
posure at operation may be necessary to make Z 
lagnosis m certain cases. Palpable nodes' in ftp 
lymph drainage pathways from a known priman- 
ancer site should be investigated thorougSy. ' 
25 Central Park West. 
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IMPOTENCE AND DIABETES MELLITUS 

Alan Rubin, M.D. 
and 

David Babbott, M.D., Philadelphia 


In the course of interviewing gynecologic pa¬ 
tients, we encountered a small number who reported 
that their husbands w'erc impotent. Further inquiry 
revealed that several of these men suffered from 
diabetes mellitus. Although as early as 1906 
Naunyn ’ wrote that impotence is one of the most 
common sN'mptoms of diabetes, we were unable to 
find in the literature data bearing on this question. 
Hence, an investigation of the potency and fertility 
of diabetic men was undertaken.' This study re¬ 
vealed a surprisingly high incidence of impotence 
associated with dialietes. The data dealing with 
impotence in thc.se diabetic men are presented here. 

One hundred ninety-eight unselected men at¬ 
tending the outpatient diabetes clinics of the Hos¬ 
pital of the University of Pennsylvania and of tire 
Philadelphia General Hospital served as subjects. 
They ranged in age from 16 to 92 3 'ears (average 
56,9 years). Their ages at the onset of their dia¬ 
betes ranged from 2.5 to 78 years (average 48.4 
years). 

The subjects’ medical records were abstracted. 
Each man was questioned regarding his general 
health, diabetic status, and sex habits. Data were 
obtained concerning frequency of coitus, erectile 

From the noptirtment of Obstetrics and Gjmccoloey, School of Medi¬ 
cine, and llospitid of the University of Fcnnsylvnma. 


The frequency of difficulty in obtaining 
and maintaining satisfactory erections was 
studied in 1 98 diabetic men. The complaint 
of impotence was much more frequent in 
older patients,- but by matching data on the 
vorious age-groups of diabetics ogoinst the 
data on the male popu/ofion reported by 
Kinsey ortd his associates, the statistical 
significance of the twofold to fivefold in¬ 
crease in impotence in the diabetics was 
established. In the 30-34'year group, 25% 
of the diabetic men suffered from impotence. 
The incidence gradually increased with age 
to 53.6% hr men 50 to 54 years of age. 
fn some cases impotence was the symptom 
that led to discovery of an existing diabetes. 
The possibility of diabetes mellitus should be 
considered whenever a man complains of 
premature impotence. 


and ejaculatory impotence, premature 
libido, morning erections, contraception 
real disease. 
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For die purpose of tin's study, erectile impotence 
is defined either as constant difiiculh' in obtaining 
or maintaining an erection or as frequent difficulty 
in both obtaining and maintaining an erection. 

Results 

Incidence of rinjiofcncc.—Impotence occurred at 
an earlier age and more frequently among the 19S 
diabetic men than it did among the 4,103 men 
studied by Kinsey and associates.^ As shown in 
table 1, from the age group .30-.34 on, the cumula¬ 
tive incidence of impotence in the diabetic men is 
two to five times higher than in the population 
studied by Kinsey and associates.’’ This difference 
is statistically significant (by chi square analysis, 
P=<.01) from the 35-39 age group through the 
65 to 69-year age group. Tiic incidence of impo¬ 
tence by five-year age groups (table 2) gradually 
increased from 251? in the 30-to-34-ycar age group 
to almost 75rc in patients 60 to 64. 

Duration of Diabetes and Incidence of Impo¬ 
tence.—Seventy per cent of men with diabetes of 
less than one year’s duration suffered from impo¬ 
tence. Among those \s’ho had had diabetes for one 
to five years, the incidence dropped to forty-three 
per cent. It w.as forty-five per cent among those 
who had had diabetes for more than five j'ears. 
Thus, the incidence of impotence did not increase 
with a greater duration of the disease. Tlic fact 

Tahle l.—Ctimulaticc Incidaicc of Imnoicncc in IQS Dia¬ 
betic Men Compared leitli Its Frcqnenctj as Itcported 
bij Kinsey and Others 
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that seventy per cent of the men with a recent 
onset of diabetes (less than one year prior to the 
investigation) were impotent may have been due 
to the fact that many of them had just been found 
to be diabetic, and hence their disease often had 
not yet been well controlled. It was not uncommon 
for patients to report that until their diabetes had 
been .stabilized they had been impotent and that 
their potency returned when their diabetic state 
was controlled. However, in those cases in which 


impotence developed while the diabetes svas rvell 
controlled, it usually was more or less permanent. 
'Tlie generally high incidence of impotence is prob¬ 
ably related to the fact that most of tlie men were 
in the older age groups. The average age at the 
onset of impotence for those witli diabetes for less 
than one year svas 50.7 years, for those with dia- 


Table 2.—InciV/cncc of Impotence by Age Among 
198 Diabetic Men 


Atre, Yr. 
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.. 
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Subjects, >‘o. 

o 

G 

4 

4 

5 
10 
13 
25 
30 
23 
25 
21 
10 

4 

1 


Impotent, Ti 
0.0 
1G.7 
0.0 
25.0 
25.0 
37.5 
33 
53.G 
CG.7 
73.9 
07.9 
57.1 
70.0 
100.0 
0.0 


betes one to five years, 57.8, and for those with 
diabetes longer than fi\'e years, 52.1. Furthermore, 
in each group about half of the individuals were 
60 years of age or older when they became im¬ 
potent. 

Thirt>' per cent of all those who became impo¬ 
tent did so within one year of the clinical recog¬ 
nition of their diabetes. SLxt>' per cent of the men 
who subsequently der’eloped impotence did so 
within five years of the onset of their diabetes. 

Severity and Complications of Diabetes and Im¬ 
potence.—There was no apparent relationship be- 
tsveen tlie severity of the diabetes and the incidence 
of impotence when severity of the disease w’as 
graded according to carbohydrate tolerance and 
insulin requirement as outlined by Wilder.* How’- 
ever, poor control of diabetes, with episodes of 
acidosis or hv’poglycemia, often w'as associated 
widi transient periods of impotence. Comph’cations 
of diabetes, such as peripheral vascular disease, 
neuropathies, retinopathies, or renal or cardiovas¬ 
cular disease, w^ere no more frequent among the 
impotent diabetics than among those w'ho w’ere 
potent. 

Impotence and "PreclinicaF Diabetes.—There 
was no higher incidence of impotence among the 
diabetic men prior to the clinical onset of their 
diabetes than w'as reported by Kinsey and asso¬ 
ciates” for their population. 

Libido; Morning Erections.—Almost all subjects 
stated that libido persisted for some time after they 
had lost their coital abilities. Many of the younger 
men reported no decrease in libido, or only a sli^t 
decrease, in spite of inability to perform coitus. 
Despite the presence of libido, such individuals 
usu^y were unable to obtain or to maintain erec¬ 
tions adequate even for masturbation. Among the 
older diabetic men (usually over 55 years of age) 
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suffering from impotence, there was often a de- 

ivimey, morning erections usually persist for sev- 

in-er ^^^^me impotent. How- 

lACr, 53,p of the diabetic men experienced no 
morning crcctioas after they became impotent. 

Comment 

A strikingly iiigh incidence of impotence was ob¬ 
served among the diabetic men in the present 
study furthermore, if impotence developed, it fre- 
picntly did so early in the bistorj' of the diabetes. 
Indccti, in some instances, impotence was the 
.symptom (hat first sent the patient to a physician 
and thus ultimately led to discovery of the diabetes. 

^ iic mechanism responsible for tiie impotence is 
not clear. Testicular atrophy ’ and calcification of 
the vas deferens'' have been noted in diabetic men. 
However, their relationship to impotence is ques¬ 
tionable. Fnrtliermore, sucli findings are uncommon 
and hence cannot be associated with tlie liigh inci- 
«{rncc of impotence found in the present studjc 
.Ailliougli a dimimslied 17-kctosteroid excretion has 
been reported a.s occurring frequently in diabetic 
males, it seems to have no correlation with impo¬ 
tence.' The impotence does not appear to be 
psyeliic in origin. Psychic impotence usually does 
not prc\'enl morning erections or erections for mas¬ 
turbation, whereas many of the diabetic men were 
unable to experience erections under eitlier of these 
two circumstances. Furthermore, in some instances 
llie men became impotent before they knew tliat 
they iiad diabetes. Neurogenic changes in the erec¬ 
tion mechanism may be responsible. 

Summary 

One hundred ninety-eight men attending out¬ 
patient clinics for tlie treatment of diabetes mellitus 
u’crc studied in relation to frequency of coitus, 
erectile and ejaculatory impotence, premature ejac¬ 
ulation, libido, morning erections, conti-acepHon, 
and venereal disease. The incidence of erectile im- 


'-Rubin and BABBOTT 


J.A.M.A., Oct. 4, 




potence at all ages u^as found to be two to flv< 
times higher than that reported by Knsev ! 

Tand?/ of3: 

30 and 34 years of age who had diabetes sufferci 
from impotence. The incidence gradually increase 
with age to 53.6% for men 50 to 54 years of 
nrty per cent of those ryho became impotent It 
so within one year after the clinical recognition c 
their diabetes. Sixty per cent became inipoter 
witlnn five years of the onset of their disease. 

There was no apparent relationship between th 
age at onset of the diabetes, its duration or sevei 
ity, or the presence of vascular, neurological, ( 
other complications and the incidence of impi 
tence. Libido usually persisted for some time aft( 
the appearance of impotence, even though all ere 
tions, including moiming erections, often were al 
sent. Prior to the clinical onset of the diabetes thei 
was no unusual incident of impotence. It is su| 
gested that men complaining of premature in 
potence be investigated for diabetes mellitus. 

255 S. 17th St. (3) (Dr. Rubin). 
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C linical RESEARCH.-Iu the past thUty years clinical research has become 
an important feature of the medical schools of this country and been ac¬ 
tively supported bv the universities. However, there is danger that the um- 
versiUes mav let this field slip from their hands now that clmical research js con¬ 
ducted on such an elabor.ate scale in institutes. With an eye on budgets, 
tors of medical schools and hospitals connected with medical schoo s may be Jill g 
to let this essential function of the medical schools and these hospitals be done els 

.Klnptccl to tho envivoomeot o{ pure rere.n.;d. or «>>“» 

decided that the sole function of the hospital is the caie P 

1 unction of the medical schoo! is teaching tlie best of cunent med r P * - 

rv tf »d.up,».ion of tk. ciiuicui 

region .bat involves bo.I, tk clinie an, 'f ar aresselll » the develop- 
i„ a trnly ampWbian environment. Explorahon ot th ^ ^ 

Srf“ aXSSS?re*m, rhe’ IWe M,r„. 0/ iklog. 

and Medicine, September, 1957. 
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ACTIVATION OF THE PATIENT WITH SKELETAL METASTATIC 

NEOPLASIA 


^'icfo^ Cummings, M.D. 

and 

Julian Rosenthal, M.D., New Vork 


In tlie aging population the incidence of degen¬ 
erative and neoplastic disease must continue to rise. 
Due to continued progress in the techniques of sur- 
ger)% radiology, and chemotherapy, the duration of 
life has also been extended in patients with neo¬ 
plastic disease. This increased span of life is in¬ 
effectual if it is without function. It is therefore the 
duty of physicians to attempt to make these persons 
functional members of society, or continued prog¬ 
ress in longevity is useless. 

Tlic major problems in dealing with patients 
witli skeletal metastatic disease arc pain, fracture, 
neurological disability, and general inactivitx’. In 
this latter categorx’ it is' important to differentiate 
those patients who have truly terminal disease, and 
who should not be disturbed, and those patients 
who may improve with therapy. 

Problems in Activation 

Pain is the first and most important problem to be 
dealt with. It is the most common symptom of 
skeletal metastasis, often being the presenting com¬ 
plaint. Not uncommonly pain precedes any radi¬ 
ologic evidence of bone metastasis. Pain may be the 
controlling factor in the patient’s abilitx' to remain 
active. Tlie production of this pain is usually due to 
periosteal stretching or invasion. Rcgardle.ss of its 
cause, pain may start the familiar cycle of inactiv- 
it\% debilitx', intercurrent infection, and premature 
death. 

Fracture is the next problem, and it is a most 
dreaded complication of skeletal metastasis. It 
usually occurs in the u’eight-bearing bones, such as 
tlie vertebrae, pelvis, and femora. Other bones may 
be fractured, but the\' arc less important as to 
function ex'cept in their production of pain. Frac¬ 
tures may be due to the normal 'u-eight-bearing 
stress or to minor trauma. Turning in bed can pro¬ 
duce a fracture. The fear of fracture b>' the physi¬ 
cian may well be tlie start of the inactivity cycle 
with its known consequences. 

Fractures may occur in the course of activating 
the paHent. We trj' to avoid this b>' supportive de¬ 
vices. It is necessary to weigh the many benefits 
obtained by mobilization against the calculated risk 
of the pain and greater immobility' which a fracture 
may precipitate. In our e.xperience, tlie patient 
gains more by remaining active with supporting de¬ 
vices, e\'en in the face of imminent fracture, tlian 
by remaining immobile, which is rarely preventive 
in any case. We have actually seen, in some in- 

From the Department of Flusical Medicine and Rehabilitation, 
Montefiorc Hospital. 


The major problems in dealing with pa¬ 
tients with skeletal metastatic disease are 
pain, fracture, neurological disability, and 
general inactivity. The broad aim in the 
management of the patient with bony meta¬ 
static carcinoma is the preservation of func¬ 
tion, even in the face of imminenf fracture. 
There must be a positive approach to the 
hopeless situation of widespread bony metas¬ 
tasis. Not only is the morale of the patient 
who is being treated raised but fellow 
patients with the same dread diagnosis of 
"cancer" see patients who get about and go 
home. It is the sole responsibility of the 
physician, once the decision is made to 
activate the patient, to follow this 'patient 
through the training program and not to 
relegate the supervision to-a nurse or physi¬ 
cal therapist. 


stances, tliat pain is decreased after activation. If a 
fracture occurs, tlie resulting additional disability 
is, as a rule, less destructive to tlie patient than 
prophylactic inactivation. 

Neurological disability' usually occurs as a result 
of vertebral fracture. The spinal cord can be com¬ 
pressed by vertebral collapse or damaged by in¬ 
terference yvith its vascular supply. Tlie residt is 
paraplegia or quadriplegia. Nery'e roots may be 
similarly damaged. Peripheral ners'es are occasion¬ 
ally injured by long-bone fractures. 

Inactivity' presents similar results yvhetlier it is 
due to a terminal state, pain, fracture, neurological 
disability, or iatrogenic factors, i. e., a physician’s 
apprehension. Each of these causes can be dealt 
yy'itli properly, but a yvord is in order about the 
so-called terminal state. It is important to recognize 
the fact that certain of the neoplastic diseases 
respond temporarily to chemotherapeutic and radio- 
therapeutic techniques. Examples of such tumors 
are carcinoma of tlie prostate and breast, flodgkin’s 
disease, lymphoma, and multiple myeloma. In these 
instances tlie range of motion of joints must be 
maintained and muscle strength preserv'ed. Tliese 
simple measures are of oby'ious value should the 
disease process be temporarily suppressed. The 
avoidance of decubitus ulcers, urinaiy' infection, 
and hopeless malnutrition are equally important 
at this time. 
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Therapy for Activation 

The broad aim in the management of the patient 
with bony metastatic carcinoma is the preservation 
of function. This can be accomplished by maintain¬ 
ing ambulation and independence in self-care ac¬ 
tivities. Mobilization, then, is the primary aim. 



J.A.M.A., Oct. 4,1555 

Specific measures must he individualized To 
prevent pain and to minimize furthei damaje 
where possible, every orthopedic device tlratwoulcl 
be indicated if neoplasm were not the cause of the 
disability must be used. Braces, molded jaeVeU, 
plaster casts, and splints are supportive and may he 
needed. Surgery, even in hopeless cases, may be 
indicated to relieve pain or to increase function 
Laminectomy after vertebral collapse associated 
with spinal block and the internal fixation of long 
bones and hip fractures are examples. Medication , 
for analgesia should be kept to the minimum efiec- 
tive dosage to keep the patient’s sensorium leh- 
tively clear and his food and fluid intake adequate. 
Following are summary reports of illustrative cases 

Report of Cases 

Case 1.—A 42-ycar-old woman with caicinoma of tiic 
bre.rst liacl a ptesenting sign of a fracture of tbc n?iil 
inuneiKs in December, 1956, at which time the brci't 
lesion was noted She had other bone pain at that tmc. 
After oophorectomy the bone pain cleared. Andiogen tlicr 
apy uas stmted ni October, 1957, because of the reuirrm 
of bone pam. X-rays taken in February, 19 d 8, revealed ukc- 
spread bonv mctastascs (fig. 1). She is now fully amhub. 
tors-, without support, witli inmunal pam 

Pvsr ’-In a 72 -seai-old woman the first manifcstatioi 

of plasma’cell (multiple) myeloma 

f,.,,. lUrniurli the left acetabulum m 19 d 3 (ng- 

c me bedridden n November, 1956, because of p.«n o 

c.mic ‘ T.Pinnont with mctlian and ladmtio 

ninUiplc bony , ‘ gy concomitant with reactivation 

tZi n 

Knight brace. 


B5, ^(caio u,-\VklcH,rc.acl l.ow mctasta.c, In panent 
with carcinoma of breast. 

Every 

would plofcv 10 7‘’' '''\h’v object to mvalid- 

tain llto disnity of phvacinns must 

ism and being dependent diode,'while taWng 

recognize and ooeom aRo p,. 

into consideration llie S disease. The 

lienl and the nalinal Lj oyerptotection of 

physician mnat go.iid against the 1 

a well-nioaiiing family- y„iacd. It is accoro- 

Complete bed rest is • balance, 

panied by negative g ( and anemia. We 

muscle wasting, P't'o'w* death. Pa- 

assume that these c o m [nnction and self- 

tients who arc ‘ be gotten out of bed 

care are not feasible I'll ^ „ „„ table 

Syr’wp'M "obtaining weight-beaiing for 

short periods of time. 



„ , SI _Soonlan«.ns farms tbr«h !'<' « 

JlnnMiipSen^wSplasmacellni^^^^^^^^ 

Cast: 3 .-A 51-year-old woman wjh plasma^^j"^^ 
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ln« .1 rcsillnol hcmiparc-;!-; of the rijilit >:iclc, •-lie is inde¬ 
pendent in sclf-c.irc aclisilics, with the protection of a 
Tnom.is collar and a Taylor-Knmlit brace. 

CssE 4.-.\ GO-ycar-okl woman w-itli carcinoma of t!ic 
rEctnni liad snrjtcry in March, 193G. In April, 1937, she had 
'Si,\crc bil.itcr.il thigh pain that responded to radiotlicrapy 
mlh marked relief of pain. On admission in August, 1957, 
she ambulated with the use of a c.mc for support. X-r.i\s 
reieilcd metastatic disease involving t!ic right femur. While 
H.ilking in the hospital, .she tspcricnced sudden pain .ind a 
feeling of "cracking" in the right thigh. X-r.iy rescaled a 
pilhologic.il fracture (fig. 4.’\). Intramedullary nailing was 
pc.domicrl on tlie right side (fig. 4/3). A siniil.ir procedure 
was c.irricd out on the left side licc.iuse of nictastascs to the 
left femur, without fracture (fig. 4C and D). She bcc.iine 
.imlnilatnry for a scry short time thereafter but soon died 
fio.n widespread brain nictastascs. 

Comment 


Case 4 illiistr.itcs (lie lyroblem, (he decisions 
reached in attempting to solve the problem, and the 
result that, unfortunately, all too frequently occurs. 
Since ss-e cannot predict when the inexorable result 
ssill occur, sve continue to conform to our present 
approach. 

Tins positis’e approach to the hopeless situation 
of ss-idespread bony metastasis has one other very 
important effect. Tiiis is especially true in a hos¬ 
pital setting where patients with neoplastic disease 
may be housed together on one ward or one floor. 



Fig. 3 (case 3).—Metastatic involvement of. A, cervical 
spine and, B, left femur in patient with plasma cell mye¬ 
loma. 


Not only is the morale of the patient who is being 
treated raised, but fellow patients with the same 
dread diagnosis of “cancer” see patients who get 
about and go home. An entire service can he trans¬ 
posed from the “waiting to die” attitude to a co¬ 


operative “perhaps something can be done” atti¬ 
tude. Tliis attitude pervades not only the patients 
but the nursing and medical staffs as well. 

Since paramedical personnel must be involved 
with the patient to be activated, it is of prime im¬ 
portance that tliose who work vsith these patients 
understand exactly what the basic problem is. It is 



Fig. 4 (case 4).—Pathological fracture and treatment in 
patient with carcinoma of rectum: A, fracture of right 
femur,- B, intramedullary nailing of right femur; C, metas¬ 
tasis to left femur (without fracture); D, intramedullary 
nailing of left femur. 


the sole responsibility of the physician, once the 
decision is made to activate the patient, to follow’ 
this patient through the training program and not 
to relegate the superv’ision to a nurse or physical 
therapist. 

Since certain legal aspects of activating a patient 
witli bony metastasis and imminent fracture are ap¬ 
parent, it is necessary' to keep w’ell-documented, 
written records as to the phy’sioal and x-ray’ findings 
and to state the rationale of the decisions reached. 
It is also necessary to discuss these reasons w’itli 
the family’ so that no misunderstandings can arise. 

Conclusions 

The pivot of this discussion is medical policy 
toward hopeless disease. This is rehabilitation, even 
if economic usefulness is excluded and the results 
are limited in duration. Each patient must be 
assessed with the very limited potential in mind 
and xvith a positive vievvpoint toward the utiliza¬ 
tion of that potential xvithin the natural history of 
the disease. 

Montefiore Hospital, 210tli Street and Bainbridge Avenue 
(67) (Dr. Cummings). 
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VSE OF SYMPATHETIC BLOCKS IN ORTHOPEDIC SURGERY 

Lieut. Col. John J. Brennan (MC), U. S. Army 


Turing the past six years I have used sympa- 

nril ”7-' increasing frequency on the 

services of Army hospitals. Tliis has re- 
. from a more liberal interpretation of tlie 
mclicalions for their use in hanmatized and surgical 
palient.s. /Vs experience increased with the use of 
.sympalheltc bloclcs, I ha\'c used them earlier and 
more often in those cases. Also, the need for sympa- 
tiiehc tilocks is recognized more often in patients 
with vague chronic disabilities, many of whom in 
reality siiffer from reflex sympathetic dystrophy. 

Review of Literature 


Reflex sympathetic dystrophy is a disturbance of 
the sympathetic nervous system, characterized by 
pain and sympathetic phenomena which may follow 
major or minor tranma or surgical procedures. Cau- 
.salgta was the term used by Mitchell, Morehouse, 
and Keen ' at the time of the Civil War, when it 
was tlescriiicd so well liy them. Reflex dystrophy * 
was the term used by De Takats “ to describe a 
wide range of related conditions from the relatively 
mild ])osl-lraumatic dystrophies, characterized by 
moderate pain, with sweating and changes in the 
color of the skin, to the agonizing torments of ma¬ 
jor cansalgia. Other terms besides reflex sympa- 
ibetie dystropliy used for these conditions have been 
minor cansalgia,'’ posl-lranmatic painful osteoporo¬ 
sis, traumatic arthritis, post-traumatic spreading 
neuralgia, osteoporosis due to trauma (Sudeck’s 
atropln), post-traumatic vasomotor disorders, 
.siioultlcr-hand sj'ndrome, post-traumatic edema, 
traumatic angiospasm, or chronic traumatic edema. 
These variations arc applied to the same basic dis¬ 
orders of ncuroplij'siolog)' but describe different 
manifestations or symptoms or combination of 
symptoms of reflex sj'mpathetic dystrophy.'* 

Leriche" adx’ocaled infiltration of local anesthetic 
agents into the site of injury to produce analgesic 
block in minor sprains, strains, and fractures to pre¬ 
vent reflex d\’strophy. He likewise suggested sympa¬ 
thetic block for this purpose. Faust" and Tyson and 
Gawor ” reported independently that they found 
the use of sympathetic blocks for this purpose of 
significant value. Bonica ® reported the use of sym¬ 
pathetic blocks as a prophylactic measure in over 
2.50 orthopedic patients, A significant decrease in 
postoperative pain, much earlier functional rehabili- 

Chief, Orthopcilic Scn-ice, WiUifttn Beaumont Anny Hospiln!. El 


* "llend before tlie Section on Orthopedic Sursery at the 107th Annual 
McSr omL American Medical Association. San Franc»co. June 

24, 1038. 


Sympathetic blocks have been applied for 
disabilities of the shoulder, for edema or .'fs 
residuafs, for symptoms of reflex sympathetic 
dystrophy, and as an aid to physiotherapy or 
rehabilitation of joint motion. Most patients 
with reflex sympathetic dystrophy do not 
begin their illnesses as portrayed by typical 
textbook pictures. Many manifest no symp¬ 
toms but pain. Others manifest only edema 
or pseudomofor or vasomotor disturbances. 
An additional observation is that these 
patients are stow to rehabilitate to normal 
joint function and/or to normal muscle 
strength. Of 100 patients analyzed as to the 
beneficial effects of sympathetic blocks, 45 
showed marked and ropid improvement in 
progress in physiotherapy. It is a mistake to 
expect too much from a sympathetic nerve 
block. 


tation, and significant decrease in tlie incidence of 
reflex dystrophy were observed when results in 
these patients were compared to tliose in a like 
number of patients not receiving blocks. Betcher, 
Bean, and Casten ” reported similar observations in 
49 patients in whom continuous paravertebral 
blocks were used. However, no correlation has 
been established between the type and severity of 
injury'^ and the incidence or cause of reflex sympa¬ 
thetic dystrophy.” This does not help in the selec¬ 
tion of patients who are to receive prophylactic 
sympathetic block. 

The symptoms of reflex sympathetic dystrophy in 
order of their frequency are (1) pain, burning or 
aching in type, and relieved by sympathetic block; 
(2) hyqieresthesia, which is common and of con¬ 
stant annoyance and discomfort to the patient; (3) 
vasomotor dysfunction, a common manifestation of 
the various types of the disease, such as cyanosis 
and coldness or redness and increased heat (signs of 
both vasoconstriction and vasodilatation have been 
reported as predominant manifestation in different 
series); (4) edema in most cases; (5) pseudomotor 
disturbances, not constant in incidence in individual 
cases or in case reviews; and (6) trophic change, 
considered to be a late stage of reflex sympathetic 
dystrophy or one that has progressed quite rapidly, 
including thin glossy skin, atrophy of muscles, 
decalcification of bone, and changes m the ap 
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pearance of tlie nails and hair. (Trophic changes 
develop insidiously, and marked weakness has been 
recorded as occurring in almost all cases.) 

Selection of Patients for Sjonpathctic Blocks 

In my experience most patients wath reflex sxTnpa- 
thetic dystrophy do not begin their illnesses as por¬ 
trayed by tx^iical textbook pictures. Many manifest 
no sxTnpfoms hut pain. Others manifest only edema 
or pseudomotor or vasomotor disturbances. Such 
patients with early reflex sympathetic dystrophy 
with single svinptoms or no objective signs arc 
difficult to recognize. If prophylactic sympathetic 
blocks are to be used early to successfully prevent 
or treat reflex sympathetic dystrophy and to thus 
shorten the rehabilitation of such patients, much 
time is lost awaiting combination of sxnmptoms or 
severitx' of a symptom to warrant the diagnosis of 
reflex ssTupathetic dystrophy. For this reason, the 
blocks ha\’e been used prophylactically to treat 
the patients with any of the symptoms described as 
manifestations of reflex sympathetic dystrophy— 
namely, pain, swelling, cyanosis, coldness, or redness 
and increased heat of extremities or increased 
sweating of the injured part. 

An additional observation in my experience is 
tliat, though the incidence of sxTnptoms does vary, 
one factor is common to all patients. These patients 
are slow to rehabilitate to normal joint function 
and/or to normal muscle strength. A failure to pro¬ 
gress at a normal rate in rehabilitation of joint 
and limb function seems to be quite characteristic of 
the orthopedic patients treated for this condition in 
Army hospitals. 

Since tliis obserx’ation has been made, all patients 
showing poor or slow progress in physiotherapy 
are reev'aluated. If any single symptom is dis¬ 
covered tliat would warrant suspicion of reflex 
sjTnpathetic dystrophy, sympathetic blocks are 
used. In most cases the blocks are timed to allow 
the physiotherapist to work noth the patient while 
the objective effects of the block are still present. 
Tliis seems to give more rapid response to the use 
of sympatlietic blocks as an aid to physiotherapy. 
The results have been gratifying and in some cases 
startling. In some cases the blocks have been used 
empirically as an aid to physiotherapy. Though the 
results are not uniformly successful, the orthopedist 
and physiotherapist have been surprised at times 
with the sudden onset of rapid improvement in 
these patients. 

■ The enthusiasm for the method of selection of 
Cases and prophylactic early use of sympathetic 
blocks seem justified from the results seen clinically. 
This prompted an analysis of 101 consecutive pa¬ 
tients treated over a two-year period. This study 
was fuirther felt to justify our enthusiasm and to 
clarify the indications used in selecting patients for 
the use of sympathetic blocks. 


Review of One Hundred Cases 

Of the cases reviewed, no case was dropped for 
incompleteness of record. One case was considered 
unsuitable for study in that the patient was treated 
unsuccessfully uitli continuous epidural anesthesia, 
rather tlian intermittent blocks, for post-traumatic 
vascular insufficiency and gangrene of the lower 
extremify. This left 100 cases available for study. 
A rough division of the 100 patients as to primaiy- 
diagnosis were those with bursitis, acute or chronic, 
or the residuals thereof, 10 cases; reflex aching of 
the extremity, 6 cases; trauma of the joint witli 
limitation of motion, 9 cases; postfracture limitation 
of joint motion, 20 cases; postsurgical limitation of 
joint motion, 13 cases; reflex svTnpathetic dystrophy, 
29 cases; sw'elling, post-traumatic and surgical, 11 
cases; and sw’elling as a residual of vascular compli¬ 
cations, 2 cases. 

Stellate blocks w'ere used 158 times in 77 patients. 
Of the patients receiving multiple stellate blocks, 
16 received 2; 12 received 3; 8 received 4; 1 re¬ 
ceived 5; and 1 received 20 blocks. Tw'enfy epidural 
blocks were used in 12 patients. Two patients re¬ 
ceived both epidural and lumbar sympathetic 
blocks. The immediate success and tlie effect of tire 
blocks were observ’ed and recorded in almost all 
cases in this study. 

Tlie sex of tlie patients treated w’as predominantly 
male (90 males and 11 females). Tliere w’ere 83 
patients treated as inpatients and 16 as outpatients. 
.Age of the patients studied varied, as might be ex¬ 
pected. The youngest patient receiving simipathetic 
blocks W’as 14 years of age, and the oldest w’as 60 
years of age. The average age of the patients 
treated w'as 30.3 years. 

The analysis of etiologi' by exact diagnosis was 
ver\' complicated due to the multiplicitx’ of diag¬ 
nosis in the many traumatic cases as w’ell as a great 
variation in the parts of the body involved. It added 
nothing to the analysis other than to confirm the 
works of previous investigators which show’ed no 
correlation between the type and severit)’ of injurv’ 
and the cause of reflex dystrophy. The shoulder, 
forearm, w’rist, and hand predominated in location 
of inflammation of soft tissue, fracture, and disloca¬ 
tions that required sv’mpathetic blocks for their 
residuals. 

An analysis of time of application of the blocks 
W'as not revealing. In most traumatic cases, they 
were used very early, especially to relieve sw’elhng. 
In some cases, they w'ere used for long-standing 
complaints or residuals of months or years duration. 
In this series the patient w'ith the longest duration 
of residuals successfully treated w’ith sympathetic 
blocks had been symptomatic 10 years. 

There were 16 patients with recent inflammatorv' 
lesions and 19 with lesions tliat had occurred at a 
more remote time, 40 w'ith recent fractures and 
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(lisiocalions and 20 remote, and 4 with recent 
tendon injuries and 1 remote. A further analysis 
showed 31 paliciUs with residuals or complications 
of operation. In 21 of these patients the operation 
had been recently done,- in 10 tlie time of operation 
\\’.is remote. There w'ore 15 patients with fractures 
and di.sloealions recently treated surgically and 8 
in whom (he time of operation was remote. 

Tlie 100 patients were analyzed as to the bene- ; 
(icial effecls ohscrN’cd and recorded. Seventeen pa- ' 
lienls showed benefit in progress in physiotherapy. 
These patients manife^sted no symptom or combina¬ 
tion of symptoms to warrant the diagnosis of reflex r 
dystrophy. Ten patients with swelling as the only 
manifestation were aided greatly in physiotherapy. '' 
Seven patients who had a diagnosis of reflex sympa- 
Ihelie dy.stropby with swelling were aided in . 
physiotherapy. Eleven patients with rcfle.x dystro¬ 
phy witlmnt swelling made much more rapid 
progress in yjhy.siolherapy when blocks were used. , 
Six patient.s with reflex dystrophy and swelling 
were cvired. and all swelling rapidly disappeared, ? 
tlunigh impror’ement of joint motion and muscle 
.strejigllj could not he credited to the treatment in . 
(hat joi?it limitation and lack of muscle strength . 
were not present. Sixteen patients were successfully 
treated for .swelling only. Scr'cntecn patients with - 
(he primars' diagnosis of reflex dystrophy witlrout , 
swelling were treated successfully with blocks. Tlrese ^ 
patients manifested vasomotor changes without 
edema and were not actively treated in physiother¬ 
apy because of plaster of paris immobilization m 
use or tbev were patients not actively treated m 
piivlsiothcrapy at the time sympatlietic blocks Avere 
used. Some of these patients subsequently receive 
piivsiolbcrapy, but valid conclusions coidd not be 
obtained. The exclusion of 10 patients with bursitis 
of (lie shooMer and 6 treated onV for 
min without joint limitation left 84 patients. O 
Sn Aorved that 45, or 53%, of U.e padents m 
this series had proved marked and rapid impro 
tn.” progreS in 

" xt‘x:i;;"in'ssion of 

Stages of illness to receive sympathetic b k y 
other means was shown statishcally. Of the wu 
mtients only 29 showed symptoms or 

;ymp^lmrirdystro^^^^^ 

nosis of reflex sympathetic ,je„ts 

The analysis of results s’'™®''f Ae no 

-“f fardt" of- the 

?;::.;;:di'^rL'rSonrehlochs xvere ineffeeve or 
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the effect was not maximal, and these were repeated 
with good results. Some patients, for full results, 
required repeated blocks when "original results 
were found to be temporary. In some patients lum¬ 
bar sympathetic blocks produced temporary im¬ 
provement, but epidural blocks produced the cure. 

Ten patients failed to receive significant benefit 
from the sympathetic blocks as expected. An analy¬ 
sis of these failures showed that five received single 
blocks. Two of the 10 received epidural, 5 lumbar 
sympathetic, and 3 stellate blocks. In some of these 
patients blocks were used empirically, as mentioned 
previously. One patient with septic arthritis of the 
ankle developed typical signs of reflex sympatlietic 
dystrophy. Lumbar sympathetic blocks failed to 
result in improvement. Improvement resulted only 
after arthrodesis of the ankle. Tlie sympathetic 
blocks were not successful because the cause of the 
reflex sympathetic dystrophy was still active. Only 
by relief of the original active cause was the sympa¬ 
thetic dystrophy cured and the patient rehabili¬ 
tated. It is a mistake to expect too much from a 
sympathetic nerve block. 


Report of Cases 

A few brief case reports are presented to show 
le difficulty in diagnosis and the need for early 
rophylactic sympathetic blocks. Eight patients 
lowed no manifestation of reflex sympathetic 
ystrophy but aching pain. 

Case l.-This 24 -year-old man had osteotomy of th® 

,m«r performed for shortening with 
mtion in January, 1954. This healed ^ 

ent was seen by me one and one-half years ™ 

larked disuse atrophy of the right lo%yer 
3 uld complete a full range of motion wth the nght knee, 
J.fthp strenctli was very poor. He complained,of aching 
ain in the right lower extremity. Intensive physiotherapy 
ns uUlized in an effort to build up the musculature of this 

nor There were no other signs or rene. ^ v p-- 

,„d '2 ot aching and P»» 1» 

7 lete relief of tire subjecn b progressed rapidly, 

tlie lower extremity. and leg built up as 

and the musculature of ^ P' presence of reflex sympa- 

Ue series reviewed showed to 

with "cL had they been treated earlier 

have been f 16 patients tliere was 

rjXS:.“leoHhesehadede™aon,y.^ 

C«K 2.-This 

3. 1953, with a fracture o The 
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of llie cast to st.trt physiothcnipy, cilcma developed. His 
conv.dcsccnce and progress were blocked by this continued 
edema. Pain and other .signs of reflex dystrophy were not 
apparent. The patient was given an epidural block on Aug. 
18, 1933, with inuneeliatc dramatic improvement in the 
swelling. With further use of this extremity, the edema dis¬ 
appeared completely, and no further blocks were nccessar>\ 
Tile patient rcturncrl to duty on Sept. 3, 1953, 15 days after 
rcceix’ing the block. 

Cssn 3.—This 22-ycar-old man was seen on April 21, 
1954. He manifested scx’cre pain and markwl swelling of the 
riglit forearm. X-rays of tlic right forearm and ann were 
negative for fracture but showed extreme swelling. An air¬ 
plane door liad been closed forcibly, cnishing the patient's 
forcann in the doorway. A diagnosis of traumatic myositis 
and possible early contracture due to ischemia (Volkmann’s 
contracture) was made. The patient xvas schctlulcd for sur¬ 
gical incision to relieve the tension m the forcann fascial 
compartments. A stellate ganglion block was given shortly 
after his admission. He had dramatic relief of the pain, for- 
mcrlj’ not relieved b.v opiates. Pain dccreascrl with each sub¬ 
sequent block, the swelling decreased, and excessive tension 
was no longer palp.ahle. 'Tlic sjanpathctic blocks were tlicn 
repeated, and an operation xvas not done. Tlic patient re¬ 
ceived 2 to 4 blocks daily; a total of 20 blocks were used. 
Tliis controlled the pain and swelling. Tlic patient eventually 
recovered full function of hand, wrist, and forearm. It xvas 
felt that this represented a case where stellate ganglion 
blocks in controlling the pain and swelling had prevented a 
possible c-onfracturc due to ischemia. 

Tlie patient in case 4 developed typical early 
findings of reflex sympathetic dystrophy. 

Case 4.—This 33-scar-old man suflered an original acute 
dislocation of the right shoulder which was reduced on 
.4pnl 23, 1954. On rcnioxsil of his immobiligaition he dex’cl- 
oped severe pain and limitation of motion with signs of 
rcllex sympathetic dystrophy of the hand. Swelling, redness, 
•and incrcascxl sweating with stiffness on motion of the hand 
.ind wrist were marked. X-r,iys were negative for fracture. 
On June 5, 1954, a stellate ganglion block was given. This 
was repeated daily until four blocks had been utili7ed. Tlie 
swelling, s-weating, and redness disappeared rapidly. Physio¬ 
therapy was able to progress normally after use of the first 
stellate ganglion block, as though the patient did not have 
renc.x sympathetic dystrophy. The patient was discharged 
in three weeks. Follow-up has never shown any' recurrence 
of the symptoms or reflex dystrophy. Tliis represents a suc¬ 
cessful case of early treatment of the reflex sympatlietic 
dystrophy. 

Case 5.—Tliis 34-ycar-old woman was treated Jan. 12, 
1934, for a dislocation of the hip and an undisplaced frac¬ 
ture of the second and third metat.arsal bone of the left foot. 
Her convalescence was completely uneventful with the ex¬ 
ception of some complaints of aching pain in the left foot. 
This was mild in intensity and was thought to be a normal 
residual of the postimmobilizatipn period. 

Fourteen months after the injury tlie patient returned. At 
that time she complained of pain in the foot which had be¬ 
come much worse. She had increasing pain without having 
suffered any additional injury. At that time pseudomofor 
signs of vasodilatation were present in the foot that had not 
been present before. A diagnosis of reflex sympathetic dys¬ 
trophy was made, and the patient received an epidural 
anesthetic. The reflex dystrophy improved dramatically with 
marked relief to the patient. The epidural block was re¬ 
peated when slight aching recurred. She has been without 
pain to date. If her original mild aching pain had been 
treated with sympathetic blocks the later admission for re¬ 
flex sympathetic dystrophy could have been avoided. 


Case 6.—This 39-year-old man was seen on Oct. 14, 1954. 
Tile ulnar side of his right hand manifested aching pain, 
color changes, and increase in sxveating. There was some 
stiffness in the finger joints, and the patient was unable to 
form a full fist. He had suffered a small stab wound of the 
right hand two months previously and had injured an old 
fracture site of tlie fifth metacarpal a month previously. He 
received one stellate ganglion block .shortly after admission. 
Tliis produced e-xcellent results. All signs of reflex dystrophy 
disappeared. He was placed in physiotherapy and returned 
to duty in 11 days with a normal functioning hand. 

The following case is an e.xample of pseudomotor 
manifestations only. 

Case 7.—This 25-year-old male had been wounded in ac¬ 
tion in Korea and suffered a compound fracture of the 
femur, tibia, and patella of the right lower extremity. He 
also bad osteomyelitis requiring prolonged immobih’zation. 
He developed a spontaneous fusion of the knee with 10- 
dcgrcc fle.xion and healing of the bone infection. When 
physiotherapy xvas started in an effort to ambulate the pa¬ 
tient, sweating xvas first noted in tlie lower extremity. The 
patient did not complain of pain but made no progress in 
physiotlierapy. He -was—gtx’cn -a lumbar sympathetic block. 
Immediately his progress improved. The sweating of the 
xvhole left lower extremity decreased. Tlie patient’s muscu¬ 
lature improved with further physiotherapy, and he was 
discharged as asi-mptomatic one month after the block. 

Case 8.—This 25-year-old male was admitted Sept. 15, 
1954. He had suffered a fracture of the third metacarpal 
bone one year previously, which had healed with malunion 
with prominence of the metacarpal head into the palm of 
tlie hand. It was felt that an operation would be required 
to correct the malalignment. Further close examination 
showed that tlie patient had some increased sweating of 
tlie hand. There was no swelling, color change, or other 
sign of reflex dystrophy. However, the pain that the patient 
complained of xvas out of proportion to the physical findings, 
and he failed to show either cooperation or progress in 
physiotherapy. For this reason stellate blocks were used. 
Tliis resulted in cooperation of the patient with physio¬ 
therapy, and pain did not recur in tlie patient’s hand. The 
patient’s hand bec.ame asymptomatic in spite of the mechan¬ 
ical difficulties from tlie malunion, operation xvas not 
necessary, and the patient was discharged to duty. 

Tile following few cases show dramatic aid to 
physiotherapy by sympathetic blocks. 

Case 9.—This 28-year-old male was treated for a disloca¬ 
tion to the right patella on May 7, 1954, by a xvalking 
cylinder cast and crutches. His course had been unev'entfid 
until his cast xvas removed and physiotherapy started. Muscle 
strength and motion were not regained, and tlie patient 
seemed to be losing strength of the quadriceps musculature. 
P.ain on use of tlie knee was mild, and swelling was not 
present. No otlier signs of reflex s>’nipathetic dystrophy vv'ere 
noted. An epidural block was used July 13, 1954. Immediate¬ 
ly thereafter the pain diminished and disappeared, motion 
was regained, and tlie strength of tlie niusculatiure immedi¬ 
ately improved. It improved sufficiently for the patient to 
return to full duty, with no recurrence of symptoms of reflex 
sympatlietic dystrophy, in three weeks. 

Case 10.—This 33-year-old man suffered a fracture of the 
inferior pole of the right patella. On Sept. 14, 1954, an 
arthrotomy xvas performed with excision of the inferior pole 
of the patella. The patient was immobilized in a long leg 
cylinder cast for six weeks. When the cast xvas remov'ed very 
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sl(i\\ progress was made in pliysiotJieranv Sinno n 

lH5tat\ to ohtnin increased range of motion in the knee* and 

IlToSai ,''‘l‘’”f‘ 11 lower extrem'ity^ 

h on " c-’^fension, and feion progressed 

( ,n dim'es m one week. Ihc p.itient was discharged from 
he l.osjntal seven days after the lilock and progressed 
'piite salisf.actonly m pliysiotherapy. 

1‘1-ycar-okl hoy was treated on Dee. 4, 

l.hK for a slipped femoral cpipliysis of tlie distal end of 
till' ieinnr. A i-losed reduction and immobilization in a hip 
spio.i w.is iisetl, \Vhen the cast was removed the patient 
P'^h) in tlie knee, hnl tliis information was 
eiieited only on finesfioning. Pliysiotherapy did not progress 
s.iti^faetorily. The patient had limitation of. motion from 
full uNtunsion to 15 tlc^rct\s of flexion. It did not improve, 
lltv.nise of hick of progress in increasing range of motion 
an eiiidnr.d ane.sthetic was given on .Nfarcli 13, 1955. Prog¬ 
ress in phs'.siothcrapy with improvement of motion of the 
knee started ininiediately after use of the first epidural 
Mock. The p.itient progre.ssed to 90 degrees of pain-free 
motitm of the knee and ss>as discharged to outpatient .statn.s. 
Snbseipiently he regained further motion of the knee and 
remains free of pain. 

Cssi: 12.—This 2l-year-old man snffered a traumatic di.s- 
loisition of the second meti\carpopiiaIaiigc.al Joint and a chip 
fr.iclnre of the head of the tliird metac.irpal bone of the 
left li.and. Open reduetion was required to reduce the di.s- 
hic.tfed second iiietaearpophal.angcal Joint. Tiie involved 
fitfnt.s healed well, and physiotherapy was started early. 
Progress in phisiothcrajiy for the finsl few days was slow. 
I'A.miin.ilion of the patient’s hand sliowcd ver>’ slight resid¬ 
ual edema of the involved fingers and llic dorsum of the 
li.ind, 'I he Joints were not nimsnally painful, and the p.aticnt 
did not complain of otiicr symptoms of reflex dy.strophy. He 
w.is- given three stellate sympatliotic blocks folloss-ed by 
physiotherapy at tlircc-day intervals. Immediately after the 
first stellate block liail been gis'cn, tiicrc was rapid progrc.ss 
ill piisssioflierapy. TIic patient was discharged from the 
hos-pitid 10 days after the first block had been given, at 
which time he lacked only 5 degrees of c.xlension and had 
norma! fle.vion of the involved joints. 

Comment 

Analy.sis of these 100 cases showed that sjwpa- 
tliclic blocks had been applied for disabilities of the 
shoulder, for edema or its residuals, for symptoms 
of reflex sympathetic dystrophy, and as an aid to 
physiotherapy or rehabilitation of joint motion. An 
analysis of case results was attempted. Some pa¬ 
tients manifested only one of ihe symptoms of refle.v 
.sympathetic dyslroph)', while all possible com¬ 
binations of symptoms were present in other cases. 

Morion of joints was increased noticeably by the 
use of sympathetic blocks in d6 patients, swelling 
subsided or decreased markedly in 39, and reflex 
sympathetic dystrophy responded satisfactorily in 
41. Sympathetic block, like any other surgical pro¬ 
cedure, is capable of producing complications. Two 
cases in this scries were complicated by transient 
aseikic meningitis. One patient receiving a lumbar 
sympathetic block also developed a pneumothorax. 
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SjmpafteHo blocks should be performed by Beam 

Summary and Conclusions 

• orthopedic cases has been made 

m which sympathetic blocks were used prophy’ 
iachcally. Patients who showed any single symptom 
that could be a part of the symptom complex of 
reHex sympathetic dystrophy were selected for the 
early use of sympathetic blocks. This method has 
proved practical in my experience over a four-year 
period. Valuable time in patient rehabilitation has 
been saved by its use. 

Sympathetic blocks are a definite aid to physio- 
tlierapy. All traumatized patients should be 
Avatched closely in physiotherapy during the recov¬ 
ery period. Any patient who fails to progress satis¬ 
factorily should be reevaluated early. An 3 ' 
manifestation such as aching pain, swelling, cyano¬ 
sis, redness, or increased sweating of the part may 
indicate the need for sympathetic blocks. This 
simplified method of selection of patients for early 
prophjdactic sympathetic nerve blocks makes the 
benefits available to many more patients. If the 
diagnosis of reflex sympathetic dystrophy is made 
before sympathetic nerve blocks are used, fewer pa¬ 
tients will be treated early and prophylactically. The 
use of sympatJietic blocks for these effects of pain 
should not delay the surgeon in the use of the 
proper surgical procedures to eliminate the source 
of pain. 
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ROENTGENOGRAPHIC DIAGNOSIS. AND SURGICAL TREATMENT OF 

BASILAR ARTERY INSUFFICIENCY 

E. Stanley Crawford, M.D., Michael E. De Bakey, M.D. 

and 

William S. Fields, M.D., Houston, Texas 


Allicroniatous occlusions of the internal carotid 
arlcn,’ in the neck and great vessels at their origin 
from the aortic arch have emerged as clinieal en¬ 
tities.’ These lesions arc manifested clinically by 
srinptoms of cerebral arterial insiifiicienc)’ in the 
distribution of the anterior and middle cerebral 
arteries. Precise diagnosis and localization of the 
lesion is obtained by carotid arteriography, as intro¬ 
duced by Egas Moniz," and by angioaortography, 
as described by Robb and Steinberg."' The frequent 
discrete nature of the occlusive process in the neck 
or thorax with the artery being relatis ely normal 
both proximal and distal to the lesion, particularly 
during the early phases of the disease, has led to 
the application of certain operative procedures de¬ 
signed to restore normal circidation.' Tlie well- 
localized lesion may be removed by endarterec¬ 
tomy. In other instances, particularly in the great 
vessels in which the lesion is more extensive, the 
occlusion may be bx’passcd by use of a graft, one 
end of which is sutured to the arter\’ proximal to 
the lesion and the other to the patent segment 6f 
artery distal to the obstruction.’* 

-After the successful application of this approach 
in a patient with occlusion of the left carotid artery' 
on Aug. 7, 1953, we have applied these techniques 
in the treatment of -13 lesions occurring in tlie inter¬ 
nal carotid, innominate, subcla\ian, and left com¬ 
mon carotid arteries. Circulation has been restored 
in all patients witli the more proximal lesions occur¬ 
ring near the aortic arch and in all but one in whom 
the lesion obstructed the origin of the internal 
carotid artery'. Persistent neurological deficits, in¬ 
cluding weakness, aphasia, visual disturbances, and 
mental obtundity, which occurred before operation 
ha\'e been reliev'ed, and episodic recurrent strokes 
which occurred repeatedly in 14 patients before 
operation have not recurred in any patient after 
operation. 

Atherosclerotic lesions may also occur in the 
basilar arterial system which supplies blood to such 
vital centers as the brain stem, cerebellum, and 
posterior part of the cerebral hemispheres and may 
produce manifestations of cerebral arterial insuffi¬ 
ciency, recognized clinically as “basilar artery 
thrombosis.” Recent anatomic studies by Hutchin¬ 
son and Yates “ in patients dying of cerebrovascular 
accidents indicate tliat 39% of these patients have 

From the Cora and Webb Mading Department of Surgerj' ^and the 
Department of Neurology, Baylor University College of Medicine, and 
the Methodist Hospital. 


Aiberomaious obstructions impairing the 
cerebral circulation may involve the vertebral 
as well as the carotid arteries. Vertebral 
artery blood flow has been restored in a 
series of eight patients who bad occlusive 
lesions in the subclavian artery proximal to 
the origin of the vertebral artery. In these 
potients the vertebral arteries themselves 
were not involved in the occlusive process, 
ond it was found possible to restore normal 
flow through them by using bypass grafts. 
Localized vertebral artery obstruction may 
also occur in patients with basilar artery 
insufficiency, and Ibis article is concerned 
with the technique and results of operation 
in a 55-year-old man whose illness began with 
a sudden attack of extensive paralysis and 
total blindness. The occlusion was complete 
on the right and incomplete on the left, be¬ 
ing localized to a discrete atheroma near 
the origin of the vertebral artery. The partial¬ 
ly occluding lesion was removed, and normal 
blood flow was restored through the verte¬ 
bral artery and hence through the basilar 
artery. Cerebrol arterial insufficiency is due 
to discrete extracranial occlusion in many 
insfonces, ond the significonce of this case 
lies in the fact that basilar artery circulation 
may be restored by surgical means as has 
been previously demonstrated in the treat¬ 
ment of occlusions of the cartoid arteries. 


basilar artery' insufficienc}' resulting from obstruc¬ 
tive lesions frequent!)' located in tire cen'ical seg¬ 
ments of the vertebral arteries. Simultaneous occlu¬ 
sions of the internal carotid and vertebral arteries 
were found in 30% of the cases. This finding as¬ 
sumes great significance in light of the fact that the 
basilar artery through tire circle of Willis consti¬ 
tutes an important source of collateral blood flow 
in patients witli carotid occlusion (fig. 1). The fre¬ 
quency witlr which the two main routes of cerebral 
circulation are simultaneously involved indicates 
the potential limits of natural collateral blood flow' 
after cerebral arterial occlusion and emphasizes the 
desirability of a therapeutic attack designed to re¬ 
store blood flow in the posterior cerebral circula¬ 
tion. 
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Vertebral artery blood flow lias been restored in 
eight patients in our series widi oeelusive lesions 
oecurring in the subelavian artery proximal to the 
origin of the vertebral artery by the use of bypass 
grafts extending from the aoita to the subelavian 
artery distal to the oeelusion, as previously de- 
seribed."' The vertebral arteries in these eases were 
uninvolved by the oeelusive proeess, and normal 
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These symptoms quickly became less severe, and \\ithm 
a matter of minutes tlie patient was able to start the out¬ 
board motor and maneuver bis boat back to camp. 

Upon arriving at the dock some 15 to 20 minutes later, 
be required assistance in going ashore, and, although his 
vision bad improved, he could not see to the right. He had 
considerable difficulty expressing himself verbally, felt 
dizzy, and could not walk straight. After a brief test in 
the fishing camp, he was admitted to the local hospital, 
where he soon became asymptomatic except for headache 
and difficulty in seeing toward the right. 

On physical examination his physician noted an incom¬ 
plete homonymous hemianopsia of tlie right side and di¬ 
minished carotid pulsations m tlie left side of the neck Ou- 
ing to the persistence of these findings, the patient w.as 
transferred to the Methodist Hospital, Houston, on June 17, 
1958 for consideration of arterial reconstructive surgery 
His siTuptoms of headache and partial blindness were un- 
ALgXnnd fl.o presence ot a fairly 
homonymous hemianopsia was confirmed at 
cutaneous bilateral carotid arteriograms were taken June lb 
1958 with tlie patient under local anesthesia, with use 
R cc ’ of a 50% solution of diatnzoate (Hypaque-) sodium 
Lch artery Results of these studies were entirely nonnal 

bilateral nature of the patient’s symptoms, which b^ 

«fndn«s SefofSl- 
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Ixiiclcr of flic ^tcrnoclc^tlolua^to^c^cn': muscle and infcriotly 
by flic clavicle. The skin and subcutaneous tissues arc in¬ 
filtrated with procaine (Novocain) liydrocliloride solution, 
.and, ssith a no. IS Coumand needle, flic skin is pierced ap- 
pnnimatcly 2 cm. above tbc clavicle and 2 cm. lateral to the 
stenioclcidomastoidcus muscle. The needle is directed down¬ 
ward and mwlially in flic tlircction of the subclavian pulsa¬ 
tion until the .artery is entered (Hr. 3). The needle stylet 
is rcnio\e<l, and a flexible tube is attached to the Coumand 
nccrllc. With a 30-cc. syrinRc, 20 cc. of a 30J solution of 
diatriroate sodium is injected under viRorous pressure, and 
toward the end of the injection an anteroposterior roent- 
penoRraphic exposure is made of the head, neck, and shoul¬ 
der.. 

Bilateral subclavian vertebral arterioprams pcrfomicd in 
this patient, with the technique described here, rex’calcd 
complete occlusion of the vertebral artery on the ripht and 
partial occlusion on the left limited to a small discrete sep- 
iiicnt of the xcrtebral artery at its oripin from the sulicla- 
n.an artciy (fip. •!). These findinps suppcslcd that the oc¬ 
clusive process in the ripht xcrtcbr.'il artery was probably 
inoperable owinp to orp.ini/ation of the superimposed 
tbrombus and absence of an accessible patent distal sep- 
ment, Tlicre was reason, however, to bclicx'c that a more 
normal basilar artcrx' blood flow could be restored by re- 
movinp the scpmcnt.al occlusive process limited to the or- 
iuin of the left vertebral artery. .Accordinply, the following 
operative procctlurc was perfonned on June 19, 1938: 

M'ith the patient under local anesthesia an incision was 
made on the left 3 cm. .above and parallel to the clavicle. 
The clavicular head of the sfcmoclcidomasfoidcus muscle 
and the anterior sc.alcnus were severed, exposing the sub- 
el.ivnan artery and its branches. Due to the deep mediastinal 
oripin of the vertebral arfeiy in this ease, additional cxTWsurc 
w.as obtained with the patient under general anesthesia 
when the metliaslinum was opcnetl through a combined 
cervical thoracic incision, splitting the sternum in the mid- 
line (fig. 5.-\). The great vessels originating from the .aortic 
arch were p.alpated and found to be free of atheromatous 
lesions. Tire left svibclavaan artciy and its branches were 
exposed for several centimeters both proximal and distal to 
the origin of tlie, vertebral .artery (fig. SB). Tlie vertebral 
artciy w.as carefully dissected free from surrounding tissues 
over a distance of 3 cm. A discrete hard mass localized to 
the first 5 mm. of the vertebral artery could be palpated, 
and the surrounding tissues were adherent to this area. Al¬ 
though the characteristic signs of an atlieromatous lesion 
were found at the origin of the vertebral artery, the re¬ 
maining axtra spinal segment of this arteiy was entirely 
norm.al. Because of the localized natvire of the lesion to such 
a small segment of artery, the technique of endarterectomy 
was employed. Temporary occlusion clamps were placed on 
the subclavian artery botli proximal and distal to the origin 
of the vertebral artery, and temporary ligatures were placed 
around tlie th>Tocer\ical and internal mammary arteries. 
M'ith the vertebral artery temporarily occluded with a soft 
bulldog clamp to prevent back-bleeding, a longitudinal in¬ 
cision was made in the subclavian artery opposite the or¬ 
igin of the X'ertebral artery (fig. 5C). The edges of the 
arterial incision were everted with temporary retraction su¬ 
tures of fine silk (fig. 5D). From the intraluminal side of 
the subclavian artery, the origin of the vertebral artery ap¬ 
peared as a dimple with an opening in the center approxi¬ 
mately 1 mm. in diameter. A circular incision was made 
through the intima of the subclavian artery around the edge 
of the dimple, and through this circular incision a cleavage 
plane was developed between tlie involved intima and un¬ 
involved medial layers of the vertebral artery (fig. 5E .and 
F). Tile occluding hypertrophied intima contaim'ng the 
atheromatous material was removed by retraction of the 
normal arterial wall back ov'er the specimen (fig. 5F). The 
restored vertebral artery opening was approximately 8 mm. 


in diameter, and temporary release of the vertebral artery 
clamp was associated with a vigorous back flow of blood 
(fig. 5G). The remaining clamps were temporarily jre- 
leascd to permit flushing of debris, following which the sub¬ 
clavian artery incision was repaired vvith a simple, contin¬ 
uous, through-and-tlirough suture (fig. 5H). Circulation 
was restored by removal of alt clamps and ligatures. A vig¬ 
orous pulsation w.as palpated in the vertebral artery, and 
a subclavian vertebral arteriogram performed after the op¬ 
eration revealed a normal lumen in this artery (fig. 6). 

Tlie patient became fully conscious about 30 minutes after 
completion of the operation and 48 hours later was able to 
read a newspaper better than at tlie time of admission to the 
hospital. Examination by gross confrontation tests at this 
lime showed considerable improvement in the lower quad¬ 
rant of the vi.sual defect. This improvement was continu¬ 
ous, and, at the time of discharge from tlie hospital 10 days 
after operation, the lower quadrant defect had cleared com¬ 
pletely and partial clearing was now present in the upper 
quadrant of the visu.al fields. Headache did not recur after 
operation. 



Fig. 3.—Diagr.-un showing anatomic landmarks considered 
in performance of subclavian vertebral arteriography. 


Comment 

Although tlie entire pathological process was not 
documented in this case, with use of the available 
exddence and certain assumptions based on the 
known pattern of atherosclerotic occlusive disease 
a reasonable explanation is apparent for the clinical 
picture presented in this case. In view of tlie fre¬ 
quent bilateral nature of the disease, it is suspected 
that the patient had had for some time partial 
occlusion of both vertebral arteries at their origin. 
With progressive diminution of blood flow to a 
critical level in the right vertebral arter>' result¬ 
ing from gradual severe reduction in luminal size 
by the atheromatous lesion, thrombosis occurred 
beyond the occlusion and extended up to the basilar 
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artery at the junction of tlic two vertebral arteries 
(fig. 4). Allbough ba.silar artery blood flow may 
ba\'e been reasonably normal beforehand, some re¬ 
duction occitrrcd at the time of thrombosis, because 
the left vertebral artery was also almost completely 
ob.structed. This sudden reduction in blood flow 
produced arterial insufficiency of the entire basilar 
.system, resulting in ischemia of the occipital visual 
cortev. Partial reco\'cry was possible through col¬ 
lateral blood (low and certain cerebral adjustments. 
Despite this temporary natural recovery, cventnuUy 
thrombosis of the remaining functioning vertebral 
m tery could be c.vpected in view of the progressive 
nature of this disease. The resulting total basilar 


The clinical significance of this case lies in tW 
demonstration of a localized lesion in die \'ertebral 
artery causing severe basilar artery insufficienev 
which was susceptible to both practical roentgeno- 
graphic diagnosis and direct surgical attack. The 
excellent results that may be obtained by this thera¬ 
peutic approach and the high incidence of vertebral 
artery obstruction in patients with cerebral arterial 
insufficiency emphasize the need for a more aggres¬ 
sive attack on the entire problem of cerebral ar¬ 
terial insufficiency. To achieve this objective, how¬ 
ever, several factors deserr^e wider appreciation. 
For one thing, it must be recognized that the ob¬ 
structive lesion causing strokes is located e\tra- 
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insufficiency in the distril)iition of tlic anterior and 
middle cerebral arteries. The frequent discrete and 
localired nature of the occlusive process in such 
patients has led to the application of reconstructive 
arterial techniques designed to restore normal cere¬ 
bral circulation. A large number of these patients 
ha\e norv been successfully treated with these 



Fig. 5.—Diagrams showing technique of operation: A, 
ccr\icothoracic incLsion, splitting sternum, was made, c\- 
posing, B, great vessels originating on aortic arcii, including 
subela\-ian artcr>’ in region of vertebral arter>’; C, longitud¬ 
inal incision was made in subclavian artcr)’ opposite origin 
of vertebral arters'; incision was retracted with fine silk su¬ 
tures, esposing, D, origin of vertebral artery from lumen 
of subdas-ian arttrs'; E, circular incision was made in intima 
of subclasian arters’ suirounding origin of vertebral artery, 
and, by development of proper plane of dissection, F, oc¬ 
cluding tissues were remosed, restoring, G, normal lumen to 
origin of sertcbral arter)’; H, circulation was restored by 
repair of subdasaan arterial wound with continuous fine 
silk suture and removal of clamps. 

techniques. The anatomic studies of Hutchinson 
and Yates ’’ in patients dying of cerebrovascular 
accidents showed that the vertebral arteries may 
be similarly involved in approximately 39% of cases. 
Tlie clinical significance of these findings is obvious, 
and tile extracranial location of these lesions sug¬ 
gests the possibility of direct surgical attack. 

Tliis report is concerned with a patient who was 
admitted to the hospital fiv'e days after tlie onset of 
basilar artery insufficiency manifested by visual and 
peripheral motor disturbances. Vertebral arteriogra¬ 
phy performed by the direct percutaneous injection 


of 20 cc. of a 50% solution of diatrizoate (Hiqiaque) 
sodium into tlie proximal subclavian artery re¬ 
vealed complete obstruction of the right vertebral 
artery and partial occlusion of the left vertebral 
artery'. Reasonably' normal basilar artery' blood flow 
was restored in tliis case by subclavian vertebral 
endarterectomy'. The ini'olved vessels were exposed 
tlirougli an extrapleural combined cerv'icotlioracic 
incision which split tlie sternum in the mid-line. 
After mobilization of the subclavian artery' and its 
brandies near the origin of tlie vertebral artery', 
temporary' occluding clamps were applied, A longi¬ 
tudinal incision was made in the subclaWan artery' 
opposite the origin of the vertebral artery'. A circu¬ 
lar incision was made in the intima of the sub¬ 
clavian artery surrounding tlio partially' obstructed 
mouth of die vertebral artery'. Tlie occluding mass 
was removed from the vertebral artery through the 
latter incision. Blood flow was restored by' repair of 
the arterial wounds. After operation, the patient 
had an uneventful recovery' which was associated 
with continuous improvement in his neurological 
deficits, indicating the feasibility of operation in 
patients with basilar arterial insuSiciency'. 



- -zJSk. ___ 

Fig. 6.—Subclarian vertebral arteriogram performed at 
end of operation, showing restoration of normal lumen in 
left \ ertebral artery. 

Addendum 

Since the preparation of this manuscript, basilar 
artery' circulation has been improved in another pa¬ 
tient- with vertebral artery' occlusion. This patients 


S14 




S Znw " reported here; how- 

after o,l:;r mfT'7 f" 4s 

irr-imc rm- ’ subclavian vertebral arterio- 

oti hoXhff vertebral artery 

nnl T cm nf'^ "" ffSmenta occlusion of the proxb 
W^s ro^Tn ff- ''crtebral artery. Circulation 

I as restored in In.s patient by use of a small Dacron 

In ij' ''*^ extending from tlie subclavian artery 
to the patent vertebral artery distal to tlie lesion. 

II Jilt t« part, by the U. S. Public 

lUalth Smnee ami tbo Houston Heart Association. 

References 

Ir . ■ Rakcy, M. E.; Morris, G. C., Jr.; Jordan, G. L., 

iv Tbrombo-obVilernlive 

imo’Ts. P’^auftics of Aortic Arch, J. A. M. A. I««:998- 
HX)3 (M.arc-h 1) 1958. (h) Eastcott, H. H. G.; Piclcering, 
v». \\.; and Uoh, C. G.; Ucconstniction of Internal Ca¬ 
rotid Artcrj' in Patient with Intermittent Attacks of Hemi- 


ouiyatUSSJb 


J.A.M.A., Oct. 4 , 195S 

plegia, Lancet 2;994-996 fNov 131 lOn^ /it-, 
and Rob, C.: Relief of Neurdoia! EdwardsC. 

by Reconstruction of Stennspr)^ In, Vinptoms and Siijns 

Tnedman,_ L J.: Pulseless Disease and CaSd Artm 

25^8^90 >■ 

in J af! f E’encephalograpbie arterfelle, son import- 

rol. 2:72-9oJjdyr 

1927. 

’ S' I.; Visualization of Cham- 

bers of Heart, Pulmonary Circulation, and Great Blood Ves- 

(Jan ) 1939 ' Method, Am. J, Roentgenol. 410-17 

4 Hutchinson. E. C.,-and Yates, P. O.: Cervical Portion 
Clinico-pathological Study, Brain 79 :- 
319-331 (June) 1956, 


CLINICAL NOTES 


EFFICIENT HANDLING OF POISONING EMERGENCIES 

T, George Bidder, M.D. 
and 

Irving Sunshine, Ph.D., Cleveland 


Recently the Committee on Toxicology of tlie 
American Medical Association published an excel¬ 
lent report on how the general public should han¬ 
dle a poisoning emergency.' Fortunately, many of 
tlicse emergencies involve relatively small amounts 
of innocuous materials. Occasionally, however, a 
potentially toxic substance is ingested and prompt 
medical care is essential. All too frequently this 
problem has to be treated in hospital emergency 
rooms by a group of professional people who are 
occupied in treating many emergency situations of 
a diverse nature. This report presents information 
on how one hospital made all the necessary special 
material for treating poisoning emergencies easily 
available to the emergency room staff. 


The Poison Antidote Cart 


A movable locked cart (see figure) was designed 
to contain all the nece.ssary therapeutic agents. The 
table lists all the drugs, apparatus, and books that 
are routinely kept in the cart. These uooks are 
excellent reference textbooks that can help solve 
many of the questions that usually arise in a poison¬ 
ing situation with re.spect to either therapy or the 
chemical composition of household products. 


From the Department of PJi.-irmacoIoRy, Western 
School of Medicine (Dr. Bidder), and the Cnynhoga Counts Coroner 
Office (Dr. Sunshine). 


This poison antidote cart has been in constant use 
for several years. Because all the drugs and equip¬ 
ment necessary for tlie symptomatic treatment of 
poisoning emergencies are assembled and readily 
available, these situations can be handled witli 
promptness and dispatch. There is no need for 
orderlies and nurses scurrying for unusual but vital 
drugs and equipment. All necessary measures can 
be initiated promptly. 


Protocol for Handling the Emergency 


Recently the problem of efficiently handling 
poisoning problems in the hospital emergency room 
was discussed by a group of local physicians called 
together for that purpose by the Cleveland Acad¬ 
emy of Medicine Poison Information Center. In 
addition to recommending that the fully equipped 
poison antidote cart be added to their local hospital 
emergency room s facilities, they suggested tlie fol¬ 
lowing protocol to guide house officers in the proper 
handling of an emergency due to chem'ical po^sva- 


ing: 


1. Treat patient symptomatically and obtain his- 
:ory concomitantly. 

2. Contact private physician of tlie patient. 

3. Obtain history of name 

poison, amount ingested, time of mgestion, , 
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first-aid troahncnt given (including drug therapy); 
liave family bring in original container if possible. 

4. Emesis should be induced (if not more than 
four hours have elapsed since ingestion) except in 
cases of poisoning with acids, alkalies, and volatile 
hydrocarbons (such as kerosene) and in the un¬ 
conscious patient. 

Emesis is induced xs’itb the patient lying flat on 
his abdomen with the bead end of the body in¬ 
clined downward. Ipecac smip, 1 teaspoonful to 1 
tablespoonful, is given every 15 minutes. Aiiomor- 
phinc hydrochloride, 5 mg. (adult dose) is given 
subcutaneoush' only once. This agent is potent but 
dangerous; do not use in patients with central 
nerr’ous system depression or in those likely to be¬ 
come depressed from the poison ingested. 

A gloved finger is rubbed back and fortlr in 
orophaiA-nx. Tins is an effective, rapid, and simple 
procedure. Don’t get bitten—put a mouth gag in 
the side of the xiatient’s mouth so that his jaws 
cannot be closed. 



Movable, locked, poison antidote cart designed to contain 
all necessary therapeutic agents for handling poisoning 
emergencies. 


Less useful ways of inducing emesis include the 
use of salt water (3 teaspoonfuls of table salt to a 
glass of warm water) and mustard water (1 tea^ 
spoonful of mustard powder to a glass of warm 
water). 


5. Since the efficacy of gastric lavage is debata¬ 
ble, emesis is preferable. If lavage is elected, have 
the patient lie flat witli his head to the side. Use 
repeated small amounts of fluid up to a total of 
500 to 1,000 cc. The use of a large stomach tube is 


Books and Equipment on Poison Antidote Cart 


imCGS 

Paronleral nre'‘'«or «Kent« 
Amphetamine 
Mephentermlnc (Wyamine) 
'•utfate 

Le\ artcrenol (Levophed) 
Mtartrflte 

Parenteral analeptic* 

Caffeine and sodium t»cnroate 
Pentylenetetrazol (Metrazol) 
PIcrotoTln 

Bemecrldc (SIcRlmlde) 
Nalorphine (N'alllnc) hydrochlo¬ 
ride ((or parenteral use) 
t'hclatlnK apents 
Dimcrcuprol (BAL) (for par¬ 
enteral use) 

Edathamll calcium-dl«odluin 
(Versene) 

EAaWi'BTfitt 
ophthalmic solution 
“rnher^al antidote'* (activated 
charcoal, 2 parts, tannic acid, 
2 part*, and magTiesium oxide, 
1 part) 

Cyanide kit 
Amyl nitrite 
Sodium nitrite 
Sodium thiosulfate 
Oxldlzlnp acent 
Potassium permant’anate 
(1:10,000, with directions (or 
preparing) 

Atropine <ulfatc. 0 5-mg. do«e« 
(or Intravenous administra¬ 
tion 

Acetic acid, l^p 

Aluminum hydroxide prepara¬ 
tion 

Sedathe* 

Thiopental sodium (sodium 
Pcntothnl) for intravenous 
use 

CholjDC«terase deinblidtops 
Pyndme 2-Bldoxlrae metbl- 
odide (PAil) 

MTERATURE 

Directions (or usage of each 
piece o( equipment (posted on 
lid of cart) 

LIST OF CONSULTANTS 

^ame^ and telephone numbers 
fpo-ted on lid of cart) 


EQUIPMENT 
2 nihber aprons 
2 adult stomach tubes 
I^vln tube, no. IG, 14, and 12 
2 50-cc. syringes with adaptors 
2 enamel pitchers with marked 
graduations, 500-2,000 cc. 

1 bucket, large 

2 large emesis basins 

2 small specimen bottles with 
tops 

Mineral oil and lubricating jeHy 

1 round compress basin (for ice 
pan) 

Rubber glove*, special 

2 wooden mouth gags 
Metal mouth gags, small 
Toumif^uets 

File for ampuls 
2 SO-cc. syringes 
Sterile Intravenou* needles, 

20 by llA In * 

Sterile hypodermic needles, 

24 by ^ in.* 

Sterile hypodermic syringe*, 
2oc.* 

Sterile hypodennic syringe*. 
occ.* 

Plastic drinking glass 
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* Thl" equipment should be obtained from rotating sterile ho*pital 
*upplie* By thi* procedure «terile syringe* and needles are always 
a\ adable for immediate u'e 


recommended. Do not lavage if ingestion oqcmxed 
more than four hours previous to tire time of treat¬ 
ment or if acid or alkali poisoning is suspected. 
Saline solution is recommended for lavage. 

6 . Save vomitus and/or lavage (and urine speci¬ 
men if it can possibly be obtained) for future ex¬ 
amination. 

I. Consultants are available for help in their 
specialty fields. The consultants, their specialties, 
and their phone numbers appear on a separate 
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page which I's posted on the antidote cart. If prob¬ 
lems arise, tlic intern calls tlie resident, who in turn 
may call the poison control officer. If the poison 
control officer is not available, the resident may call 
the poison control center or consultant. 

S. Admit all patients widi questionable cases, 
particularly those wth salicylate poisoning (such 
as aspirin or wintergreen oil), to the hospital. 


J.A.M.A., Oct, 4,195S 

The above suggestions are presented to illustrate 
how one community has begun to attack the prob- 
lem of accidental poisoning, 

2085 Adelbert Rd. (6) (Dr. Sunsiiine). 

References 

1. Recommendations of Committee on Toxicology on 
First-Aid Measures for Poisoning, report to the Council on 
Drugs, J.A.M.A. 165:686-687 (Oct. 12) 1957. 
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THE PROBLEM OF PROLONGED AND RECURRENT INDUSTRIAL 

DERMATITIS 


This is the thud in a scries of reports prepared hij the Committee on Occupoftonal Derma¬ 
toses o{ the Council on Industrial Health, American Medical Association. 

B. Dixon Holland, M.D., Secretary. 


Contact dermatitis occuns more frequently than 
any otlier disease arising from employment. A wide 
varietv of causes can produce occupational derma¬ 
toses. hut primarx' irritant and sensitizing chemicals 
are responsible for tiic majorit)' of the cases. As a 
general nilc, the diagnosis of a contact dermatitis 
can be made by carefully obserx'ing tlie type of 
lesions present and the areas of involvement. 'Hre 
cause can usualb' bo found by taking a detailed 
history, with special attention being paid to the 
time of onset, and the substances to which the indi¬ 
vidual has been exposed both at work and else¬ 
where, and bv properly performing such tests 
including the patch test, as may be necessary. A 
dose observation of the course of die disease is no 
less important. Cure or alleviation 
complisbed bv eliminating contact with the irritant 
or scnsilmngsubstance it possible by “ 

ibetmv tbe use of protective clotbmg. by job 
Se’anl somoHmk by U.e discontmuance o£ 
worlf tor varying periods. These measmes, if ade- 

: "telv carSa mil result in thocleariug up o£*e 

jenna'mis in *0 maierity ot do 

lioivover, a Kn Lidition, 

not recover promptly- Incleca, nroloneed 

i„,,tead of eleariug up, " i™ S 

course or recurs repeatedly. Such ‘ .| 

becomes a source of in- 

attending pliysician and 'and 

surance carrier, compensation comtmssmi, 

fa'mily physician. — 

Monica, Caw., jaiw* ‘J 
Hay O. Noojin, Bimnnunnw, Aia. 


The high incidence of occupational skin disease 
constitutes a source of economic loss to the affected 
workers in the form of interrupted wages, to the 
company through decreased production and higher 
insurance rates, and to the community tliiougli in¬ 
creased costs which must be added to the price of 
goods. Those cases of occupational skin disease 
which require prolonged treatment because of fail¬ 
ure to get well add to the above problem of cost. 
The Committee on Occupational Dermatoses, there¬ 
fore, is of tlie opinion that a better understanding 
on the part of physicians as to die reasons for pro¬ 
longed or recurrent occupational dermatoses will 
' resrilt in economic benefits to the xvorker and to 
the communit>L The puipose of Pf “ 
emphasize the chief reasons responsible for failure 
to Ling about a cure in some patients suspected 
of having occupational dermatoses. ^ 

are outlined and discussed below m the order 

their importance. 

Incorrect Dermatological Diagnosis 
Occupational dermatitis f t 

the areas most common y p sites of 

in die plant, they are several other 

first involvement.^ Howev , the hands 

skin diseases which ^.jjgse diseases is 

and forearms, and w e diagnosis, even 

,,«e„t it cau --: Nummular ecae... 

among experts. j^rmatitis' dyshidrosis, snpen 

infectious ecz ematmd dermatitis, and psoriasis 
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It is obvious tluit, when the diagnosis is incorrect, 
treatment of the type employed to control occupa' 
tional denuatitis will be ineffective. 

In establishing a diagnosis of contact dermatitis 
caused by the working ensnronment, a carefully de¬ 
tailed histoiy is most important. It should include 
a complete description of the worker’s job; all sub¬ 
stances to which be has been e.xposcd, directly or 
indirectly: the site of onset of the dermatitis; tlie 
course or spread of the condition; the time of its 
appe.arance; any therapy that has been employed; 
and all agents used to cleanse his skin. Tlie histoiy- 
must also include any existing exposure to allergens 
or irritants outside of working hours. 

In correlating the histoiy-, the time of onset should 
be consistent with the time of exposure to the sus¬ 
pected irritant or allergen. For example, a derma¬ 
titis generally appears 24 to 72 hours after the last 
exposure to the causative substance. The areas of 
skin invob’cment should be reasonably consistent 
widi the t\-pe of e.xposure to the suspected sub¬ 
stance. For example, if a worker degreasing parts 
develops an eruption from contact with a solvent, 
one would expect the hands and forearms to erupt 
first, tliough other lesions may occur from splashes 
of tlie solvent on other areas of exposed skin or on 
the clothing. On the other hand, if a worker is 
ex-posed to an airborne allergen or irritant, one 
would expect the face, neck, and other areas not 
covered by clothing to break out first. Occasionally, 
the time and site of onset of the dermatitis may be 
c-onsistent with the time and principal areas of ex¬ 
posure to the suspected substance, yet the individ¬ 
ual may not have an occupational dermatitis. For 
this reason attention must be paid to details of 
e.xposure to irritants or allergens outside working 
hours, as previously mentioned. 

^^^len tlie histoiy- and physical findings lead one 
to suspect an allergic contact dermatitis, proper 
patch testing can be done with the suspected sensi¬ 
tizers encountered at work and elsewhere. Fre¬ 
quently, the patch test will render valuable diag¬ 
nostic aid in detecting tlie causative agent in 
allergic contact dermatoses, but the test must be 
performed correctly, w-ith the proper dilutions of 
chemicals borne in mind so as to avoid the use of a 
primary irritant. A positive reaction to the patch 
test is not conclusive proof that the individual has 
an occupational dermatitis, nor does a negative 
reaction to the test prove that the individual does 
not have an occupational dermatitis. A careful in¬ 
terpretation of the patch test is mandatory lest the 
procedure become a substitute for a clinical diag¬ 
nosis. It must be emphasized that patch tests are 
not without potential harm, for any patient is apt 


to have an acute flare-up from the application of the 
patch test and this can prolong tlie dermatitis. Tlie 
proper role of the patch test in diagnosing contact 
dermatitis of allergic nature has been outlined in 
detail in a prex-ious publication by this Committee.' 

Finally, to confirm a diagnosis of occupational 
dermatitis, it is often necessarx- to observe die 
effects of work stoppage and reexposures on the 
course of the disease. 

Failure to Establish Cause 

A diagnosis of contact dermatitis may be con¬ 
sidered, but discovering the cause of the derma- 
tih's may prove difficult. 44dien an employee does 
the same work daily, it is easy to obtain a complete 
history- of his job contactants. Some workers, how¬ 
ever, go from job to job and give a confusing his¬ 
toiy' of industrial exposure just before or at tlie 
time of onset of the dermatitis. For example, main¬ 
tenance men who work throughout the entire plant 
are subject to multiple exposures. In such cases, 
the cause may not be found readilx-, and the worker, 
being kept at his job, may thus be e.xposed to the 
same substance causing the rash w-ithout the cause 
being know-n either to the doctor or to the patient. 

Failure to Eliminate Cause After Correct Discoveiy 
and Diagnosis 

Correct diagnosis and discover}- of the cause 
with failure to eliminate the cause completely 
is a frequent cause of recurrence of occupa¬ 
tional dermatitis or its failure to heal completely. 
There are many underlying factors in this problem, 
but poor coordination between some medical de¬ 
partments and the production personnel is an out¬ 
standing one. For example, a xvorker is told tire 
cause of his dermah’tis and advised to have his job 
assignment so changed that he no longer contacts 
the offending allergen or irritant. However, after 
his skin heals he is put back on the job by the 
supen-isory personnel, n-ith a resultant recurrence 
of the dermatitis. An equally difficult situation 
occurs when workers xx-ith industrial dermatoses 
are reluctant to give up skilled jobs for ones that 
pay less and, consequently, continue xvorking xx-itli 
hazardous materials in spite of medical adx-ice. A 
complete change of job in the same department 
sometimes fails because the air, tools, xvork benches, 
and even doorknobs contacted daily may be con¬ 
taminated xx-ith the chemicals responsible for the 
dermatitis. 

Sometimes xvorkers completely change their 
occupation, obtain a nexv job in a different industry, 
and still suffer recurrent dermatitis. This can hap¬ 
pen xvhen they contact the same allergen or irri¬ 
tant in several different industries. It may also 
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happen when the)^ arc exposed to apparently dif- 
cicnt but chemically related substances. On occa¬ 
sion, the individual may be exposed to the same 
irritant or allergen at work and away from work* 
indeed, with some common allergens it is almost 
impossible to eliminate completely the substances 
from an individual’s environment. It must be re¬ 
membered that some workers develop a degi-ee 
of tolerance to their exposures at work and can be 
treated for their dermatitis and be kept at work, 
icmaining on the job witlioiit a recurrence of their 
dermatitis. Such workers may work for many years 
without a reappearance of their eruption. In some 
instances the causative agent cannot be eliminated 
completely, but, by reducing the degree of ex¬ 
posure, dermatitis can be controlled. 

Tliough dc.signcd for preventing contact witli irri¬ 
tants and sensitizers, gloves and clothing fail to 
proWdc complete protection when tliey become so 
contaminated with the allergen or irritant that they 
constitute a direct source for contact. In like man¬ 
ner. protective ointments create a false sense of 
security and fail to protect wlien they are unsuitable 
for the job or improperly used. 

Improper Medication 

The use of improper medication in the treatment 
of occupational dermatitis or injur>' is probably the 
most common cause of prolongation of the eruption. 

Althougli a course of proper treatment may have 
been instituted by the attending physician, the 
patient may become dissatisfied wadi die slow im¬ 
provement of his condition and may then e.xperiment 
witli home remedies w'hicli often cause an exacerba¬ 
tion, retard healing, or superimpose a new contact 
dermatitis. Tlie attending physician can do much to 
prevent this b>' e.xplaining the course of the disease, 
its nature, and w^hat treatment should accomplish. 

It is important that only bland, nonirritating, and 
nonsensitizing preparations be prescribed in die 
treatment. Physicians must continually bear in mind 
that the successful treatment of these diseases is 
much more dependent on eliciting an accurate work 
history and detecting the causative agent than on 
the ciioice of the topical remedy. 

Local thcnipy for occupntionnl derinatitis, like 
that for contact dermatitis, is governed by die 
type of lesion present. Acute erythematous, edema¬ 
tous lesions, with or without vesicles, usually re¬ 
quire soothing wet compresses. The use of lotions, 
liniments, bland ointments, or other preparations 
which relieve the symptoms will generally depend 
on the nature and severity of the eruptions, along 
vith die degree of involvement. Similarly, die use 
. strong applications containing mercury, sulfur. 
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or tar for acute contact dermatitis often results in 
exacerliation and prolongation of the condition 

Gated. They do not cure the dermatitis but only 
mask It so long as used, and die eruption then 
reappears- as soon as they are stopped. The use of 
mese substances, then, can prolong an occupational 
dermatitis. 

Development of Secondary Infections, Nummular 
Eczema, or Dyshidrosis 

An occupational dermatitis causes disruption of 
the protective outer layers of the skin and so dis¬ 
turbs die natural barriers to infection that the skin 
is prone to develop superimposed infections. Com¬ 
mon complications, such as folliculitis, furunculosis, 
cellulitis, and lymphangitis, are readily diagnosed 
and generally respond quickly to treatment. Con¬ 
versely, superimposed infectious eczematoid derma¬ 
titis and nummular eczema are less easily recognized 
and treated. Failure to recognize this complication 
may be a reason diat the skin eruption does not 
clear. The presence of an undermined, active, 
spreading border is suggestive of infectious eczema¬ 
toid dermatitis, while circumscribed, patchy, vesic¬ 
ular, crusted areas suggest nummular eczema. 
When these complications exist, bland therapy, 
usually effective in uncomplicated dermatitis, fails 
to achieve satisfactory therapeutic results. Though 
antibiotics are sometimes of value, they may also 
reactivate or cause directly vesicular eruptions in 
tlie hands of those who are recovering from such, 
and so can aggravate these eruptions. 

Anotlier complication which may accompany oc¬ 
cupational dermatitis is dyshidrotic eczema. The 
exact reason for this complication is not clear, but 
it is tlieoretically possible diat die edema of the 
skin, resulting from the dermatitis, causes blocking 
of die eccrine sweat gland orifices, resulting in the 
formation of intraepidermic sweat vesicles. 

Poor Facilities and Improper Cleansing Agents 

The longer an irritant remains on the skin, the 
greater the possibility of its causing dermatitis. A 
sufficient number of proper cleansing facilities 
(showers and wash stands) with an adequate sup¬ 
ply of hot and cold running water, so that workers 
may easily cleanse and remove irritants and alle^ 
gens from dieir skin during and after finishing their 
work, will tend to reduce the incidence of industna» 
dermatitis. This is most important among worker 
who are exposed to primary irritants. 

Tlie habitual use of poor grade alkaline soap and 
organic fat solvents, e. g., naphtha, kerosene, and 
gailine for deansing the hands, freqnenUy ca.» 
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dermatitis among workers. Tlicsc agents remove the 
natural oil barrier and in this way make the skin 
more Milncrablc to the action of irritants. Persons 
who have had occupational dermatitis due to irri¬ 
tants or allergens arc prone to exhibit exacerbation 
from the use of such strong agents for cleansing tlie 
skin. Suitable bland cleansers in the form of sul- 
fonated oils and sulfonated alcohols, as well as good- 
qualih' conventional soaps, are available as indus¬ 
trial cleansers. 

Placing of Dermatitis-Prone Individuals on 
Hazardous New Jobs 

Some skins arc more easily affected b\’ primars' 
irritants, while others arc more prone to dc\-elop 
cutaneous allergies. Tliercfore, when an individual 
has rccox’ered from a ses'ere occupational derma¬ 
titis or gi\’es a historj’ of recurrent contact derma¬ 
titis from occupational or nonoccupational cause, it 
is un\dse to place him on a new job where he will 
contact irritant or allergenic chemicals. Plant physi¬ 
cians aware of this are sometimes reluctant to hire 
a person who has a historx’ of having had a previous 
industrial dermatitis. These individuals should not 
be denied emplosinent, but efforts should be made 
by the attending physician and super\'isor>’ person¬ 
nel to place them on fobs where contact with irri¬ 
tants or allergens is minimal and well controlled. 

Cross-Sensitivity 

It is knouTi that cross-sensitivity (e.xposure to 
different organic chemicals having similar radicals 
in tlieir molecular structure) can occur to pro¬ 
caine, pontocaine, butesin, etliyl aminobenzoate, 
sulfonamide, p-aminobenzoic acid, aminosalicylic 
acid, azo dye, and paraphenylene diamines, all of 
which have a similar amino group in the para posi¬ 
tion of the benzene ring. Not only substances wtli 
similar chemical groups but substances capable of 
being reduced on the skin to some common chem¬ 
ical group can thus cause a cross-sensitization which 
eventuates in prolonged or recurrent dermatitis. 
Accordingly, an individual may develop a dermatitis 
as a result of exposure to one substance in the plant 
and suffer a recurrence as a result of contact until a 
structurally related chemical, either on a new job or 
in nonoccupational pursuits. This may be a more 
important cause of prolonged or recurrent derma¬ 
titis than our existing knowledge would indicate. 
Furtlier study on cross reaction may demonstrate a 
relationship in the form of a common denominator 
between many supposedly different organic chem¬ 
icals and thus explain puzzling recurrent derma¬ 
titis. 


Development of Multiple Reactivities 

On rare occasions, an individual develops an 
occupational dermatitis and then seemingly breaks 
out after contact with a number of apparently im- 
related substances. The cause of this phenomenon 
is not known, but, when dermatitis persists in spite 
of the patient’s being away from contact uath the 
specific allergen or irritant, one must consider in 
his case tliat either nonspecific contactants or cross¬ 
reacting allergens might be prolonging the derma¬ 
titis. 

Malingering 

Wdien jobs are easy to find and wages are high, 
malingering is not common because most employ¬ 
ees are not satisfied m'th die relatii'cly small 
amounts paid by workmens compensation for time 
lost because of industrial disease. However, when 
jobs are difficult to find, an occupational skin dis¬ 
ease may offer a temptation to some indisuduals to 
prolong tlie condition. Sometimes an indmdual who 
kmows the cause of his dermatitis may reproduce it 
at will by e.xposing himself to the causative sub¬ 
stance. Older workers, or tliose with nonoccupa¬ 
tional physical impairment which prevents their 
obtaining new jobs in a new plant, may find it 
economically advantageous to remain on com¬ 
pensation. Further, industry' is sometimes reluc¬ 
tant to hire those who have a history of occu¬ 
pational dermatitis, because of tlie probabiliU' of 
exacerbations or recurrence of the old derma¬ 
titis on a new job. This can constitute a cause for 
malingering. 

It is difficult to determine how much of a part 
malingering plays in tlie recurrence or prolongation 
of industrial disease; though frequently suspected, 
it is difficult to prove. Rehabih'tation and proper 
job placement, along •nfith better compensation laws, 
should do much to prei’ent malingering. 

Miscellaneous 

There are other factors pecuh'ar to each case 
which undoubtedly affect the recoverj' of the pa-- 
tient, namely, an active focus of infection elsewhere, 
active fungus infection of the feet, worrx' about 
various economic and domestic problems, and in¬ 
terference v-itli the attending physician by adjustors 
or other physicians. Patients vuth an atopic back¬ 
ground or'a constitutional skin disease, such as 
psoriasis, make treatment and recovery of the oc¬ 
cupational dermatitis a difficult problem. The con¬ 
scientious attending physician recognizes these 
problems and eliminates them when possible, but 
often some of them are beyond his control. 
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Siinunavy ami Conclusions 

Most cases of occupational dermatitis are easily 
managed b)' proper diagnosis and appropriate 
treatment, but in some cases the deimatitis recurs 
repeatedly or fails to heal after conventional ther¬ 
apy. The reasons for this, in the opinion of the Com¬ 
mittee on Occupational Dermatoses, are (1) incor¬ 
rect dermatological diagnosis, (2) failure to recognize 
the cause, (3) failure to eliminate the cavtse when 
recognized, (•!) improper treatment, (5) failure to 
recognize secondary infections, (6) lack of personal 
cleanliness hy the worker hocansc of poor cleansing 
facilities and cleansing agents, (7) placement of 
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derrnatitis-prone individuals on potentially hazard- - 
ous jobs, (8) development of cross-sensitivity, (9) 
development of multiple reactivities, (10) malinger¬ 
ing, and such other factors as active focus of in¬ 
fection, presence of fungus disease, and presence of 
constitutional skin disease. 
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SYMPOSIUM ON FACTORS INVOLVED IN FORMATION AND 

DISEASES OF BONE 

A .snmpo.siiini, “Factons Invoked in Formation and Diseases of Bone" toil] he held in Modi- 
.soil, Wis., Ocl. 1C>, 195S. This stjmposittm will he sponsored hy the Council on Foods and Flu- 
trition with the cooperation of the Medical School University of Wisconsin; Dane Coimhj 
Medical Society: and Charitable, Educational and Scientific Foundation of the State Medical 
Society of Wisconsin. This program will be hekl in the auditorium (Room 230) of 
Mcmdria InstiHitc.s, University of Wisconsin. The meeting will he open to all mteiested pei- 
2 Z there Jl he m regiZetloe fee. The foHo^ng program tm been ermnged b,j 
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authorization of the. Council 
Morning Session 

rioni'-lUTOR , rxr V • 

Dr. j. Z. bowFRS, Dean, School of Medicine, 
University of Wisconsin 
<S:30 a. m.; Registration 

9:13 a. in.: Welcome , 

Dr. C. a. Ecvkiijem, President, Unn^ersity oi 

Wisconsin , - n 

9:30 a.m.: Historical Backgroinulof^S'iiomm D 

Dn. H. T. ScoiT, Director of Biological Lao- 
oratoiw, V^isconsin Alumni Research Foim- 
dation ^ 

a m.i Mode of Action of Vitamin D 
Du H F De Lu&\, Instructor, Department 
"" of Lehennstry, University of Wisconsin 
10:20 a. m.: Clinical Jndicaiions for Use of^ itmnm 

Dm a’vf S^^T^, Instructor, 

Pediatrics, School of Medicine, Univeisit) 

11:00 a. tZ'FnclZZnfuencine Tooth Formation 

n? D. AnMsmoNG, Chairm.iii, Depart- 
ment of Physiological Chemistry, Univei- 
sity of Minnesota 

11:45 a. m.: Questions and Discussion 


Philip L. White, Sc.D., Secretary. 

Afternoon Session 

MODER^TOR ' f 

Dr. R. N. Allin, Assistant Clinical Professor 
of Medicine, School of Medicine, Univer¬ 
sity of Wisconsin 

2:00 p. m.: Clinical Considerations in Bone t'cr- 
mation and Repair 

Dr. D. M. Angevine, Chairman, Deparhnent 
of Pathology, School of Medicine, Umver: 
sity of Wisconsin; Dr. L. W. Paul, Chair¬ 
man, Department of Radiolog}', School of 
Medicine, University of Wisconsin 
•■>•50 p m.: Lathyrism and Bone Disen^ 

Dr L V. PoNSETi, Associate Professor of 
Orthopedic Surgery, School of Medicine, 
State University of Iowa 

rrMW,P«fa-ofBio« 

3:40 

Utilization in Human . p. S- 

Dr. Willard Libby, Commissioner, 

Atomic Energy Commission 
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GRADUATE MEDICAL EDUCATION IN THE UNITED STATES 

annual REPORT AND DIRECTORY OF AFPROA'ED INTERNSHIPS AND RESIDENCIES LN THE UNITED STATES; 
AND THE REQUIREMENTS OF EXAMINING BOARDS IN THE MEDICAL SPECULTEES. PREPAID BY THE 
COUNCIL ON MEDICAL EDUCATION AND HOSPITALS OF THE AMERICAN MEDICAL ASSOCLATION 

Arthur N. Springall, M.D., John Hinman, M.D., and Willard V. Thompson, jM.D. 


ANNUAL REPORT 

The 32nd Annual Report on Internships and 
Residencies is submitted herewith, consisting of 
detailed information and statistical data on all in¬ 
tern and residence’ programs approved by the 
Council. Its priman,’ purpose is to provide this 
information for recent mediarl scliool graduates 
beginning their professional careers and desiring 
to undertake graduate medical education and train¬ 
ing. According to the present polic\' of the Coun¬ 
cil, approval is limited to programs in hospitals 
located in the continental United States, the Canal 
Zone, Hawaii, and Puerto Rico. 

The report is based on detailed information fur¬ 
nished by each appro\'cd hospital. The data in the 
tables represent the intern and residency situation 
on Sept. 1,1957. In many instances, these data var\' 
from the stab'stics published in the Director^' of 
Approved Internships and Residencies, as the latter 
refer to the inteniship and residency appointments 
beginning July 1, 1959. 

Detailed e.xplanations and interpretations are 
given on published statisHcal tables regarding in¬ 
ternships and residencies; the function and results 
of the National Intern Matching Program are in¬ 
cluded and also information concerning tlie several 
intern and residency resdew committees. 

Following the statistical report and interpreta¬ 
tions is the Director)' of Approved Internships and 
Residencies. In addition to tlie name and address 
of each hospital approved for internship, informa¬ 
tion is given concerning hospital control, number 
of beds, number of annual admissions, autopsy rate, 
length of internship, stipend, and number and t>'pes 
of internships offered. A list of Canadian intern¬ 
ships approved by the Canadian Medical Associa¬ 
tion is included. 

The residency section consists of information on 
residency programs in the various specialties in 
hospitals approved for training. Supplemental to 
the data presented, which are similar to information 
given in the internship section, the names of the 

Mn. Helen Neitzel and Mrs. Mildred Papak were responsible for 
much of the detail work in the preparation of the lists of approved in¬ 
ternships and residencies, and the staff of the IBM Sers'ice was respon- 
Jible for the statistical tabulations. 


chiefs of serv'ices are listed. The geographical list¬ 
ing by state and cirt' indicates tlie approved resi¬ 
dencies in specialties which are offered by each 
hospital. 

Tlie Council is grateful for tlie cooperation and 
assistance of the medical staffs and tlie administra¬ 
tors of hospitals listed. This report is made possible 
by their assistance in furnishing the data required. 

The follouing organizations collaborated nuth 
the Council in approving residency programs: 

Advisor>' Board for Medical Specialties 
American Academy of General Practice 
American Board of Anestliesiolog>- 
American Board of Dermatolog>’ 

American Board of Internal Medicine 
Sub.specialt>’ Board on Allergj- 
Subspecialty Board on Cardiovascular Disease 
Subspecialty Board on Gastroenterology 
Subspecialty Board on Pulmonary Diseases - 
American Board of Neurological Surgery’ 

American Bo.ird of Obstetrics and Gynecology 
American Board of Opbtlialmology 
American Board of Ortliopedic Surgery 
American Board of Otolaryngology 
American Board of Pathology 
American Board of Pediatrics 
Subspecialty Board on Allergy 
American Board of Physical Medicine and Rehabilitation 
American Board of Plastic Surgery 
American Board of Preventive Medicine 
American Board of Proctology 
American Board of Psychiatry and Neurology 
American Board of Radiology' 

American Board of Surgery 
Anrerican Board of Urology 
Board of Tlioracic Surgery 
American College of Physicians 
American College of Surgeons 

Tlie annual report is available to medical stu¬ 
dents, interns and residents, hospital administrators, 
medical educators, and other individuals and or¬ 
ganizations desiring information on graduate medi¬ 
cal education. The entire report is reprinted as the 
Directory of Approved Intemsliips and Residencies. 
Copies of this reprint may be obtained from the 
Council. 

INTERNSHIP 

During the past 10 years, there has been a grad¬ 
ual increase in the number of approved internships. 
Since 19o2, the number of hospitals offering ap- 
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proved intern - training programs has varied little 
more than 2% annually. Comparison of figures for 
the last 10 years may be made by reference to 
table 1, which indicates the number of hospitals 
offering approved internships and the number of 
positions offered. For the intern year 1957-1958, 

Tauu: i.-Approvvd Ilosiiitah and Internships, 1949-1958 

Mo. of Mo. of 
IloitpUii)'! IntcmsWp.s 

.. 807 0,124 

” TOO 0.308 

lom...................... 

jp-o . . Wn 11,487 

. Iifim 

lira. ’»'«24 

.. 

\„r. .■. 

. wi U.S9.-. 

iS;;::;:;:;;:::;:;::::::;::::.:.:. 

the number of liospitals offering intern training was 
867, an increase of 2% from the figure for tire pre¬ 
ceding year. Positions offered increased 3% to a 
total of’l2,323. Included in these statistics are fig¬ 
ures submitted by hospitals in territories and pos¬ 
sessions of the United States-one in the Canal Zone, 
four in Hawaii, and seven in Puerto Rico. 

The dispariri' between the number of approve 
inlern position^ .-rad Uie ™™i>cr of American medi¬ 
cal school groduates .available to fill them continues 
,o incrcasl ApproKimately 7,000 ^t^ents 
graduated from American medical schools m 1957 
as compared with 12,323 positions to be filled^ The 
discrepanev is about 5,000 internsliips which eithei 
r mataed 'vacant or svere filled by graduates o 
foreign medical schools. The average 
IS positions tor each hospital ms mcreased diir- 
ing the past 10 years from 11.3 to 14.-. 

Taiiui . .. d 

Mo. of Inte rnsliips 

V- Piucd Viicitnt Ver- 

* 1 sinilt 1 Sept.l, ccntaite 
Approved ^Y .,57 Filled 

Typeoflnten..-liip I'voiinnns i;p ,5 82 

HoliillnK sencrttl . ;.S « w 

. 1.951 82 

Totnis . 3 J 1.7S 

Mixed . r.2 92 

^Yntt-rniil medicine. .{SP .70 ^ 

Kuwery .. I'f fie, 

I'cdifttrlc.s . ng 37 ^9 _ 

P««io!oBy . "^7 - 

Totivlf ..Ttif 83 

1 o(|3» 10,198 

(jrnm! totuls . „„„rovcd Hospitals. 

of mtem tmlnUm prmtrams in SOi npi 

Internships, by Type of Service 

The following three typ» of 

proved by the Council: (1) p,aatlic, 

eludes training on tie me ^ „geOTg training 

' and obstetric services; (2) mixea, on 5 


in two or three of- the four major 'clinical senices; 
and (3) straight, which provides training on a sin¬ 
gle service, Altliough there is a numerical increase 
of 430 in intern positions, the relative distribution 
of these three types is approximately the same as 
for the preceding year—rotating internships S7.6rc, 
mixed internships 1.6%, ■ and straight internships 
10 . 8 %.' . 

Table 2 indicates ’the breakdosvn of internships 
according to type of service and shows the number 
and percentage of positions filled on Sept 1, 1957, 
for each type. There is,little variation in these sta¬ 
tistics from those of the previous year. The per- 


Tacle 3,-Nun\ber of Internships, by Type of Hospital 
Control 1957-1958 


Mo. of Internships 


Control 

FciIctbI 

Xo. of 
Approved 
Hospitals 

10 

^ Filled 
Sept. 1, 
1357 

223* 

Vacant 
Sept. 1, 
1957 

3 

Per- 

ecntarc 

Filled 

90 


14 

103 

0 

100 


1 

23 

1 

90 

U. S. Puhllc Health .Service 
Veterans Administration ... 

7 

C 

3 

84 

4S 

43 

0 

47 

6 

100 

50 

88 


41 

(514 

57 

W 

Governmental (nonfederal) 

31 

840 

127 

S7 


SO 

877 

125 



40 

1,327 

107 

59 

u ity ..... • • ’ 

17 

320 

63 

S2 


l&S 

8,304 

487 

87 

MonKovcrmnentnl 

316 

2,560 

749 

7" 

MoiU'roflt corporations .... 

, 308 

081 

3,014 

0,180 

811 

1,5(» 

5ft 

Froi'iictary 

1 

2 

0 

2i 

Corporations unrestricted 

as 

8 

38 

17 

09 


0 

40 

23 

03 


867 

10,198 

2,127 

83 

urtiim luiuia .. 

. includoB 00 positions assigned to the U. b. Air Force. 




-357. (. 1 -,- fable the majorit)’ 

Although not i«dmated m d 
of straight internships a ^ 

affiliated hospitals. 0 ^ ‘ get hospitals, 

1,093 approved number, 10,19S, 

uffering ” percentege (837;) «< 

or 83%, were filled.. Th® , f j 95 g and for 19»- 

positions filled was published for 
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Internships, by Tyi^c of Hospital Control 

Table 3 classifies internships according to tj’pe 
of hospital control. The largest group in this classi¬ 
fication is comprised of the nongovernmental hos¬ 
pitals, of which there arc 684, or TS.OTc. The gov¬ 
ernmental (nonfedcral) hospitals numbered 133 
(15.3rc); federal hospitals were 41 (4.7%); and 
the proprietar}- hospitals, the smallest group, in- 
eluded 9 (1%). 

The occupancy rate (as of Sept. 1, 1957) for 
tliese hospitals varied from a high of 92% in the 
case of the federal hosi)itals to a low of 637o for 
the propriePars' group. The rate for governmental 
(nonfederal) institutions was 87%, and that for 
the nongovernmental group was 80%. 


T.^ble -i.—Xurnher of lutcrnships, hy Medical School 
Affiliaiion and Bed Capacity, 1957-1958 

No. o( Intcm«hlp8 



No. o( 

ril|e,l 

Vacant 

Per* 


Atiprovctl 

Sept. 1, 

Scpl, 1, 

ccntnpc 

Ch«'‘lfication 

Ho«pUnl* 

ia*i7 

10*i7 

FIUc<l 

NoDafllllat<^! 

than IkkU .. 

. 


103 

61 

SXl-SM . 


1.7^1 

.W 

7C 

CfTMfrt .. 


240^ 

:>u 

60 

y>vover . 

. :.s 

l.iu 

13S 







Totals .. 


ri.TOTi 

1.3D5 

SO 

Major trachlntj 

than COO . 

10 

<2 

10 

61 

200-209 . 


ICO 

IG 

01 

. . 

. .'1 

010 

i:ii 

SO 

y»bo\er .. 


2,C^ 

JViG 

S3 






Total.. 


3,coo 


ss 

Minor teachlnc 

than SiO haU 


43 

o- 

Cl 

.. 


i.-Vi 

84 

CTt 

coo-iw . 


2S2 

.VI 

64 

o'Tkiver .. 


213 

ri 

60 






TolaU .. 


C33 

lOT 

78 




. - - ■ 

— 

Grantl total* . 


10,103 

2,127 

83 


Tlie largest numerical increase in tliis group of 
hospitals appeared in the nongovernmental group; 
there were 684 hospitals offering 7,740 positions as 
compared with 670 hospitals providing 7,393 in¬ 
ternships in 1956. 

In the individual federal services, the Navj' hos¬ 
pitals and Public Health Service hospitals reported 
all positions filled on Sept. 1, 1957; the Army 
showed 99% filled; the Veterans Administration 
hospitals were 50% filled. The figure of 223 posi¬ 
tions filled sho\vn by the Army includes 60 posi¬ 
tions occupied by members of the Air Force; this 
number is in addition to the 23 interns shown in 
the single Air Force hospital that is approved for 
intern training. 

The average number of interns on duty per hos¬ 
pital is 11.8 as compared wth 11.6 for the preced¬ 
ing year. Federal hospitals averaged 14.9 interns 
per hospital, governmental (nonfederal) 25.3, non- 


Tablu 5.—Number of Internships, hy Census Region and 
State, 1957-1958. 


No. ol Internships 



No. of 

Filled 

Vacant 

Per- 


Approved 

Sept. 1, 

Sept. 1, 

centage 

Census Reirlon and State 

Hospitals 

1937 

1937 

Filled 

New Kni^laod 

Connecticut . 

22 

2a'> 

12 

92. 

Maine . 

4 

19 

0 

63 

Ma«snchu«rtt'? . 

. 33 

370 

55 

77 

Now Hampshire . 

1 

14 


100 

Phodo Island . 

7 

u2 

10 

76 

Vermont ... 

2 

20 

1 

95 






Totals . 

. 74 

080 

93 

83 

Middle Atlantic 

Now .Irrscy . 

41 

427 

47 

90 

Now York ... 

107 

1,714 

133 

93 

Ponn^ylvnnia . 

78 

050 

2CS 

71 






TotnN . 

220 

2,791 

453 

86 

East North Central 

Illinois . 

. no 

730 

SO 

89 

Indiana . 

10 

SS 

9S 

42 

Mlchlixan 

V 

4S0 

124 

80 

Ohio .. 

W 

CoC 

133 

83 

AVI*conMn ... 

22 

102 

72 

09 






Totals . 

283 

2,116 

521 

80 

\Ve-»t North Central 

Iowa .. 

S 

72 

0 

92 

Kansas . 

. c 

SO 

11 

S3 

Minnecota . 

. 10 

1S9 

40 

82 

Missouri . 


314 

115 

73 

Nobraakn ... 

9 

30 

SO 

63 

North Dakota . 

. 4 

13 

9 

59 

South Dakota . 

. 3 

19 

a 

79 






Totals . 

. 72 

737 

216 

77 

South Atlantic 

Delawaro . 

3 

21 

13 

62 

District ol Columhla .. 

. 11 

221 

12 

93 

Florida . 

. ao 

192 

28 

87 

Georgia .. 

. 10 

141 

81 

64- 

31aryjaDd ... 

. 21 

277 

52 

84 

North Carolina .. 

13 

133 

64 

63 

South Carolina ... 

7 

DO 

13 

87 

Vin;ioIa . 

. 18 

203 

25 

69 

^Vcst Virginia .. 

10 

Cl 

19 

• 76 






Totals . 

. 114 

1,341 

307 

81 

En*l South Central 

Alabama . 

9 

81 

45 

64 

Kentucky . 

9 

87 

24 

79 

Mississippi . 

3 

23 

10 

69 

Tennessee . 

.. 13 

193 

46 

81 






Totals . 

36 

380 

131 

75 

West South Central 

Arkansas .. 

. 3 

36 

17 

68 

Louisiana . 

20 

240 

32 

95 

Oklahoma . 

7 

67 

27 

71 

Texas ... 

. 27 

374 

72 

84 






Totals . 

47 

717 

128 

85 

Mountain 

Arizona .. 

. 5 

39 

20 

66 

Colorado . 

12 

151 

11 

93 

Montana . 

o * 

6 

*) 

75 

New Mexico.. 

1 

8 

2 

80 

Utah ... 

. 7 

67 

19 

78 


— 




Totals . 

27 

271 

54 

83 

Pacific 

CflUfornia . 

ol 

742 

176 

81 

Oregon .. 

.. 7 

94 

6 

94 

Washington .. 

20 

166 

20 

89 






Totols . 

74 

1,002 

202 

83 

Territories and Possessions 

Canal Zone.. 

1 

15 


100 

Hawaii . 

4 

&4 

11 

85 

- Puerto Rico ... 

7 

78 

11 

83 






Totals ... 

12 

157 

22 

83 






Grand totals . 

. 867 

30,198 

2,127 

83 
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governmental 9.0, and proprietary hospitals 4.3, 

These figures do not vary appreciably from those 
for 1956. 

For the pa.s’t three years the number of intern 
positions filled has increased from 9,603 in 1955 
to 9,893 in 1956 to 10,198 in 1957. While this nu¬ 
merical increase is present, it slmuld be noted that 
the percentage of intern positions that has been 
filled each of these years has remained steady at 83%. 

Tahi.k e.-intermhij) Uospitah wtlh Highest Autopsy Rates, 

1957 






Oct 4,1955 

There are 140 major teaching hospitals concr 

oHered 4,333 mtem positions, of which 88® L( 
fil ed on Sept. 11957. .The 71 minor teaching h„" 
pi als instituted 8% of the total, and were 78® 

"ffiv ' T , group is comprised of the non- 

a&hated hospitals, which number 656 and makeup 
76% of-the total number. Of the 7,100 posiUons 
«U% were occupied on Sept. I, 1957. There has 
been an increase of 20 hospitals in this group since 
the preceding year. 


Fcticntl ' % 

1 . T.t’UPrmnii .\nn>' Ilosjiltnl, Snn Fruuclfco.93 

a. Kit7.«hm)n.>! Ariiiy iJo.'iMtnl, Denver.. o-> 


.1. Jlrooke Army Ilo.«itUnl, Fort Sniii Hoiisfon, .Sun Antonio, Tc.rn.c 91 


1. U. S. Army llosnltnl. Fort llctinlnir, Gn. 90 

r., U. S, Niivnl llospitnl, UvUiccda, Mtl. 90 

fi. Miiilliinn .\niiy Ho.-iiItnl, Fort l.civl,«, Tiiconm, Wnsh.90 

7. (?(ir>,'n“ no-nltfil, Anron, Ciiniil Zone.S9 

.‘s. r. .*<. Niiviil nosnltitl, .rneltfonvllle, Fla.S9 

!i. William llvniimont Army Hospital, K1 Paso, Texas. 69 

10. Walter Kcetl .Vriny Hospital, Wnslilnifton. D. C. 86 

U. U. Niiviil Hospital, Onkliinil, Ctiilf. 67 

12. Veteriiiiv Ailministrnttoii Hospital, Salt l.nfce r'tty. 87 

1.6. V. K. Naval Hospital, OrcnnsUle, CalH. 60 

11. F. s. Naval Ho.spital, Sun DIeco, Calif. 80 

I.'. V. .S. Naval Hospital, Great f.akes. III. 80 

10 . F. S. Pulillc Health Service Hospital, Nct\ Orleans..'..80 

17. F, Piilillc Health Service Hospital, llalthnore.60 

I.''. Valley Kortte Army Ho.t.pitaI, Phoenl.vvlllc, Pa. 8.7 

P.'. F. S, Puhlie Health Service Hospital, .'^cattle. S.'i 

20. F. .S. PtilOle Health Service Hos])ltnl, Iloston. 62 


Non federal 

1. Fhllilren's Orthoiicdlc Hitviiltal, .Seattle. 90 

2. Ak'iiaililla District Hospital, .Vtrtiadllla, P. R.91 

.6. Children's Hospital, lltilTalo. 93 

4. Children’s Hospital, f.os Anttelcs. SO 

.' 1 , Colorado General Hnsidtal, Denier.89 

0. tP)/versliy of Illinois Jfe.searrh and Kdiicatlon Hospitals, Chlcapo 89 

7, Fniverslty of California Hosidtal, I.os Amteles . 87 

8. University of Minnesota Hospitals, .Mlniieaiiolis.80 

y. University of California Hospitals (UerhertC. Mofllt 


Hospital), San Francisco. 

JO. Olorkner-Penrose Hospital, Colorado Sprlnj-s, Colo. 

11. Chlldrcii's Medical Center, .. 

12. PI, I.ohIs Children’s Uo.spitul, St. I.ouls. 

13. St. Peter's General Hospital, Netv Dninsivick, N. .1. 

H. -Mary Hitchcock .Jfcinoriai Hospital, Hanover, N. H.... 

J7. FI Paso General Hospital, El Paso, Texas. 

Ifi. .Mary Fletcher Ho.spltal, IlnrlinBlon, Vt. 

17. Milwatikee Chililren’f Hosjiltal, Mlhvnukcc. 

16. llosttm Floating Hospital, Boston. 

I. 0. DloiH'ett Memorial Hospital, Grand Rapids, Mich. 

29. Kviitiftan Uot-pllii), Evnn.'ton, HI.... 


8.7 

8.7 

84 

84 

84 

83 

83 

82 

81 

81 

60 

80 


Internships, by Medical School Affiliation and 
Bed Capacity 

In table 4, division of hospitals into three cate¬ 
gories is made, classification being based on the 
degree to which medical schools utilize these |ios- 
pitals for undergraduate medical education. A ma¬ 
jor teaching hospital” is considered by the medical 
school as a major unit in its undergraduate clinical 
clerkship program. A “minor teaching hospital in¬ 
dicates that the hospital is used to a limited extent 
for undergraduate training. Hospitals which are not 
designated by a medical school as partiapating in 
such a program are termed “nonaffiliated hospitals. 


On the basis of grouping by bed capacity, it is 
observed that the occupancy rate for hospitals of 
200 beds and under and for hospitals of 200-299 
beds is the same, 79%. Of the positions offered by 
hospitals having 300-499 beds, 83% were filled; and 
88% of the positions offered by hospitals of over 
500 beds were filled. As compared with similar 
statistics for 1956, there is an increase of 2% in the 
occupancy rate in the first three groups for 1951, 
and a decrease of 2% in hospitals having more than 
500 beds for the same period. 


Internships, by Census Region and States 


Distribution of internships by geograplrical loca¬ 
tion appears in table 5, witli numbers of positions 
filled and percentage occupancy given for each re¬ 
gion and individual state. 

Hospitals in United States territories and pos¬ 
sessions and those in the New England area showed 
the highest rate of occupancy, 88%, on Sept. 1,1957. 
The region having the lowest rate of occupancy 
was the East Soutli Central area with 757o, Indi¬ 
vidual states witli a rate of 90% or above were 
Canal Zone 100%>, New Hampshire 100%, District 
of Columbia 95%, Louisiana 95%, Vermont 95%, 
Oregon 94%>, Ne 7 v~Yovk 93%, Colorado 93%, Con¬ 
necticut 92%, Iowa 92%, and New Jersey 90%. 
States having the lowest rates were Indiana, North 
Dakota, and Mississippi. 

As has been noted in previous years, tlie Middle 
Atlantic states (New Jersey, New York, and Penn¬ 
sylvania) offer more than one-quarter of all ap¬ 
proved internships, and more than one-quarter of 
the interns serving on Sept. 1, 1957, were locate 
in these three states. 

There are still three states which do not oher 
approved intern training-Idaho, Nevada, an 
Wyoming. 

Autopsy Rates 


ible 6 is a listing of the 20 federal and 
ral hospitals having the highest autopsy rat 
be past year. These hospitals are to be com 
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mended for llicir high autopsy rates, as the rate 
is ainsidcrcd to indicate the interest of the staff 
in medical education and in the scientific progress 
of medicine. 

Thirteen of the 20 federal hospitals were listed 
last year, and 13 of the 20 noiifederal hospitals also 
were listed last \'ear. 

Hospitals offering approved intern training pro¬ 
grams which fall below the 25'r(' autopsy rate arc 
being encouraged to raise the rale, as a rate below 
this minimum figure may be the basis for with¬ 
drawal of approval. 

Internship Stipends 

study of the monthly stipends offered intenis 
indicates that there has been an appreciable in¬ 
crease during the last several years. In order for 
a comparison to be made of present and past sti¬ 
pends, the average monthly stipend for interns 
— sem'ngin both affiliated and nonaffiliated hospitals 
was calculated, the upper level of the stipend range 
being used in order to be consistent with the meth¬ 
od of calculation during previous years. 

For affiliated ho.spitaIs, the average eash stipend 
paid in 1934 was -$87; in 1955, 8121; in 1956, 8141; 
and for the year beginning July 1, 1957, 8155. These 
figures show an increase of $14 over the previous 
year. Nonaffiliated hospitals showed a similar in¬ 
crease—in 1954, 8136; in 1955, 8169; in 1936, 8177; 
and in 1957-5S, $197, an increase of 820 over the 
preceding year. 

The graph indicates the comparison of the sti¬ 
pend paid by the affiliated and the nonaffiliated 
hospitals. Cash stipend was furnished by all hos¬ 
pitals. This graph corresponds to the graph pub¬ 
lished for 1956-1957. Federal hospitals are not in¬ 
cluded in any of these stii^end calculations. 

In addition to the cash monthly stipend, 69% of 
the affiliated hospitals furnished fuff maintenance; 
20 % furnished partial maintenance; and 11% fur¬ 
nished no maintenance. In the nonaffiliated group, 
83% offered full maintenance; 14% offered partial 
maintenance; and 3% indicated that no mainte¬ 
nance was furnished. 

Tlie stipend paid by the nonaffiliated hospitals 
averaged $42 more than that given by the affiliated 
hospitals. The letters FM and PM, as used in the 
listings of internships, refer to “full maintenance” 
and “partial maintenance” respectively. 

National Intern Matching Program 

The National Intern Matching Program con¬ 
tinues to sers'e as the central clearing agency for 
hospitals seeking interns and for medical students 
desiring internships. For the past seven years, hos¬ 
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pitals approved for intern training by the Council 
on Medical Education and Hospitals and medical 
students seeking first year internships have used 
the NIMP as the official agency for intern pro¬ 
curement. The plan gives complete freedom of 
choice to both hospitals and students and has re¬ 
ceived continued support from both groups. 

Hospitals approved by the Council submit a Hos¬ 
pital Agreement to the program in w’lnch they 
agree to interview only students who participate in 
the program and to accept all interns matched to 
them. Students submit similar agreements, stating 
they will apply only to participating hospitals and 
will accept tlie Ijospital to wfiich tliey are matched. 
Hospitals and students make contact with each 
other by means of the NIMP director)'. Hospitals 



Monthly internship stipends, with federal hospitals ex- 
cludetl. Solid line' indicates nonaffiliated hospitals (627), 
daslied line, affiliated hospitals (199). Abscissa gives upper 
level of stipend range. 

receive a director)' of all participating students, and 
students receive a hospital director)' in which are 
listed all participating hospitals and the t)’pe and 
number of internships each offers. Hospitals are 
free to interview as many applicants as possible, 
using any means of et'aluation they desire. 

The Matching Program has matched more than 
42,000 students witli no reported error to date. The 
policies and general management of the program 
are governed by the organizations most interested 

Ward Darley, M.D.. Executive Secretar>\ National Intern Matching 
Program, submitted the section entitled “National Intern Matching 
Program." 
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in medical education at the intern level. These or- 
ganiziitions include, in addition to the Council on 
i ledical Education and Hospitals, the American 
ilo.spitaJ Association, the Association of American 
Medical Colleges, tlie Catholic Hospital Association,- 
I he American Protestant Ho.spital Association, and 
the Student American Medical Association. Further 
assistance is given by liaison representatives from 
the Armj', Naw, Air Force, and the Public Health 
Ser\'ice. 

The program covers internships beginning April 1 
and Doc. 31. In Program VII for 1958 internships, 

S19 hospitals offered 11,958 positions, v'hile 7,131 
studems participated in the program. Of this num¬ 
ber, 6.734 (94Tc) were matched. 88% of the matched 
students went to hospitals of their first or second 
choice. Conversch', 89% of the hospitals received 
medical students whom they had selected as first 
or .second choice. 

All of the above figures include those graduates 
of foreign medical schools who participated in Pro¬ 
gram \TI. Out of the 376 participating, 224 were 
matched. For Program VIII (the next matching), 

NIMP will require certification by the Educational 
Council for Foreign Medical Graduates. This will 
undoubtedly reduce the number of foreign gradu¬ 
ates participating in the next matching. 

Inleniship Bcvfcw Committee 

The Internship Review Committee was foimed 
in 1951 for the purpose of recommending to the 
Council action on intern training programs, follow¬ 
ing review of surr'cys submitted by the Field Staff 
of the Council. The Committee is also authorized 
to make recommendations to tlic Council for 
clianges in internship requirements and for policy 
cliangcs regarding intern education. 

Membership on the Committee includes repre- 
.sentatives of the Council on Medical Education and 
Hospitals, the Association of American Medical 
Colleges, the American Hospital Association, the 
Federation of State Medical Boards of the United 
States, and the American Academy of General Prac¬ 


tice. 


the 


The primary objective of the Committee is 
continuous improvement of the standards of medi 
cal education at the internship level. It allows a 
reasonable degree of flexibility in the interpreta¬ 
tion of the Essentials oi an Approved Internship; 
it urges the development of new ideas; and it en¬ 
courages proper experimentation. It also gives a 
hospital having deficiencies in its training program 
a reasonable period of time in which to correct 
these deficiencies before approval of the intern¬ 
ship is discontinued. 


J.A.M.A., Oef. 4 ,1535 

BESIDENCY MVffiW AND CONEEBENCE 
COMMITTEES ^ 

The KesWency Beview and Conference Con,* 
te eesentm ly represent a oooperaHve partners!*, 
a,.o.rgh which the CounciJ, the various speoiafe 
boards, the Amerto College of Surgeons, (l,i 
American College of Physicians, and the American 
Academy of General Practice are endeavoring to 
conduct objective and constructive programs of 
approval in graduate medical education. These 
committees are delegated authority by their par¬ 
ent organizations to approve residency training 
programs and authorize the listing of such pro¬ 
grams in the annual Internship and Residency 
Number of The Joubnal. 

Since they represent a liaison partnership witli 
responsibilities for approval of residency training 
delegated to them by their parent organizations, 
it is important that any major changes in policy 
by a parent organization which might alter ma-" 
terialiy program approval are instituted only after 
discussion and mutual agreement. When the com¬ 
mittees find it necessary to make recommendations 
regarding changes in standards, such changes are 
referred to the parent organizations for approval 
prior to implementation. 

The objective of these committees, composed of 
representatives of the Council and other appro¬ 
priate sponsoring bodies, is to insure that tlie best 
possible graduate medical education and training 
are provided at the residency level. The.commit¬ 
tees encourage tlie staffs of hospitals operating 
residency programs to maintain the training stand¬ 
ards at a high level and to strive continually to 
elevate these standards of graduate medical edu¬ 
cation. 

Bipartite committees, composed of representa¬ 
tives of the Council and the specialty hoard con¬ 
cerned, are those in anesthesiology, dermatology, 
neurological surgery, ophthalmology, ortliopedic 
surgery, physical medicine, preventive medicine, 
proctology, psychiatry and neurology, radiolog)’, 
and urology. The committees in surgery, plastic sur¬ 
gery, otolaryngology, and obstetrics-gynecology in¬ 
clude representatives from the American College 
of Surgeons, in addition, to the Council and t ie 
specialty boards. The committee for internal medi¬ 
cine includes representatives of the American 0 - 
lege of Physicians, and the committee on pediatn 

includes representatives of the 
of Pediatrics. The general practice ’ 

composed of members of the Councl and 
American Academy of General Practice. 
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The committee on ob.stetric<:-g>'necology has been 
establislied during the past \-car. Tlierc is no com¬ 
mittee in pathologs* or in tlioracic surgeiA-. 

The internal medicine committee is also respon¬ 
sible for the siibspecialtics of allerg)-, cardios-ascular 
disease, gastroentcrolog)-, and piilmonar)- diseases. 
The committee on pediatrics inchides the subspe- 
cialt)- of pediatric allerg)-. The siibspecialtics of avi¬ 
ation medicine, occupational medicine, and public 
health arc the responsibilih- of the committee on 
preventive medicine. Committees meet at slated 
inten-als. from once annual!)- to tiiree or four times 
annuall)-. 

Residencies by Specialty 

In table 7 is presented the breakdown of the 
number of residencies into the particular special¬ 
ties. Data concerning the number of first year .ap¬ 
pointments and the total number of aiipoinlmcnts 
are quoted for each spccialt)-, also the number of 
appointments filled and vacant as of Sept. 1, 1957, 
together m'th the percentage filled in each instance. 
The number of approved programs offered in¬ 
creased from 5,134 for the previous year to 5,299 
tliis ye.ar. The total number of residencies offered 
b\- all programs was 30,595, an increase of 6^ oi-er 
tlie number of positions offered last year. Of this 
number 12,939, or appro.vimateb' 407c, were first 
year residencies. 

Training is offered in 26 speci.alties and in gen¬ 
eral pracfa'ce. Tlie re.sidoncies in contagious dise.ascs 
and in malignant disease have been discontinued. 
While the majorit)- of residency training programs 
are given in hospit.als, some (in as-iation medicine, 
occupational medicine, and public healtli) are gh-en 
in other organizations or institutions. 

The speeialt)' offering tlie largest number of resi¬ 
dency positions was surger)-, with 5,924 positions 
offered; this was followed by internal medicine, 
with 5,401 positions offered. Obstetrics-gynecology 
held the third position s\-itb 2,525 residencies. The 
positions offered by these tliree specialties ac¬ 
counted for appro.vimately one-third of the total 
number of residencies. Tlie residencies in aviation 
medicine, dermatolog)-, obstetrics-g)-necolog)-, oph- 
thalmolog)', and surger)- showed an occupancy rate 
.of 90% or higher. Tlie rate of 39% for public health 
was the lowest. 

The over-all occupancy rate for all residencies 
was 82%, which was slightly higher than the figure 
of 81% for the previous year. 

Residencies, by Type of Hospital Control 

A breakdown of residencies by t)'pe of hospital 
control is shown in table 8. Federal hospitals num¬ 
bered 125 in a total of 1,248 and offered 4,614 res¬ 


idencies in a total of 30,595 positions. The Veter¬ 
ans Administration hospitals were responsible for 
3,258 residencies, which is 11% of tlie total number 
offered. State, county, and cit)- hospitals offered 
10,834 positions; the cit)- hospitals being highest in 
this categor)- w-ith 3,339 positions. Nongovernmental 
hospitals were responsible for 14,800 residency posi¬ 
tions and proprietar)- hospitals for 250. The figures 
for the subspecialties of preventi\-e medicine (aria- 
tion medicine, occupational medicine, and public 
health) .are quoted in a separate categor)-, since 
organizations other than hospitals offered training 
in these specialties. 

Table I.—Number of Residencies, by Specialty, 1957-1958 


So. of Residencies 
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Speefaify 





n 1 





>:r. 


Pwac 

>£ 


Aiicmj- . 

21 

17 

5 

77 

26 

10 

72 

Anc«thc«lolo/:r . 

.. 220 

529 

JO-l 

SI 

1,022 

253 

SO 

Aviation medicine . 

3 

11 

... 

100 

20 


lOO 

Cnrdlova'^cnlar dl«ea«e ... 

53 

53 

4 

93 

110 

19 

85 

DcrmntoIOKy . 

71 

US 

13 

90 

2TS 

2S 

91 

Ga«trocntcroloRy . 

31 


5 

SO 

57 

17 

77 

General practice. 

.. I'iS 

S07 

174 

C5 

4G« 

279 

63 

. 

.. G52 

2.219 


ec 

4,m 

vyi 


Keuroloplcal furpery . 

.. lOG 

n 

25 

74 

324 

CO 

84 

Neurology . 

.. ITO 

125 

51 

71 

280 

118 

70 

Ol»«tctr!c5*pyDCColoKy .... 

.. 451 

042 

7*’ 

93 

2.324 

201 

92 

Occtipational medicine .... 





... 

... 


Ophthatmolopy . 

. . 

2.>1 

25 

91 

653 

62 

91 

Orthojfeflle iojrpcry . 

.. 

330 

52 

87 

997 

170 

W 

OtoiarynKolory . 

.. 129 

103 

42 

75 

CGo 

100 

78 

Patholopy . 

013 

709 

294 

71 

1,647 

S2l 

C7 

Pe<Ilatric5 . 

.. 251 

737 

20G 

87 

1,517 

236 

86 

Physical medicine . 

60 

74 

47 

61 

171 

U5 

CO 

PJn«tlc forgery .. 


25 

4 

EG 

8G 

36 

S4 

Proctology . 


9 


100 

23 

3 

S3 

Psychiatry . 

2S1 

1,00S 

293 

73 

2,511 

797 

76 

Public health .... 

.. 15 

24 

31 

44 

30 

47 

39 

Pulmonary diseases . 

.. 113 

lOG 

C9 

74 

254 

105 

71 

Radiology . 

.. SOI 

m 

170 

74 

1,303 

4^ 

75 

SurBery . 

cso 

1,9GG 

213 

90 

5,364 

5G0 

90 

Thoracic surgery .. 

VI 

EG 

13 

87 

194 

2S 

87 

CroloBy . 

237 

176 

55 

70 

540 

144 

79 









Totals . 

.. 5,299 

lO.GSi 

2,252 

S3 

24,976 

5,G19 

82 


The occupancy rate for federal hospitals on Sept. 
1, 1957, was 75%. The rate for governmental non- 
federal hospitals was 84%, that for nongovernmental 
hospitals 82%, and the rate for proprietar)- hospitals 
79%. The over-all occupancy rate for aU hospitals 
and other groups offering residency training was 
82%, a 1% increase since last year. 

Residencies, by Hospital Bed Capacities 

Table 9 indicates the number of residencies ac¬ 
cording to classification by bed capacity. The larg¬ 
est group of hospitals in this classification has more 
than 500-bed capacity; this group offered 16,460 
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approved internships and residencies 

residencies, or half tlic residencies a^'aiIable. The 
highest percentage of positions filled on Sept. 1 

cif j classification, with 89% 

ed; the group of hospitals having more than 500 
beds was 88% filled on the same date, 

Apin, the su})specialtics in prcN-entii^e medicine 
(aviation medicine, occupational medicine, and 
public health) arc placed in a separate category 
as training in these specialties is not under hos¬ 
pital control. It is noted that the number of ap- 
pro\'’ed hospitals is 1,248 in comparison with 1,199 
for the pi ev ions year, and the number of approved 
programs is 5,299, comparing with 5,134 programs 
last year. The over-all occupancy rate is 82%. 


J.A.M.A,, Oct. 4 ,195J 

the -paduye level where they may continue their 
ledical education. Analysis is made of statistical 
tables presented, and there are brief ivrite-uns ™ 
the National Intern Matching Program and thor^ 
^ew committees on internships and residencies. 
The report is followed by complete lists of hospitals 

Table 9.~-Numhcr of Hesidencm, by Bed CapacUij 
1957-1958 

No. o{ Residencies 
/-- ———.—- - 


First Yr. 
Appointments 

-- K __ 


O. 

K 


O 


Total 

AppolaUncBts 

(AllTr.) 

.. . I . I 


Table 8.-Niiaihcr of Jicsitlciwics, hij Ty/ic of Hospital 
Catifral, 1957-195S 

Xf>. of ncsidcijcles 


Control 

Fctlcrnl 

L*. S. Air yntte . 

V. .s. .inny. 

V. S. Nnvy . 

V.I’ulillc Hcnitli 

SrrrlM ... 

Yctornn® 

.•lclmInl«trfltlon .. 
OOier fc<Icr(il . 


C£ 

XS 

v: 

f. 


Rl 

.1 


< £ 

^ *- 
u. 

c£ 

Xfi. 


ITrsf Yr. 


... tc 


Tot 111 

Apiiolntmcnla 
(All Yr.) 


= ss. 

iz-y. 


a c_ 

^iU 

I,®* ^ >r* 




c. fcS 


&<y. 


--{K S.P. 


Totuls . 12 .'i 

Govcmmcntnl (rioiifc<l<!ritl) 
Stntr . I.'i!) 

. If, 


County .... 

City . 

City-county 


1!> 


Totals . S2t 

Jsontrovcnimcntiil nonproUt 
Church oporntcil and 

church rcliilcd . 2!il 

Other noniirnflt . ITS 

Totals . "i 

Proprietary 

Individual . S 

Partnership .. I 

Coniorntlon . 23 


Suhlotnls 


Other than hospitals 

Aviation medicine. 

Occupiittonal medicine ... 
Public health. 

Totals . 

(Srnnd totals . I,2t8 


n 

17 

6 

74 

.36 

44 

45 

82 

175 

61 

74 

389 

227 

63 


i!i; 

... 

300 

SOS 

... 

100 

33 

Vi 

4 

J1.3 

330 

28 

82 

.VSl 

8(8 

.38.3 

no 

2,403 

85.5 

74 

18 

34 

.5 

87 

96 

S 

94 

7.VJ 

1,320 

4.59 

70 

.3,4.52 

3,162 

70 

.Vk3 

1,639 

.321 

8.3 

4,178 

830 

S3 

.202 

6.51 

169 

TO 

1,507 

376 

79 

431 

1,240 

128 

91 

2,079 

300 

SO 

129 

220 

45 

81 

470 

120 

80 

1,415 

3,756 

663 

85 

9,140 

1,091 

84 

1,0.56 

3,668 

391 

81 

3,013 

949 

74 

1,991 

3,813 

('.82 

85 

9,123 

1,71.5 

83 

3,0.50 

.5.481 

1,076 

84 

32,130 

2,Wi 

82 

.5 

.7 

•7 

50 

7 

0 

tA 

4 

4 

1 

20 

4 

1 

20 

41 

89 

20 

82 

187 

45 

81 

r.0 

95 

23 

81 

193 

52 

79 

5.281 

10,652 

2,221 


24,926 

5,572 

82 

S 

11 

... 

100 

20 

... 100 

15 

24 

31 

44 

SO 

« 

59 

IS 

35 

31 

03 

.50 

47 

52 

.5,299 

10,687 

2,2.12 

S3 

24,976 

5,019 

82 


RfiSUMfi 

This 32nd Annual Report contains factual in¬ 
formation and statistical data on approved intern- 
shipsand residencies in the United States and its 
territories and possessions. This infonnation is pre¬ 
sented to assist medical students, interns/ and resi¬ 
dents in choosing programs of medical training at 


O O 


O tc 

o-e 

XA 

24 


Classiflcatlon 

Less than 50 beds. J8 

. 05 

lOO-lOO ... 

2flO-2<)9 ..' S14 

300-400 . 32/ 

Over .500 . m 2,004 

Other . 8 . TO 


392 

1,010 

1,T6S 


ii-ti 
s: A 

— a, 

futfi 

18 

iir 

624 

1,399 

2,904 


- 5 • . p 

s” “v -o'! Sb 

|a|S 

!>«! ^03 

5 ?8 42 

ir 81 
156 80 
sn 79 
me 82 


Totals .1,248 

Other than ho.spitals 

Aviation medicine. 

Occupational medicine ... 
Public health. 

Totals . 

Orimd totals .1,248 


17 71 
299 31 89 

1,323 307 81 

3,132 820 79 

0,335 1,047 79 
5,484 1,014 81 13,679 2,701 88 
46 12 83 124 40 76 

5,281 10,632 2,221 83 24,926 

3 11 ... 100 20 ... 100 


15 

18 


24 

35 


31 44 
SI 53 


30 47 39 

50 47 62 


5,299 10,687 2,252 83 24,976 6,619 82 


and other institutions offering approved internships 
and residencies, with detailed information regard¬ 
ing each program. 

The number of approved internships, 12,323, 
shows a 4% increase over die figure of 11,895 posi¬ 
tions offered the previous year. The number of ap¬ 
proved residencies also increased 6%, with 30,595 
positions offered as compared with 28,528 last year. 
A total of 6,392 programs was offered this year, 
compared widi 6,235 programs last year. The num¬ 
ber of hospitals and other institutions offering grad¬ 
uate. training increased from 1,372 to 1,400. Of this 
number, 141 offered intern training only, 537 gave 
resident training only, and 722 were approved for 
both intern and resident training. 

The occupancy rate for internships on Sept. 1, 
1957, was 83%, the same as for the previous yew. 
The rate for residencies on the same date was 82%, 
an increase of 1% over last year s figure. 

The review committees are functioning effeedve- 
ly for the internship, for 17 specialty fields, and for 
general practice. There are no review committee 
for two specialties. Graduate training has been o - 
fered in 27 fields. 

The Council has presented this report m the fiopo 
that it tvffl be helpful to all Individ^ 
in medical education at the internship and resi 

dency levels. 
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APPROVED INTERNSHIPS 


Council on Medical Education and Hospitals of the American Medical Association 
53S North Drarhom Strrot, Chicago 10 

Revised to September 1,195S 

HOSPITALS, S53 INTERNSHIPS, I2,G2G 


The followinc pcncral hospitals, investipated and approved by the Council on Medical Education and Hospitals, are considered 
la position to furnish acceptable intern training in accord.incc with standards adopted by the Americ.an Medic.il Association. Three 
ispcs of internships are approved by the Council—rotating, mixed, and straight: 

1. rotating internship is dcfinctl ns one that pros ides supervisetl experience in internal medicine, surgery, pediatrics, obstetrics, 
•ind their related sidispccialties, together ssath cxTicricnce in laboratoiy and radiologic diagnosis. 

2. A mixed internship is defined as one that provides supervised experience in two or more, but not in all, of the clinical dixasions 
named. 

3. A straicht internship is dcfinctl as one that pros ides supervised experience in a single department, altliough it may include 
linitcd opportunity for work in a relatcel sxdispccialty. Straight internships are now approved in internal medicine, surgery, 
pcdnatrics. p.athniogy, and obstclrics-gynccologx-. 

Hospii.als approx cd for intcniships that arc used bv incdic.il schools for undergraduate clinical clerkships on inpatient serxices 
h.nc been identified in the following lists by the .sxTuhols X and x. Hospit.ils hax’c been identified xxitli ssinbol X xx'hen a medical 
school has indicated that the hospital is a major unit in the school’s teaching program. Hospitals hax’e been identified xxith the 
sxmbol X when a mcrlical scliool lias indicatetl that the hospital is used to a limited extent in the school’s teaching program. Cer¬ 
tain intemsliips in hospit.ils dcsign.itcrl as teaching hospitals may not proxi'de for assignments to teaching services. Other intern¬ 
ships m.ny provide for only a iiortion of the internship period bcing.spent on teaching serxices. Prospective interns desiring specific 
infoimalion concerning inlcmship assignments to teaching serxices in a hospital are advised to communicate xxitlr the dean of the 
medical school with w liich the liospiial is affiliated. Mcrlical school afiiliations are indicated by footnotes 10 to 90 placed immedi¬ 
ately after the sx-nihol X or x. The list of rnerlical schools appears on page 553. Tlie plus (*) sign indicates additional approval 
for residencies in siieciallics, as .showTi in tlic Council’s list of Approved Residencies and Fellowships. The beginning stipends for 
Frferal hospitals have not been listed; they arc cst.ahlishcd in accordance with government pay tables. When appl>ing for intern¬ 
ships in .Air Force, Army, Navy, nr Public Health Service hospitals, applications sliould be directed to the mmical departments 
of the .Air Force, .Army, Navy, or the United States Public Healtb Service and not to tlie individual hospitals. Altliough applications 
are made to the serviw ralli'cr than to individual hospitals, all of the services ask students to list tliree hospitals in order of prefer¬ 
ence. Everx- possible effort is made to place succc-ssful candidates in accordance xxitli their desires. Because of tlie needs of tlie 
service it should be understood that students may, in some instances, bo assigned to otlier hospitals than those for which they 
hax e indicated a preference. 

Hospitals list«l below (pages 529 to 532) make first year internship appointments through tlie National Intern MatchingPro- 
gram, Inc. Tlic number and tjTie of internships,ns listed represent .appointments for the intern year 1959-1960. 


FEDERAL 



•r 

sr 

& 

c — 


>»3 


— p 







ti t. 



Z. 


Number and Type Code 

Name of Ho-^pllal and I.,d:)callon ^ 

UNITED STATES ARMY—Hoipltali. 10; lntcrn*hlp*. 

178 


Cx 



<x 


of Internships Number 

I.'tterman Array Hospital ♦>-‘--xl5. 

Presidio, Snn Pronci^co 

Fed 

1.017 

11,507 

Req 

93 

12 

No 

... 


Fitr-lmoas Army Hospital ♦>-<-5. 

I>*D\er8 

Fed 

1.0’25 

9.001 

Rm 

92 

12 

No 

... 


^Valter Reed Army HoepUal . 

(Artny Medical Center) 

e-25 icth St, X. W.. Washlnt^toQ 12, D C. 

Fed 

i,av> 

13,827 

Rcq 

8S 

12 

129 

... 


C. S. Army Hospital ♦'-=. 

Fort Bennlnp, Ga. 

Fell 


11,762 

Req 

90 

12 

No 



U. S Army Hospital’♦'•5. 

Fort Brace. N. C. 

Fed 

:;no 

10,402 

Req 

4S 

12 

No 



X alley Foree .Army Hospital x-’-*. 

Pfaoenlxville, Pa, 

Fed 

900 

0,181 

Req 

67 

12 

233 



William Beaumont Aniij Hospital 

Hayes Ave . El Paso, Texas 

Fed 

coo 

14,370 

Req 

69 

12 

No 


ITS Rotating General 00411 
Office of the Surgeon General, 
Department of the Army 
IVasbrngtorj 25, D. C. 
Attn. Chief Personnel Division 

BrooVe Army Ho=T)ital . . 

Brooke Annj Medical Center 

Fort Sam Houston, San Antonio, Texn« 

Fed 

975 

15,190 

Req 

91 

12 

No 



Jiadigan Army Hospital +s-'-e.x87 . 

Fort Lewi«, Tucomn 9. Wa«h. 

F«1 

500 

31,477 

Req 

90 

12 

No 

... 


Tripler Army Hospital. Fed 1.200 

3Ioonalua Garden's, Honolulu, T. H. 

UNITED STATES AIR FORCE-Hospltals, I; Internships, M 

20,232 

Reg 

78 

12 

No 



U. S. Air Force Hocpital ... 

Backland Air Force Ba-'e 

San Antonio, Texas 

CO of the abo'ie 84 Air Foree Internships are 
dl\lded among the Army hospitals listed 
above 

Fed 

1,000 

18,734 

Req 

C3 

12 

No 


84 Rotating General 00311 
Directorate of Staffing 
and Educatfon, Office of 
the Surgeon General, 
Headquarters, D. S. Air Force, 
Washington 25, D. G. 


Hospitals deslnnated with an asterisk (•) In this llstins do not participate in the National Intern Matching Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other eooperatlng organizations. 
Abbreviations and other references will be found on pages 553 through 555. 
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FEDERAL—Continued 


Control 

Total Beds 

O -D 

Scsif 

•§S“ 
673 c 

5 Si’S 

Outpatient 

Service 

Autopsy 

Percentage 

<44 

Ofi® 

eSX3 

tcicO 

a> 

r)A<S 

AfllllatcCi 

Service 

Beginning 

Stipend 

(Alonth) 

ernshlps. 

Fed 

176 

1,323 

14,387 

Req 

87 

- 12 

No 

<•. 

Fed 

1,100 

10,342 

Req 

86 

12 

No 

... 

Fed 

2,125 

26,339 

Req 

86 

12 

No 

... 

Fed 

487 

7,556 

Req 

89 

12 ' 

No 

... 

Fed 

462 

6,531 

Req 

05 

12 

No 


Fed 

850 

10,706 

Req 

60 

12 

No 


Fed 

3,on 

12,551 

Req 

90 

12 

No’ 


Fed 

625 

3,170 

Bcq 

78 

12 

No 


Fed 

1,327 

10,326 

Req 

78 

12 

No 


Fed 

1,030 

11,493 

Req 

69 

12 

No 


Fed 

r.2.-, 

7,114 

Req 

73 

12 

No 


Fed 

2.')0 

5,182 

Req 

81 

12 

No 

... 

Fed 

1,600 

21,666 

Req 

80 

12 

No 

... 

Fed 

300 

4,727 

Req 

77 

12 

No 

... 


Nnnic of Hosifltal und tocntlon 

UNITED STATES NAVY-Hospltals, M} Internships, 176 

V'. S. Snvnl no=]ilfnl . 

^7^I0 Moimtiilii lllvd,, Onklnnd 1-t, Calif, 

I’. F. Xiivnl IIo<!pitnI >"♦. Fed 

I'niiip Voiidicton, Oceanside, Calll, 

V. S. Snval Hospital +'*'... 

Vurlc Ulvit, San DIpro 31, Calif. 

r. S. Naval Ho.splliil... Fed 

.Ineksonville 11. Fla. 

r. .St. Naval Hospital '. Fed 

I’ensneola, Via, 

t,'. .*t. Naval Hospital . 

Crea! I.akes, III, 

f. S. Naval Hospital . 

Uoekvllle Tike lletUesda H, Md. 
f S, Naval Hospital +*-‘-x39-4l. 

I'tiel'Ca Nt, Mass. 

f. S. .Naval Hospital ... Fed 

t.lnden Hlvd., St. Alt>aii.s i.'., N. T., 
f. S. Naval Hospital 

ITtti and I’attlson Ave., I’lilladelplila l.> 

C. S. Naval Ho.sidtai ... Feu 

;trd and Cypres? Sts., Newport, U. 1. 

f, S. Naval HospUat . Fed 

Naval llasc. Charleston, S. C. 

f. .s. Naval Hosjiltal . 

I'nrtsmoulli, Yn. 

C. S, Naval Hospital ... 

Naval llasc. Ilreinertori, llin-li. 

UNITED STATES PUBLIC HEALTH SEBVlCE-HospltaU 7; 
C.S.PdhUc Health Servl« HospitalFed 410 1,.,^.. 

nth .Ive. ami take St., San !■ rnncl«cn IS 

V S. HiiMIc Health Scrvlee Ho.spltat 

•’1(1 State St., N('»' Orleans la 

V s’ I’nhllc Health Service Hospital 

^ • l\ vman Hark Hr. an<l tint .st., H->I< ” 

V. s. ruldlc Health .Scrvlee Hospital 
77 Warren .St., lloston 3,' 

c. S, IMldlc Health .service Hosi’lH'l + • 8 

11,31 nth Ave., .S. Seattle 41 

department of health, education. A1 

ami llryant St.srN.'iv’l Wa'ii'nk'io" 

VETERANS ADMINISTRATlON-HospltBls, 

SawIX Wvd’to?' Anpeies 


Number and Type Cedr 
of Internships Humtnr 


Fed 

Fed 

Fed 

Fed 

Fed 

Fed 

Fed 


too 

,3«i 

•’48 

788 

240 

327 

LFAP 

470 


4,23,5 

Req 

77 

12 

137 

7..723 

Req 

m 

12 

1.77 

4,803 

Req 

SG 

12 

184 

3,110 

Bcq 

82 

12 

171 

8,669 

Req 

77 

12 

230 

4,074 

Req 

69 

12 

> 

279 

4,133 

Req 

65 

12 

284 

;_-HospUats, 2; 
10,324 Req 

internships, 34 

56 12 

No 

1,015 

Req 

68 

12 

128 


Wllshlre and Sawtclle 

Vetcriin.s Adinlnistratlon Ho.spltal 

.WK Peachtree Hd., N- 4^- ’ 


t reuciuivi; , x, vM ,,, 


Fed 

Fed 

Fed 

Fed 


K. lain oi.. .., , van 

tanS'lX. Hum ’ ’' 

. 

ALABAHA-HospltaH. 8: ehnreh 

’’'’■’^r’ifuXeViooHul ,, chorch 

. 


Cimrcit 

Stnte 


300 

483 

410 

1C4 


340 

•230 

200 


1.203 

None 

79 

12 

lt)9 

3,818 

Kcq 

70 

12 

134 

5,021 

None 

78 

12 

216 

5,471 

Bcq 

79 

12 

206 

2,395 

Req 

87 

12 

274 


NONFEDERAL 

13,751 R*d 
13,127 
3,424 


Rc() 

Rcq 


Cnlversltv Hospital am! 

"«Pjs"i*4-. HHmtntrhamS 

ss'gs'SSs, 

^'%oraRncPnTk.G(«^ . eyCo 

Kthon^-‘«t"' Jfobllc io ■ • 


NPCorp 

Church 


CyCo 


600 

3t0 

140 

203 

231 


2.7,604 Ren 


10,314 

6,264 

7,6S9 

14,016 


Req 

None 

Req 

Kcq 


34 

34 

SI 


49 
44 

50 
SO 


12 

12 

12 

12 

12 

12 

12 

12 


100 

No 

100 

101 

No 

NO 

No 

No 


X76 Rotating Gcnctal OO’II 
Bur. of Medicine and Surgerj 
Navy Department 
Washington 25, D.O, 


m Kotatink Gcncrnl OOUt 

2 Mixed Med. SutK. 00124 

Puhlic Health Son-Ice Hosp., 
FuDlle Health Service, 
Department of Health, 
Education and M'elfarc 
IVashlngton 25. D. 0. 
4ttn. Chairman Committee 
on Ile.sldents and Intcrar 


25SFM 22 RotntinK General 


70S11 


2.18 


12 llotatlnR Gencrut 6W!l 


SfSSffiSS S 

7 straight Medicine JWl 

4 Straight Medicine o'2l' 

10 Straight Medicine SSi3- 

3 Rotating General 73i« 
5 Straight MediCiM — 


200F5I 

200F.M 

•’■2'i-270PM 

IOOFM 

200FM 

200FM 

200FM 

200 FJI 


Vi Rotating General OOill 

fl Rotating General «‘'U 


S Rotating 


General 


r.iii 


30 Rotating Geoer^ 

[4 Rotating General 
General 


14 


SvRi 


4 RotlltiOR I 

15 Rotating GeneMi 

, Geners! itSU 


5 Rotating ( 
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ARIZOHA—H0ipU»1«. 5; Inttnuhlps, 56 











... » ... 

Church 

sir. 

17.CC9 

Rcq 

47 

12 

ISO 

200PM 

13 Rotntins General 

01111 

. »• PhocnU 








12 Rotating General 

89S11 

. . ... Hospital ♦'-*. 

County 

430 

7,912 

Rcq 

53 

12 

Xo 

150FM 

i'v., Phoenix 

St. Joseph'^ Ho«pltnl ... 

Church 

3-r. 

17,000 

Rcq 

37 

12 

Xo 

130.200FM 

12 Rotating General 

01211 

rvV»W.Thomn« IM., Phoenix 

St. MarT'« Ilo'pltal . 

Church 

8W 

13;2S2 

Rcq 

44 

12 

102 

350FM 

9 Rotating General 

01411 

■tt. Maiy'f IM.. Tii<~:on 

Tuc'On MMlcal Center . 

XPCorp 

231 

10.669 

Rcq 

4S 

12 

102 

150FM 

8 Rotating General 

01511 

K. Grant Ril. and natrrly Tiicon 

ARKAHSAS-HoipUalj. 3: InttmshlpJ, 52 











trkaii«at! Bapthl Ilo'pltnl ... 

Church 

3»I1 

17,182 

None 

27 

12 

Xo 

273F5I 

10 Rotating General 

01611 

ITon \V. 13th St., l.ltllo Uock 

St. VInrrnt Infirmary . 

Church 

3i:. 

14,fiSi 

Rcq 

37 

12 

103 

275F3I 

12 Rotating General 

01711 

Markham and Ilaye^ S't«».. Little Hock 

State 

2C9 

8,491 

Rcq 

40 

12 

307 

150 

8 Rotating General 

01811 

tSid \V. Markham St., Little Rock 







4 Straight Medicine 

01832 









3 Straight Surgery 

01833 










3 Straight Pediatrics 

01834 










2 Straight Pathology 

OlSS'l 










4 Straight (Oh.-Gyn.) 

0183.1 










General Practice 











(Sec Residency Program* 










In General Practice) 

CAUIFOHHIA—HospUali, A3: Inltmthlpi, 105 










General no'pitnl of Rlvorclile County 

County 

380 

4.091 

Rcq 

41 

12 

Xo 

214PM 

10 Rotating General 

S5011 

Mftpnolla .\TP., Arlington 

Herrick Memorial Hospital ♦*“*. 

NPCorp 

233 

8,100 

Rcq 

CG 

12 

Xo 

300PM 

6 Rotating General 

02011 

Cnni Dxricht Way, llcTkcl<‘y 4 

San Joaquin General Ho«jdtaI . 

County 

C30 

7,318 

Rcq 

37 

12 

Xo 

173PM 

15 Rotating General 

02111 

French Camp 

General HoepUal ot Trc'-no Couniv . 

County 

C93 

9,007 

Rcq 

41 

12 

Xo 

OSOPM 

18 Rotating General 

02211 

41To E. Ventura Ave., Fre*>no 2 









9 Rotating General 

02311 

Glendal* .Sanltarluni and llo«pUaI .. 

Church 

soo 

11,210 

Rcq 

3$ 

)2 

Xo 

300PM 

IjTd E. iVlUon A\e.. Glendale f. 









10 Rotating General 

02411 

Loma Linda SanliarUim and Hospital ♦'**-xl2 
Lotna Linda 

St. Mary’« Lonj? H^ach Ilospltnl . 

Church 

ICS 

7.317 

Xonc 

CO 

12 

Xo 

203PM 

Church 

272 

18,151 

Rcq 

44 

12 

Xo 

125-350FM 

0 Rotating General 

02611 

yr) E. 10th ht,. I^nt: peach 13 

Sea«Ide Memorial Hospital . 

XPCorp 

370 

18.310 

Rcq 

SO 

J2 

100 

310FM 

13 Rotating General 

02711 

ICd Cbr*innt Ave.. Lons Reach 13 








200FM 

S Rotating General 

02911 

C«lltomln Ho'pltal ♦'. 

1414 S. Hojh* St., Lo« Anucle-s i.*, 

Cedar* of Lehnnoo Ho^rUnl .. 

Cburcli 

314 

U.CTG 

Rcq 

44 

32 

103 

i30F.y 

33 Rotating General 

03011 

NPCorp 

478 

1CJ119 

Rcq 

54 

32 

305 

4®23 Fountain Ave., l..o< Anpelc« iSi 

Children* Hospital ♦'-xU.. 

XPCorp 

21S 

6,427 

Rcq 

DO 

32 

Xo 

125PM 

2 Straight Pediatrics 

03134 

4ed4 Sun«et Blvd., Ix»* Ancele« 27 

Hospital of the Good Samaritan ♦s*’. 

Church 

401 

10,405 

Rcq 

as 

32 

307 

200FM 

8 Rotating General 

03211 

Ifl2 Shatio St., l.o« Aneclcs 17 

Los Ancele* County 









144 Rotating General 

03311 

Hospital (jrwllcol Unit) .i-XIJ-IA-xIS. 

County 

3,132 

60,434 

Reg 

as 

12 

Xo 

160 

liy/) X. State St., Lo* AnK’cW 33 







llOFJl 

8 Straight Medicine 

03332 

Presbyterian Hospltol-OImslcd Memorial 

Church 

25C 

11,329 

Rcq 

40 

12 

107 

10 Rotating General 

03511 

1222 X, Vermont Ave., Lo* Anpelc'- 27 

Church 

443 

19«23 

Rcq 

4S 

12 

Xo 

225FM 

16 Rotating General 

03611 

2301 Bellevue Ave.. Ixis Angeles 2 ii 


G Rotating General 



Church 

300 

11,001 

Xone 

3S 

13 


250FM 

osni 

2131IV. 3nl St.. I.o» Anpolc* .17 





Santa Fc Coa«t Lines Hoepltal ♦. 

XPCorp 

100 

6,309 

Rcq 

7C 

12 

105 

:75PM 

9 Rotating General 

03SU 

CIO S. St. Loul« St., Lo« Anwles 2.3 

University of California Ho«pltal ♦''*-X13... 

XPCon> 

320 

7,CC5 

Rcq 

87 

12 

Xo 

163 

10 Straight Me<liclne 

91632 

10^33 LeConte Ave., Lo* Ani;cle« 24 









8 Straight Surgery 

95633 









6 Straight Pediatrics 

95634 










2 Straight Pathology 

95G3C 

White Jlemorial Hn«rltnl +'-»-X12. 

Church 

243 

10,341 

Rcq 

CO 

12 

Xo 

205PM 

16 Rotating General 

04011 

1720 Brooklyn Avc., Lo* Ancclcs 33 
Hlchland-Almeda County Hospital . 

County 

450 

14,507 

Rcq 

38 

12 

110 

115F3I 

34 Rotating General 

04111 

2701 Kth Ate.. Onkland r. 

Orance County General Hotiiltul . 

County 

370 

5,812 

Rcq 

61 

32 

111 

300 

25 Rotating General 

04311 

lOl Placentia A^e., Oran^'c 

Coins p. and Howard 












XPCorp 

320 

11,427 

Rcq 

51 

32 

112 

250-300FM 

9 Rotating General 

04411 

100 Congress St.. Pasadena 2 

01 

32 

Xo 

laOPM 

04611 

County 

717 

13.033 

Rcq 

26 Rotating General 

2215 Stockton Blvd., Sacramento 17 





San Bernardino County Charity Hospltol ♦-xl2 

County 

424 

7,130 

Rcq 

60 

12 

Xo 

130P3I 

14 Rotating General 

04711 

780 E. Gllljprt St., San Bernardino 

Mercy Hospital . 

Church 

329 

18,034 

Rcq 

31 

12 

Xo 

130FM 

12 Rotating General 

OlSll 

Hlllcrest Dr., Son Diego 3 








San Diego County General Hoepltal .. 

County 

7S9 

8,GS7 

Rcq 

39 

12 

113 

200FM 

15 Rotating General 

04911 

N. End of Front St., San Diego 3 

XPCorp 

237 

9,331 

Rcq 

67 

12 

Xo 

125FM 

6 Rotating General 

05011 

3700 California St., San Francfeco 16 






Franklin Hospital .. 

XPCorp 

240 

0,823 

Rcq 

32 

12 

Xo 

150FM 

S Rotating General 

05111 

14th and Xoe Sts., San FrancI«co 14 

French Hospital ... 

XPCorp 

100 

7.011 

Beq 

43 

12 

302 

125FM 

10 Rotatfng General 

05211 

4131 Geary Blvd., San Francisco 18 







XPCorp 


9,893 

Rcq 

78 

12 

Xo 

190 

10 Rotating General 

95911 

242o Geary Blvd., San Francisco 15 







Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern (Matching Program, sponsored by the Arnerican 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 553 through 555. 
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APPROVED INTERNSHIPS 


J.A.M.A., Oct 4,195S 


Niiino «.)f Hospltiil iind Location 

CAUFORNIA-Contlnued 

Mary’s Hclji Hospital +’-=>. Church 

14r> Guerrero St., Sun I’lnnelsco 3 

Mount Zion Hospital . NrCorp 

UlOO Dlvlsadoro St., San rmnclseo 15 

St, .Toceph’s Hospital +•-». Church 

Huenn Vista Ave., San Francisco 17 

St. I.ukc's Hospital +*■’. Church 

ir<sn Valencia St., San Francisco 10 

,St. Mary's llospltal . I^PCorp 

i'.W Hayes St., San Francisco 17 _ _ 

San Francisco Hospital +’-‘-'-XI5-l6. OyCo 

tool Potrero Ave., San Francisco 10 

Stnntpril University Service. 

onice ol the Dean 

Stanford University School of Medicine 
3;W Sneraniento St.. San Francisco 15 

University of Calltomla Service. 

Dr. Isidore Krielmnn 
San Francisco Hospital , 

Southern Pacinc General Hospital . etPCorp 

Itoo Fell St., San Francisco 1", „ 

Stanford University Hospitals +';»-XI5........ ^PCorp 

Clay and IVch.stcr St.s., ,San 1 ranclsco lu 

University of Califoniln Hospitals ♦i-»-XI 6 .. 

(Herl'crt C. Momt Hospital) 

Panrassus anil l“t Aves., San 
Francisco 22 

Dr. .1.11. Saunders, Dean 
University of Callfomln School 
of Mwllcino, San Francisco 2’ , 

Santa Ulara County Hospital ^ . 

T.os Gatos ltd., ban .lose ^ 

Santa llarhara Cottape n«5p ‘"1 ^u*. 

320 W. Pucl.lo St.. Santa llarhara 

Santa .Monica Hospital^’... 

livi ir.th St., Santa Monica^,, nmintv 

Harlior General Hospital ♦i' ■XI3. 

112t IV. Carson St., Torrance 

COLOBADO-Hoipltats, 12; Internships, 172 

GlocVner-Pcnrose Hospital **'*••_•'’iCC.. Church 

\ Tojon ►'t., ColoTU^^o Sprinp*. vpr’nni 

ticnefa^ " . 

IKSi Clennont St., Pent cr 20 Church 

Mercy Hospital •**■’•••••.v. 

lino Mllivnukec + 1-5 . Church 

Su";;:. a®.. s;- b™ «. 

(vl'IXS ci«„.h 

S(, .loseph's Hospital * ■■'Wfi. 

ISIS Hiiniholdt St., Denver lb Church 

St. Luke’s Hosidtal . 

UnI«Lit>of|co^ado'>^ . State 

. OyCo 

T. f,th .Vve. and P'wo'ipe OcuNCt 4 

VVeld County General Hospital . 

ISO! isth St., broclcy . Ohurcli 

Mnrv-Corwin IlosiUtiil .. 

' m^MiTrnVquu, PuebJo, Colo. 

CONNECT.CUT-Hospltals, 

^'"‘‘20?Gran?rt!fl)H^^^^^ . Church 

e^’Otnln sV^fllriilKcport (A . yjpt^orp 

. 

^'‘'rl^’oeusTAvLDanl^^^^ . NPCon) 

^^'seySAveVamrDivi=ionS^^^^ . NPCorp 

Pcrr%d4“e. 

Hartford Hospital „ ,.”'^"{5 

. 

^fHokombSr.nartf^^^^^^^ . NPCorp 

BIuo'h^'a'T . Church 

S‘- y^/ZwootilanS St., far^onlj.^. KPCorp 

‘'^%'Hayncf^t,%lan . ypOorp 



•3 

0 

‘=.„’5 E 

fcn 

bi.. 03 



BeginnlnK 

Stipend 

(Jlonth) 


Control 

« 

"b 

0 

c^ 

Number 

•Patlenti 

Admttte 

Outpati 

Service 

Auto OS! 
Percent 

£i cs«o 

boboQ 

H 0 0 

1-5 fhS. 

Affiliate 

Service 

Number and Type Code 
-of Internships Numbir 

Church 

179 

7,.511 Rcq 

46 

. 12 

No-^ 

125FM 

6 Rotating General aviii 

NPCorp 

.305 

11,480 Rcq 

65 

12 

No 

lOOFM 

1.5 RotatinK General (Uip 

Church 

200 

7,808 Rcq 

34 

32 

No 

130FM 

6 RotntlnK General aVMi 

Church 

225 

9,812 Rcq 

45 

12 

No 

300FM 

8 Rotating General KCll 

2 Straight Pathology (XAli 

NPCorp 

371 

12,427 Req 

61 

12 

No 

100-150PM 

13 Rotating General Kill 

OyCo 

1,132 

19,189 Rcq 

43 

12 

126 

150 

SO Rotating General 050" 








30 Rotating General OIS" 

NPCorp 

450 

C,715 Rcq 

74 

12 

114 

123FM 

25 Rotating General 060" 

NPCorp 

351 

12,685 Req 

70 

12 

115 

75PM 

7 Straight Medicine Will 

7 Straight Surgery C01» 







1 Straight Pediatrics CClSl 

Stntc 

470 

12,207 Rcq 

85 

• 12 

115 

ISOFM 

20 Rotating General CCl" 
12 Straight Medicine CCffi 








32 Straight Surgery 








5 Straight Pediatries Will 

3 Straight Pathology OOIA 

County 

NPCorp 

Church 

County 

425 

219 

235 

752 

6,161 Rcq 

7,465 Rcq 

13,458 Rcq 

11,971 Rcq 

68 

67 

4S 

62 

12 

12 

12 

12 

116 

138 

117 

No 

135FJI 

175-200PM 

200 PM 

160 

16 Rotating General 0C3U 

10 Rotating General CCI" 

8 Rotating Gencrnl 066" 

30 Rotating General 007" 


175 

2.50 

250 

205 

IKS 

2.5S 

372 

442 

284 

444 

220 

4 : 4 * 


5,459 
11,722 
10 ,CSS 
8,899 
8,689 
13,SS0 
10,470 
18,.303 

0.984 

8.523 

7,015 

12,79t 


Ren 

Re<i 

Rcq 

Rcq 

Req 

Rcq 

Rcq 

Rcq 

Rcq 

Req 

Rcq 

Rcq 


ST) 

12 

118 

ISOFM 

2 Rotating General 

06S" 

ol 

12 

120 

250FM 

0 Rotating General 
) 

OOe" 

C9 

12 

No 

130FM 

9 Rotating General 

9D" 

59 

12 

No 

150PM 

10 Rotating General 

07U1 

79 

12 

121 

150FM 

9 Rotating General 

07211 

50 

12 

121 

250 

9 Rotating General 

073" 


12 

122 

IjOFM 

14 Rotating General 

074" 

55 

01 

12 

121 

215PM 

14 Rotating General 

073" 


388 

3CkS 

100 

171 

159 

215 

801 

150 

115 

578 

180 

215 


15,090 

10,433 

7,313 

7,005 

0,017 

8,108 

29,008 

4,S45 

5.701 

20.205 

8,507 

S,727 


Rcq 

Req 

Rcq 

Req 

Rcq 

Rcq 

Rcq 

Rcq 

Rcq 

Rcq 

Rcq 

Req 


89 
54 
.50 
31 

42 

40 

49 . 

44 

45 
77 

70 

37 

53 

12 

53 

40 


12 
12 
12 
12 

12 

12 

12 

12 

12 

12 

24 

12 

12 

12 

12 

12 


119 

119 

No 

No 

No 

No 

No 

No 

123 

124 
299 

No 
No 
No 
125 
No 


105PM 

105PM 

lOOFM 

210PM 

190FM 

250 

I50FM 

200 FM 

2 OOFM 

lOOFM 

50FM 

2 OOFM 

200FSI 

150-225FM 

213-300PM 

150FM 


24 RotatinK General 
18 Community Rot. 
24 RotatinK GCMra! 
18 Community Rot, 
4 RotatinK Gcnernl 

8 RotntlnK Gencrnl 


DiCll 

O’OIO 

07JI1 

O'CM 

bvin 

(iTsn 


14 RotatinK General 
13 RotntlnK Gencrnl 
5 RotatinK General 
7 RotatinK General 
7 Rotating General 
9 Rotating General 
18 Rotating General 

9 RotntlnK General 
6 RotatinK General 
13 Rotating General 

4 RotatinK General 

5 RotatinK General 


07511 

0«0!1 

ffriii 

oslll 

Kin 

osin 

tsin 

Ct'IU 

551" 

053" 

855" 

0 =0" 


_-—Thv"^ Aiarr'**" 


^"'‘’f8fo?oh’Avc..M;v!dcri 
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mi't l.opatinn 


CONNECTICUT—Continued 

MiiliWx Hoo.vitai ... 

Crc'font 

Nfir’Britnln (Ipncral Ho^pJlnl ♦*-*. 

<irfln<I St., N>n Uninin 
Itraw-New- Hnxon romiminily IIo'-p. ■♦’'*S'*-XI8 
^ >'> ilowanl Avr.. New Hn\pu < 


Hospital nf Si. Hapliar! .... 

ChM'fi St.. New Hiweu It 

Tawrrnc^ nml Mf’norial HospUnK ♦'-a. 

Do Montauk Axe.. NVw I.omJon 

NonrnlV Uon>Ual ♦*->. 

Sli'i('.n*‘ St.. Nonijillr 

Stamtoril ilo-j«{tai ♦'**. 

W. lirontl St . Sliunfoni 

St. MaryV Ilos'ltnl . 

,v, TranMln St., Watorlmry r. 

WatPit'ury IJo-pital . 

fA HoliMn« St.. WatcTl'Xirs’ ^ 



f 

ui — 

Tv ^ 

~ k. 

tr 

>s^ 

2 =?■ 

= g| 

© 

5 — 

n=£ 

£5c 

Number and Type 

Code 


r- 


Ci 



© 

<x 


of Internships Number 

NPCorp 


7A21 

None 

:/) 

12 

No 

l.ViFM 

G RotatiOK General 

0S711 

NPCon* 


ift.otr. 

nc<i 

GS 

12 

No 

1?3FM 

8 RotatiDK General 

08511 

NPCorp 


21.192 

Rcq 

M 

12 

1&3 

lir.FM 

IS Straight Medicine 

DS932 






1.5 Straight Surcerj- 

fiS033 









T.'^trnlpht Pediatric.«5 

05934 









7 Straight Pathology 

0^ 

rhurrh 

37U 

13.127 


SI', 

12 

No 

125-20:.FM 

15 Rotating General 

09011 

N*rCor]> 

•:::i 

10..VIN 

Ilea 

.v; 

12 

No 

200FM 

3 Rotating General 

09211 

Nrcon> 

r/ri 

12,010 

Rcq 

.50 

12 

No 

ICOFM 

C Rotating General 

09311 

NPCorp 

‘2yi 

io.or> 

Rcq 

r.i 

12 

No 

lOOFM 

ID Rotating General 

09511 

Church 

sc. 

13.277 

Rcq 

40 

12 

No 

20 orM 

7 Rotating General 

OOGll 

NPCorp 

374 

i:..7»3 

Ueq 

r.o 

12 

No 

200FM 

9 Rotating General 

09711 


OELAWARE-HospItais, 3; Internships, 31 


IV'laanre Hn‘‘pItol ♦'-s-*. 

5ni W. nth Hi., Wjhninirton 1 

NPCorp 

3-0 

13.742 

Momorlfll Hovpltnl ♦''>'*-x70.. . 

1.V51 N, Van Ruo'rj St.. IVlhnlngton r, 

NPCon* 

311 

O.too 

Wilralncton Gonrrnl flosjiltal .. 

('he«tmit at Ilroom St., Wilmington .5 

NPCorp 

1^7 


DISTRICT OF COLUMBIA-Hoipltali. 8: 

Internships, 

16& 


District of Colutnhia 

General Hovpltnl ♦'‘»'*•XIM^x2l. 

19th ami F. St-. S.K., Wn-khington 3, P. C. 

city 

1.<N1 

23,f;71 

Doctor* Hospital . 

I'^l.T Kye St.. N.W,. Wa'^hlngton G 

Con> 

23.5 

9.410 

Georgetoarn Vnlxer-lty lIo-pR.il ♦'•»-Xl9. 

S'W Rp«<*nolr Rd., NAV., Washington 7 
George Washington Cnh*erslty 

Church 

3*53 

13,1^5 

Hospital ♦J-«-X20. 

'01 Slrd St.. S.W., \Vn«)ilnelon 7 

NPC'orp 

407 

1G..V>3 

Prorlilcnee Ho-pltal . 

ll.V» Vamutn St., N.K., Washington 17 

Church 

350 

15.735 

Sno^y Meiiiorifll Hospital . 

HD* N. <*apitol St., Wtt'iilnuton 2 

Church 

254 

10.270 

Washington llo-pltal Center . 

NPCorp 

:>9I 

20.1S3 


Vvilirr . 

(Central I)Iep<’n<nry nn<l Kinerj:pncy llo-pltal 
and OarfioM Mfinorlnl Ho‘>pital) 

!<«! St. and Michliran A\c., N.W.. 


Washington Sanitarium and Ho-pital '•*_ 

7<yo Carroil Ave.. Washington 12 

FLORIDA—Hospitals, 13; Internships, 216 

Cbtirch 

2 Gi> 

0,251 

Baptist Slemorinl Hospital . 

VO Miami Rd., .Tacksonville 7 

Church 

«>7 > 

11.071 

Duval Meillcul Center ... 

20^0 .Tefleryon St., .Tuckfonxllle s 

County 

335 

8,371 

St. Luke’s Hospital ... 

5th St. and Boulevard, .lucksonville 8 

NPCorp 

225 

10,735 

8 t. Vincent’s llo-pitul . 

Barrs and Ht. .lohns Ave., .Tack'-onviH*’ 4 

Church 

2913 

16,018 

Jack'on 3Iemorlal Hospital ♦^'*-X23. 

17(0 loth .Ave.. Miami IJO 

County 

859 

29,645 

Mount Sinai Hospital of Greater Miami .. 

43U0 Alton Ril.. Miami Beach 40 

NPCont 

2.55 

9,810 

St. Francis Hosjdtnl . 

■250 IV, r4ril St.. Miami Bcacli 41 

Church 

250 

8.993 

Orange Memorial llocpitnl . 

1410 S. Kuhl Ave., Orlando 

NPCorp 

400 

16,233 

Sacred Heart Hospital . 

1010 N. I2th Ave., Pen«acoIu 

Church 

11.5 

7,160 

Monad Park Ucplta! ■4'. 

7th Ht. and Glh Ave. S., St. Pet**rshurg .5 

City 

400 

14,349 

Tampa General Ho-pltal . 

Davis Island*. Tampa G 

City 

SOD 

15,291 

Good Samaritan Hospital ^. 

1300 N. Dixie Hwy., Wc-t Palm Beaeh 

NPCorp 

230 

8,340 

St. Mary’x Ho=iiital >. 

900 40th St., West Palm Beach 

GEORGIA—Hospitals, 15; Internships, 220 

Church 

200 

7,353 

Athene General Hot^pltnl '. 

797 Cobh St., Athen.s 

County 

140 

5,.560 

*St. 3Iary’^ Hospital . 

3^;0 N. Miiledge Ave., Athen* 

Church 

100 

4,364 

Crawford W. Long Memorial Hospital 

35 Linden Ave., N.E., Atlanta 3 

Church 

514 

21,930 

Georgia Baptist Ho«pItal . 

300 Boulevard, N.E., Atlanta 12 

Church 

475 

23,1G5 


Rcq 

65 

12 

No 

ioo--:ooF3i 

10 RotatlnK General 

Of^l 

Req 

51 

12 

No 

190FM 

12 Rotating General 

09911 

Roq 

53 

12 

No 

1D0-260FM 

G Rotating General 

10011 

Req 

.58 

12 

No 

20^ 

.52 Rotating General 

79911 

it«i 

69 

12 

127 

150PM 

8 Rotating General 

79711 

Req 

75 

12 

139 

150-i:0PM 

S StraiEht Medicine 

0 Mixed (Med.-Siirg.) 

80132 

S0124 

Ren 

65 

12 

128 

12.jPM 

13 Rot. (Med.-Mnj.) 

11 Rot. (Sitrc.-MaJ.) 

2 Rot. (Path.Otaj.) 

S0212 

60213 

S028C 

Req 

61 

13 

No 

300 

IS Rotating General 

60311 

None 

48 

12 

127 

lOOFM 

10 Rotating General 

60511 

Req 

63 

12 

127 

2O0FM 

30 Rotating General 

soon 

Req 

47 

12 

130 

225PM 

10 Rotating General 

25411 

Req 

51 

12 

No 

300 

12 Rotating General 

97011 

Req 

51 

12 

No 

125FM 

18 Rotating General 

lOUl 

Req 

SO 

12 

131 

275FM 

4 Rotating General 

10211 

Req 

49 

12 

No 

300PM 

IS Rotating General 

10311 

Req 

45 

12 

132 

lOOFM 

70 Rotating General 

10 Straight Medicine 

10411 

10432 

Req 

51 

12 

132 

150FM 

IS Rotating General 

10511 

Req 

25 

12 

132 

135F5I 

8 Rotating General 

lOGll 

None 

40 

12 

No 

SCO 

12 Rotating General 

loni 

Req 

47 

12 

140 

200FM 

3 Rotating General 

10311 

Req 

31 

12 

142 

2G0PM 

12 Rotating General 

91111 

Req 

44 

12 

141 

200FM 

22 Rotating General 

10911 

Req 

2G 

12 

133 

200PM 

5 Rotating General 

9S411 

Req 

42 

12 

No 

2C0PJI 

4 Rotating General 

91411 

Req 

25 

12 

No 

275 

6 Rotating General 

SoGll 

Req 

43 

12 

No 

200FM 

4 Rotating General 


Req 

42 

12 

134 

275 

18 Rotating General 

mil 

Req 

53 

12 

No 

2S0 

20 Rotating General 

11211 


Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 553 through 55S. 
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APPROVED INTERNSHIPS 


Od. 4,1955 


Nninp ol Ho'jpitnl nnd Locntlon 

GEORGIA-Contlnued • 

Gnxly Mcmorlnl Hospltnl +5-X24. 

80 Btitlcr St., S.E., Atiftnta 3 


I’lcdmont Hospltnl . 

IPil? rcnclitrpp ltd., X.W., Atliintn fl 

St. .Toseph's Indrinnry +'■=>. 

Ivy St.. N’.K., Atlnutn S 
'Eutjenc TnlmndRO Memorial Hospital +r-X25.. 
li;0 Kith St.. AoKUstn 

University Hospital •♦-X25... 

Unlver.slty I'l., AiiKvi.stn 

Medlcnl t'enter .... • 

7PO Wth St.. Coliimlms 

Emory Unlver.slty Hospital +r-»-X24. 

Emory ljnlver.“tty 


Mneon Hospital +'. 

7T7 Hemiook St., Jlacon 

Kennestone Hospital . 

1207 Church St.. Marietta 

Floyd Hospital... 

'I'timer and McCall lllvd., Rome , ., , 
.Memorial Hospital ot Chatham County 
rard St. and SVaters .\vc.. Savannah 


Control 

1 

>SI 

Cl 

» 

”3 

.cl 

<s 

ts 

o rs 

Sa£ 

’c*£*S 

County 

078 

20,042 

NPCorp 

21.7 

10,329 

Church 

283 

13,343 

State 

300 

2,734 

City 

423 

33,499 

City 

300 

30,467 

NPCorj) 

313 

10,88.3 

CyCo 

43.'i 

15,853 

City 

153 

10,728 

County 

190 

11,237 

Hist 

300 

C,3S5 


4* 

a 

O 

be 

U3'*J 

H-i 

® S*^ 
A 5j= 

'cS 

47 

11 

S s> 

Om 

ri 

2 w 

M 

S 47 

bDbc® 

C3 OO 

47 tiS 

i-iftS 

gu 

<So 

Rcq 

45 

32 

No 

Req 

5C 

12 

134 

Rcq 

58 

12 

No 

Rcq 

■ 77 

12 

ISa 

Rcq 

8S 

12 

No 

Rcq 

30 

12 

No 

Rcq 

GO 

12 

No 

Rcq 

20 

12 

No 

Rcq 

40 

12 

No 

Rcq 

30 

12 

No 

Rcq 

Gl 

12 

No 


1 

j-O-tS 



1§ c 




Number and Type Coii 

iSow 

of Internships Number 

T.-iFM 

20 Rotating General 

1«U 


30 Straight Medicine 

iisj; 


12 Straight Surgery 

11333 


4 Straight Pediatrics 

115JI 

22.)PM 

10 Rotating Gerreral 

nm 

255PM; 

12 Rotating General 

11311 

175 

4 Straight Medicine 

. 

165PM 

18 Rotating General 

nm 

200FM 

12 Rotating General 

iisn 

22.'iPM 

S Straight Medicine 

1195’ 


(i Straight Surgery 

11933 


2 Straight Pathology 

200FM 

24 Rotating General 

12M1 

175FM 

10 Rotating General 

8S6U 

250PM 

4 Rotating General 

99’U 

2.'i0FJI 

10 Rotating General 

97111 


ILUINOIS-HospItaU, 52; Internships, 819 

MiicN'enl .Memorial Hospital . KPCorp 

3210 S. Oak I’ark Ave„ Herwyn ri,„reh 

TOis’^s. Owory’st./iilucYdand XPCorp 

. 

('hlcapo AVesley Memorla Hospital «-X27.. Cimrcn 

.« 

. 

1923 A\, Harrison .St., ChlcnRO 1- NPCorn 

. ^^^orp 

''"WroVernf". adVapoM . ’ 

'''■"?^fs:’M0?ffl A-Pcorp 

®"'ril”v.‘'‘firanr . 

. ,peorp 

mmols C«atral HospItn^» -x30.-;r 

I'vSOO Stony l.slnnd Ave.. cmcaBO KPCorp 

"«*; . con. 

''•'Srlfim .. Clinrel. 

. 

■ ■ srcoip 

Mielmel Reese Hospital -n-’-X2M7. 

' 2^9 S Ellis Ave., Chlcapo IG 


276 

IGO 

l.'iS 

320 

m 

339 


10,205 

7,293 

5,470 

9,201 

10,901 

11,490 


Kone 

Rcq 

Req 

Rcq 

None 

Req 


45 

33 

61 

52 

07 

56 


12 

32 

12 

32 

32 

32 


No 

No 

No 

No 

144 

343 


NPCorp 

SPCorp 

NPCorp 


,200 

79,223 

Rcq 

33 

12 

Nor 

290 

31,783 

Req 

34 

32 

No 

1.64 

6,029 

None 

41 

12 

No 

195 

8,251 

Req 

-29 

12 

No 

2.>8 

8,820 

Req 

47 

12 

114 

217 

7,910 

Rcq 

so 

12 

No 

306 

7,683 

Rcq 

56 

12 

148 

300 

12,950 

Rcq 

48 

12 

No 

146 

4,113 

None 

34 

32 

No 

150 

5,332 

Req 

5T 

12 

No 

186 

6,633 

Rcq 

35 

12 

No 

3.'0 

6,932 

Ren 

52 

12 

No 

844 

20,720 

Req 

02 

12 

No 

373 

12,223 

Rcq 

41 

32 

No 

371 

0,856 

Req 

,76 

32 

No 

262 

8,277 None 

76 

12 

144 

426 

12,290 

1 Req 

71 

12 

No 





12 

No 

540 

18,955 Rcq 

75 




100-225PM 12 Rotating General 

HdFM 0 Rotating General 
50FM 5 Rotating General 
lOOPM 12 Rotating General 
lOOFM 24 Rotating General 
7aFM 20 Rotating General 
llOFM 3 SS Rotating General 
IWFM. 30 Rotating General 
C Rotating General 

7 Rotating General 
0 Rotating General 

8 Rotating General 
11 Rotating General 
32 Rotating General 

8 Rotating General 
7 Rotating General 
G Rotating Genera! 
1.9 Rotating General 


Church 


205 

7,168 

Rcq 

42 

12 

No 

213 

S,S0G 

None 

08 

12 

No 

188 

322 

8,801 

Req 

05 

12 

No 

12,975 

Req 

41 

12 

149 

181 

273 

6,OU 

XOfSotJ 

Rcq 

None 

32 

38 

12 

12 

1 ^ 
a o 


loOFM 

350FM 

200rM . 

200FM 

211FM 

lOOFM 

350FM 

laOFM 

loOFM 

200FM 

lOOFM 


lail 

932U 

12311 

32131 

36211 

32611 

32711 

32811 

12911 

33011 

33133 

33M1 

33011 

33711 

35SU 

13911 

liOll 

imi 


41 Rotating Genef£ 

2 Straight Mcrtlclne 
1 Straight surgery 
1 Straight Pediatrics IICT 
1 Straight Pathology IC^ 


1)211 

llBl 

11233 


. er“a»X2B. . 

Mount .sinni .. 

27.50 AY. 35- : . * ■ 

Nonvoginn At ). ' i 

301) N. >3; . + --x::...- 

H Viipcrlor St.. Cjdcne^ “ ,_X 35 . Clmrch 

. 

. 

rdd St.?'chlcimo io . NPCorp 

Vi\son Avet'a.ic'ngo 40.. _ 

MU affit AVcY-aii^^^^ Yi • • • • _ 

^'•foTw-WnnsSUOidcYgo'Di---' _ 


125-175 

200FM 

inoFM 

300PM 


HRoiatlng General 
10 Rotating General 
IS Rotating General 
24 Rotating General 


lOOFJl .7: 


;2 Rotating General 


175FM 

100PM 

250FN 

200FM 

3G5F.A1 

200FM 


9 Rotating Genera! 
3 Straight Suigcn 
S Rotating General 

9 Rotating General 

j2 Rotating General 

8 Rotating General 

30 Rotating General 


llfll 

3i-.n 

licit 

Hit! 

I.VIII 

ll'lt 

!(!■« 

31911 

937It 

13211 

iron 

35111 


-lYbyth* AWtri'*" 
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Name of Uo'rHal nnil Location 
ILLINOIS-Conllnued 

St. Ho'^vUnl . 

21(0 S. Burlinp St.. Chicago 14 , 

St. Mary oI Nararrlh no<i>Itnl ♦'**... 

112i> N. IcavUt St.. Chlraco 22 

South Chlcnco Community Ho'^pUnl ».. 

E. Wnl St.. C'hlcnpo 17 

South Shore . 

?01j S. lAiclla .\vc.. Chlcaco 17 

Swedish Covenant llo^pUal ♦'**... 

.=.115 N. California Avc.. Chlcnpo 2.5 

ralrcr.slty of Chlraj:n Cllnlr« ♦'•*‘*-X29. 

&.V) E. .59th St., Chlcnco 37 
Cr.lTCT5Uy of UUnol* ne*carrh nutf 

Fducational no.«iiltal« ♦'*‘-X30. 

StO S. IVochI St., Chlcaco 12 

IVco^lla'WTi Hospital ... 

r.YOHitxpl .Vvc., ChlcoRO 37 

Decatur and Macon County Hospital ♦. 

Edward SI.. IKvjatur 

St. Mary> Hospital '**... 

120 E. i-th St., East St. l.oul< 

Memorial Hospital ol Du Pape County 
IfO Avon ltd., Klinhur«l 

Evanston Hospital . 

oiio Ridcc Avc,. Evanston 

St. Eranris Hospital .. 

255 Rldpc Ave.. Kvan*ton 

Little Company of Mary Hospital ♦'-*. 

SsOil M’. tr,th St.. Everprren Park -42 
HbsJale Sanitarium and Ho<pUM 
12) N. Oak St., Hinsdale 

Oak Park Ho«pUnl . 

525 H'iscon.sla Avc., Oak Park 

IVest Suburban Hospital .. 

.515 N. Austin Blvd., Oak P.aTk 

Methodist Hospital ot Central IlllnnH -♦*. 

221 S. Glen Oak Avc., Peoria 

St. PrancLs Hospital ... 

sat X. Glen Oak Avc.. Peoria 

Rockford Memorial Hospital . 

24f«i X. Rockton Avc., Rockford 

St. Anthony Hospital . 

Uni E. state St., Rockfonl 

Swedlsh-Amcrlcan IlorpUnl ^. 

l.ilC Charle.s St.. Rockford 

INDIANA—HospUalt, 14; Internships, IC3 

St, Catherine Hospital '•*... 

•lail rif St.. East Chleaco 

St, Mary*? Hospital '. 

3700 Wa?hinj:ton Ave., Evansville 15 

Lutheran Hospital *. 

S024 rnlrficld Ave., Fort Wayne C, 

St. Jofpph's Hospital ... 

73u W. Berry St., Fort Wayne 2 

Methodist Hospital ♦'-»... 

ViO W. Oth Avc., Gary 

St. .'lary Mercy Ho.spllnl . 

MO Tyler St., Gary 

St. 3Iargaret Hospital. 

25 DouRlas St., Hammond 

Indianapolis CJeneral Hospital . 

fYO Locke St., Indianapolis 7 

Indiana University Me<Ilcal Center ♦'“*. 

1100 V*. MIchican St., Indianapolis 7 

ilcthodist Hospital . 

lOOi X. Capitol Ave., Indianapolis 7 

St. Tmcrni*? Hospital . 

120 W. Tall Creek Pkvry., Indianapolis 7 

Ball ilemorial Hospital . 

2401 University Arc., Miincle 

Memorial Hospital ... 

C04 X. Main St., South B^'nd 1 

St. Joseph's Hospital ... 

401 X. Xotre Dame .\vc.. South Bend 22 

lOWA—Hospltals, &; Internships, 87 

Mercy Hospital ..... 

6^5 Cth Avc. S.E., Cedar Rapid* 

St. Luke's Methodist Hospital . 

^ 1020 A Ave., X.E.. Cedar Rapids 

Mercy 
420 E. 

Brocdlawc 

18th and Hickman Rd.. Des Moines It 

Iowa Lutheran Hospital . 

710 Parnell Avc., Do* Moines 10 

Iowa Slethodlst Hospital . 

1200 Pleasant St., Dos Moines 14 

ifercy Hospital . 

4th and Ascension Sts., Dcs Moines 14 
State University of Iowa Hospitals 
Newton Rd., Iowa City 


"S 


*- 5 

lg 

ei 

t£ 

>.= 

X ^ 


|g 

u 



e 

*5 



srS 
t; ^ 

tf tc ~ 

ss 

S C 


Number and Type 

Code 

0. 



Cx 


H* M w> 

m © 

£5cC- 

of Internships Humber 

Church 

107 

fi,5?2 

Ite-a 

61 

12 

No 

200FM 

g Botatlnp General 

15541 

Chiirch 

270 


Boq 

40 

12 

No 

200F.M 

10 Kotatinp General 

ishi 

NPCorp 

2.50 

10,577 

It.q 

24 

12 

No 

150-200FM 

10 Rotating General 

15811 

NTCorp 

17:. 

7,V21 

Bcq 

33 

12 

No 

150TM 

7 Rotating General 

925U 

Church 

225 

C.PAl 

Ktq 

40 

12 

No 

20il-230PM 

8 Rotating General 

15911 

NPCorp 

7CO 

10,741 

Hcq 

SO 

12 

No 

150P3I 

36 Rotating General 

160U 





1 Straight Pediatrics 

10034 

State 

Ct7 

10.^^xt 

Keq 

K) 

12 

No 

6.5F3I 

36 Rotating General 

15041 

NPCorp 

1.V) 

4,3?2 

noq 

67 

12 

No 

150P5I 

C Rotating General 

16411 

NPCorp 


13.126 

Rcq 

30 

12 

No 

225F5I 

8 Rotating General 

S5TI1 

Church 

320 

11.021 

Heq 

25 

22 

No 

150F.M 

12 Rotating General 

16511 

NPCorp 

105 

in,45i 

Rcq 

40 

12 

No 

200F3I 

9 Rotating General 

1G611 

■SPCurp 




?<V 

\2 

lU 

2S?aPM 

2ft Rotating General 

165U 

Church 

3r»» 

15,(11=0 

Rcq 

62 

12 

No 

2rOFM 

12 Rotating General 

IKll 

Church 

40.1 

10,23: 

Rcq 

41 

12 

No 

150F3I 

24 Rotating General 

16911 

Church 

IfG 

C.fr26 

Rcq 

43 

12 

No 

300P3I 

C Rotating General 

99311 

Church 

212 

02!23 

Rcq 

53 

12 

No 

200-2.50FM 

12 Rotating General 

17211 

NPCorp 

320 

12 TlO 

Rcq 

49 

12 

No 

2C0F2I 

12 Rotating General 

17311 

Church 

3t7 

13,2?5 

Rcq 

49 

12 

No 

125FM 

16 Rotating General 

17411 

Church 

Cll 

20,2*0 

Rcq 

C2 

12 

No 

2C0T2I 

15 Rotating General 

a7oU 

NPCorp 

210 

IO,45-3 

Rcq 

74 

12 

No 

150FM 

S Rotating General 

37711 

Church 

221 

9,073 

Konc 

4S 

12 

No 

150FM 

C Rotating General 

37SU 

NPCorp 

200 

OAl* 

Bcq 

52 

12 

No 

150TM 

8 Rotating General 

17911 

Church 

310 

12.H9 

JJonc 

47 

12 

No 

250FM 

7 Rotating General 

isin 

Church 

310 

11.542 

Bcq 

43 

12 

No 

250rM 

8 Rotating General 

941U 

Church 

335 

<),1C3 

Rcq 

24 

12 

No 

250FM 

6 Rotating General 

18311 

Church 


9/>H 

Bcq 

34 

12 

No 

200'250F3I 

C Rotating General 

.90411. 

Church 

212 

13,120 

None 

46 

12 

No 

250FM 

16 Rotating General 

S6011 

Church 

2?2 

12,814 

Bcq 

44 

12 

No 

250F3I 

8 Rotating General 

15411 

Church 

375 

14,925 

None 

30 

12 

No 

sooFsr 

12 Rotating General 

'ISoll 

CyCo 

GIO 

12.192 

Bcq 

50 

12 

No 

200PM 

42 Rotating General 

16611 

State 

5.35 

11,918 

None 

69 

12 

159 

U5PM 

26 Rotating General 

ISTU 




No 


4 Straight Surgery 

1S733 

Church 

G7l 

27,823 

Bcq 

41 

12 

215PM 

20 Rotating (general 

ISSll 

Church 

SfO 

12,410 

Rcq 

41 

12 

No 

210PM 

10 Rotating General 

1S911 

NPCorp 

300 

11,C57 

Bcq 

43 

12 

No 

250PM 

8 Rotating General 

192U 

NPCorp 

225 

9,8-21 

Rcq 

41 

12 

No 

250F5I 

8 Rotating (jeneral 

19311 

Church 

1S3 

7,413 

Rcq 

3S 

12 

150 

25QF2I 

S Rotating General 

19411 

Church 

yy> 

9,015 

Rcq 

50 

12 

No 

250FM 

8 Rotating General 

196U 

Church 

316 

12,91" 

Heq 

52 

12 

No 

250TM 

12 Rotating General 

19711 

Church 

in 

e;sr,o 

Keq 

30 

12 

No 

SOOTH 

3 Rotating General 

39S11 

County 

237 

3,400 

Rcq 

57 

12 

No 

2C0FM 

12 Rotating General 

19911 

Church 

205 

8^74 

Rcq 

31 

12 

151 

175FM 

10 Rotating General 

20011 

Church 

305 

iG,3n 

Bcq 


12 

No 

200FM 

10 Rotating General 

' 20111 

Church 

200 

11,375 

Rcq 

61 

•12 

152 

225FM 

12 Rotating (Jeneral 

20211 

State 

902 

2i,7(n 

Rcq 

72 

12 

No 

155FM 

20 Rotating General 

203U 


Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 553 through 555. 
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APPROVED INTERNSHIPS 


J.A.M.A., Oct, 4,1958 


Niimc of lloppitiil nnd Location 

KANSAS—Hospitals, 6; Internships, 93 

tlmny Hospital ***... 

fit N. 12tli St.. Kansas City 7 


Hth Kt. and Vermont Avc., Kansas City 8 
I’niversity of Kansas Medical 

Center +'‘-S'*-X33... 

;y>th and Rainbow Blvd., Kansas City S 


‘CS K. Emporia Avc., tVIctilta » 

Wesley Hospital . 

.7.7) X. Hlllsliie Avc.. \S icliitn 0 



(fi 


43 

CJ 



be 

S 



'O 


a 

w 

bc 

tkaCS 

SM 

'C 


Control 

« 

a 

-tj 

0 

Es 

54 

,S|S 
BbS • 
3 axs 

Outpati 

Service 

Autops; 

Percent 

jsa£ 

** ppsi 

fiCtfiP 

n 0 0 
« ug 
p8P<S_ 

Atnilate 

Service 

Bcginni 

Stipend 

(Month 

Number and Type Code 
of Internships Numbir 

Church 

159 

6,878 

None 

37 

12 

163 

800PM 

8 Rotating General 2K11 

Church 

216 

7,876 

Req 

46 

12 

No 

.22oPM 

6 Rotating General 20711 

State 

r>34 

13,536 

None 

71 

12 

160 

40PM 

12 Rotating General 20511 

1 Straight Medicine 20882 









- 1 Straight Surgery 20K3 

3 Straight Pediatrics 20S31 









1 Straight Pathology 2CSSC 

5 Mixed 









(Med.-Surg.-Ped.) 20S23 









1 (Mixed Path.-Med.) 20S27 

1 Mixed Path.-Sufg.) MX 

Church 

605 

20,459 

None 

43 

12 

300 

225FM 

24 Rotating General 20911 

Church 

457 

18,836 

Req 

42 

12 

151 

300PJI 

18 Rotating General 21011 

Church 

375 

15,230 

Req 

So 

12 

165 

150PM 

12 Rotating General 21111 


.•iioo K. Graml Avc., Wichita 17 
KENTUCKY—Hospitals, 7; Internships, 98 

St, Elirnbeth Hospital .. Church 

21st nnd Eastem Avc.. t ovInRton 

(Jood Samaritan Hospital Ihorcb 

.tin S. Limestone St^. Le.vinpton rh.ireh 

St. .loseph Hospital .. Churen 

r,H W. End .8t.. Le.vlnt:ton 

Louisville Oeneral Hospital . tjCo 

sa K. Chestnut St., Loul.svllle 2 

St. Anthony Church 

1313 St. Anthony PL, Louisslllc 1 Church 

St. .Toseph Infinnao-. 


12,993 Rcq 
3n,<S39 Req 
9,181 Req 
10,800 Req 


SS, Mary nnd Klirabeth Ro' dial * 
RVir 8. 12th St., Louisville 10 


Charity Ho'l'ltnl of Rp"!'!"!” **,0 

1532 'fulane Avc., Xew Orienn. 1- 


♦)->-‘-X35-36... 


:!ni>.,)cncre-oiiu»'*'-*7"s . ACCorp 

“"■S fSSfjlf ,I-. a,™h 

"“2s,"»iaAv.!;|wo spc„„, 

.. 

‘ Kiw.‘ «•>■■. s"'.',;;;!”," . cot 

•■'"ttSi”. 

«*l»E-Hosplt"l>. •! »t,r»>WP*. a BPeorp 

I'astem Maine General Hospital . 

3.wSc»o,P....--. 

rT.s«'.v“ssw'--.““ 

^ Slfsabauus St., I^wjston . NPCorp 

. 

„ARYUAND-Hosplta.s,.9l>— 

"‘’’‘SEaS’AvefBaUlmorcEt 


Church 

235 

10,772 

None 

20 

12 

No 

Church 

440 

20,054 

Req 

37 

12 

No 

Church 

177 

9,895 

Req 

33 

12 

150 

state 

2,893 

62,230 

Req 

68 

12 

No 

Church 

291 

13,571 

Req 

25 

12 

No 

Church 

191 

10,9.70 

Req 

84 

12 

No 

NPCorp 

253 

8,231 

None 

78 

12 

No 

Church 

436 

19,757 

Req 

39 

12 

No 

NPCorp 

457 

21,950 

Req 

52 

12 

No 

state 

918 

23,158 

Req 

33 

12 

No 

Corp 

120 

4,893 

Req 

46 

12 

158 

Church 

107 

7,187 

Req 

37 

12 

No 


Church 


om»* 

Baltimore ill . KPOorp 

>''*?S’S-l’SpnSC.W.l.nOT".> , SPO„„ 

“«°CoiS“y. ' 


9,836 Req 
7,291 Req 
4,935 Req 
12,347 Req 

12,999 Req 


7,635 Req 
6,081 Req 

6,768 Req 
7,839 R«q 
23,799 Req 


200FM 12 Rotating General 21211 

160PM 11 Rotating General 21111 

200PSI 8 Rotating General 21511 

70PM 22 Rotating General 21711 

8 Straight Jfediclne 21732 
10 Straight Pediatrics 217M 
200PM 5 Rotating General 21511 

2OOFM 18 Rotating General 22011 

200PM 1 Rotating General 22111 


75PM 180 Rotating General 22411 
150PM 12 Rotating General 22511 

175FM 9 Rotating General 22011 

125PM 4 Straight Medicine 9C6SJ 

175PM 20 Rotating General 22311 

lOOPM 20 Rotating General 22911 

lOOPM 86 Rotating General 23211 
250PM 3 Rotating General 23011 

2oOPM 7 Rotating General 23111 

100PM 8 Rotating General 233II 

IDOPil 4 Rotating General . 

120PM 4 Rotating General 23511 

100PM 12 Rotating General 236” 

lifraighfSine || 

fs»»es 
fitraifhtPatho^W 
2 Mixed (Med.-Pedd 

oMixedtPcd.-Med.l 
225j.yi 6 Rotating General 2a=u 

«« SKSSSi S 

soora l!PoMO«tO»"»' *“ 

!»>Fa » 

'liSi|Sif*2CS 




_ —--;i7^he 

___ 
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Number and Type Code 

U 



2 c. 

Cx 



5 C 


of Internships Number 

Church 

391 

7,857 

Rcq 

4C 

12 

164 

200F3I 

10 Rotating General 

24311 

Church 

SST 

8.747 

Req 

54 

12 

Ko 

eooFM 

14 Rotating General 

2«U 

Church 

300 

12,007 

Rcq 

40 

12 

Ko 

225PM 

16 Rotating General 

24511 

NPCorp 

137 

4.903 

Rcq 

33 

12 

Ko 

175FM 

9 Rotating General 

24611 

Church 

21 : 

6.612 

Rcq 

45 

12 

164 

250PM 

9 Rotating General 

24711 

Church 

211 

6.020 

Rcq 

45 

12 

164 

200rM 

8 Rotating General 

24511 

KPCorp 

SOS 

12,967 

Rcq 

45 

12 

Ko 

lOOFM 

2 Rotating General 

24911 






5 Rot. (M^. Major) 

24912 









1 Rot. (Ped. Major) 

24914 









4 Hot. (Surg. Major) 

24913 









4 Straight Medicine 

24932 









1 Straight Pediatrics 

24934 









2 Straight Surgery 

24933 

NPCorp 

1&4 

6,315 

Rcq 

43 

12 

Ko 

140FM 

8 Rotating General 

25011 

NPCorp 

301 

10.7('*3 

Rcq 

42 

12 

Ko 

2(X)FM 

16 Rotating General 

25111 

State 

cot 

13,370 

Rcq 

40 

12 

Ko 

50FM 

16 Rotating General 

25211 







5 Straight Medicine 

25232 









3 Straight Pediatrics 

25234 









2 Straight Surgery 

4 Mixed 

25223 









(Sunr.-Ob.-Gyn.) 

25226 

KPCorp 

170 

7.745 

Rcq 

53 

12 

Ko 

100-150FM 

10 Rotating General 

25311 

County 

235 

11,448 

Rcq 

39 

12 

Ko 

150FM 

14 Rotating General 

90511 

KPCorp 

205 

11,297 

Rcq 

32 

12 

Ko 

200FM 

8 Rotating General 

94511 

Ips. Z^O 










KPCorp 

«v>^ 

6,591 

Rcq 

C3 

12 

Ko 

100 

6 Rotating General 

25511 

KPCorp 

330 

11,687 

Rcq 

49 

12 

1G3 

150 

10 straight Medicine 

25632 





112FM 

5 Straight Surgery 

25633 

City 

1..570 

50.405 

Rcq 

53 

12 

Ko 

16 Straight Sfediclne 


l and irr 

Mcdlcttl Tufts 





23T93 

n and rv 

MOlilcal Harvard 





1C Straight Medicine 

25794 

V and VI 

Medical Boston Unlv. 





1C Straight Medicine 

25797 

1 

Surgical Tuft^ 





8 Straight Surgery 

25796 

HI 

SurgU al Boston Unir. 





8 Straight Surgery 

2579S 

V 

Surgical Harvard 





C Straight Surgery 

25703 


Straight Specialties. Boston univ. 



C Straight Pediatries 

25704 


Patholocy 





63FM 

5 Straight Pathology 

23736 

KPCorp 

73 

2,CCr3 

Rcq 

SI 

12 

1C4 

4 Straight Pediatrics 

9S734 

Church 

310 

10.013 

Rcq 

30 

12 

104 

123TM 

12 Rotating General 

25S11 

KPCorp 

301 

8,760 

Rcq 

84 

12 

105 

FM 

5 Straight Pediatrics 

25934 








a Straight Pathology 

25936 

KPCorp 

900 

23,C2S 

Rcq 

HO 

12 

106 

25-51FM 

12 Straight Medicine 

26132 








8 Straight Surgery 

7 Straight Pediatrics 
2 Straight Pathology 

26133 

26134 
26136 



KPCorp 

31G 

6,936 

Rcq 

57 

12 

1C7 

150PM 

10 Straight Medicine 

26232 







6 Straight Surgery 

26233 









1 Straight Pathology 

26236 

KPCorp 

208 

6,202 

Rcq 

59 

12 

168 

83FM 

12 Straight Medicine 

26332 







6 Straight Surgery 

26333 

KPCorp 

150 

4,434 

Req 

50 

12 

169 

COFM 

6 Rotating General 

26411 

KPCorp 

2S0 

C.112 

Rcq 

77 

12 

170 

25FM 

13 Straight Medicine 

26532 








C Straight Surgery 

26533 

Church 

400 

13,717 

Req 

50 

12 

Ko 

llOFM 

14 Rotating General 

2C611 

KPCorp 

218 

8,005 

Rcq 

40 

12 

Ko 

250FM 

4 Rotating General 

2G711 

City 

240 

6,624 

Rcq 

38 

12 

Ko 

I40FM 

12 Rotating General 

2GS11 

KPCorp 

243 

8431 

Req 

66 

12 

172 

lOOFM 

6 Rotating General 

26911 

KPCorp 

152 

4.©S 

Req 

37 

12 

173 

lOOFM 

7 Rotating General 

27011 

KPCorp 

1S3 

5.203 

Req 

37 

12 

Ko 

100-150FM 

10 Rotating General 

S64U 

KPCorp 

197 

7,014 

Req 

39 

12 

Ko 

lOOFM 

2 Rotating General 

27311 









2 Mixed (Med.-Surg.) 

27324 

KPCorp 

188 

7.247 

Req 

39 

12 

Ko 

lOOFM 

4 Rotating General 

27411 

KPCorp 

215 

6,757 

Req 

38 

12 

Ko 

100-150PM 

2 Rotating General 

27511 

Church 

163 

7.491 

Req 

33 

12 

Ko 

• 150FM 

4 Rotating General 

27511 

Church 

190 

7,408 

Req 

25 

12 

Ko 

125FM 

4 Rotating General 

27711 


Name ol nn«\ l^ncnllon 

WARYLAND-ContInued 

lAitbcran Ho-^Ua! ... 

“D.! A'h^urton St,. ItnUIinorr !•'* 

Maryland General lIo<rItnl 4'**-x38. 

Undrn A\o, nnd Mndl<on St., llallliimrt* 1 

M«rcT Uo^pUal 4*'*“^x38... 

OaUert and Sarnloca St^., llaltlmorc C 
rro\ldcnl Uo‘«i'ltnl and Frw Diep<*n«ary 
3514 Dhl-Ion St., Haltlmorp 17 

St. Aj:nc« Hospital ... 

30no Cat on A\c , llaUImoro CO 

St, joefphV no<ii'Unl . 

140tl N. CaroUno St., llaUlmort* 13 

Sinai no«pUal ■♦»'»-«. 

1714 E. Monument St., llaUlmorc 5 


South Baltimore General Ho<rltal . NPCorp 

1213 IJ>:hl St,. Daltlmorr .'W 

Union Memorial Uo<pltal ♦'**. NPCorp 

S3nl and Calvert St«., Bnltlrnore IS 

University Hospital ♦'-«-* XZt . State 

Redwood and Greene Sts., Rnltimorc 1 


Suburban Ho«pItat . KPCorp 

S'/iOOld GeorcctowTi Rd., Bethe«da 14 

Prince GeorrreV General Ho«pltal . County 

Chcvcriy 

Wa«hlncton County Hospital . NPCorp 

Kinp and Antlctam St*^., Hnpcr^lown 

MASSACHUSETTS-Hojpltalf, 35; Intemjhipj, 

Beverly Hospital . NPCorp 

Hetther and UerrlcJc St«., Beverly 

Beth Israel Hospital NPCorp 

3?) BrooVlmc .\vc„ Boston I'l 

Boston City Ho«pUal 4i-».«.X3>4WI. City 

SIS Harrison Avc., Bo«ton 18 
Chrm. Com. Intcni«hlp'Exam« 


Boston rioallDir Hospital 4i-».X4!. SPCorp 

20 Ash St., Boston 11 

Carney Hospital ♦...... Church 

23(0 Dorchester Ave., Boston 24 
Children’s M<^ical Center ....... MPCorp 

200 Lonsvcood Avc,, Boston 1.7 
Massachusetts General Hospital 4i-s-4.X40.,., 

Pruil St., Boston 14 

Maesachu'etls Memorial Ho«pUals ♦***-X39.. 

750 Harrison Ave., Boston IS 

Kew England Center Hospital ♦''*-X4l........ 

Harrison Avenne end Bennet St., Boston 11 

Kew England Hospital 4i-s. 

Columbu* Avc. and DImock St., Boston 19 

Peter Bent Brigham Hospital ♦'-•'^•X40. 

721 Huntington Ave., Boston 13 

St. Elizabeth’s Hospital 4i-a-X4!. 

730 Cambridge St., Boston 35 

Brockton Hospital 41-3 .... 

CSO Centre St.. Brockton 17 

Cambridge City Hospital ♦'-»x4I. 

1493 Cambridge St., Cambridge 39 

Mount Auburn Hospital ♦'-^•x40. 

330 3It. Auburn St., Cambridge 3S 

Truesdale Hospital . 

1B20 Highland Ave., Fall River 

Union Hospital *"*. 

300 Hanover St., Fall River 

Holyoke Hospital 41 - 8-4 . 

575 Beech St., Holyoke 

Lawrence General Hospital ♦'**. 

1 Garden St., Lawrence 

Lowell General Hospital 4^**. 

295 Vamum Avc., Lowell 

St. John’s Hospital *. 

34 Bartlett St., Lowell 

St. Joseph’s Hospital »... 

630 Merrimack St., Lowell 

Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations 
Abbreviations and other references will be found on pages 553 through 55S. 
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APPROVED INTERNSHIPS 


J.A.M.A., Ocl. 4,195S 


Knmc of Hospltnl niul IjOcntton 

MASSACHUSETTS-Contfnuea 




Number and Type Code 
of (nternshtps Numhw 


212 Hoston St., fjyim 

IntVo's llospitiil +1-0. 

ini rnKo St., New ilcdford 


COtl Wnsliiiipton St., Newton Lower 
Falls (K 


.’173 Ki>sl St.. I'itt.sDelii 
Incy City Hospltnl — 
HI ’Wliltwoll St„ Qijlney ('.3 

Sent Hospltnl . 

SI lliKhlnml Ave., Salem 

jrry Hospltnl . 

tr.!.'! Carew St., SprimrlleM -I 


Wesson Memorial Ho<:pUnl 
110 Hlitli St.. SpriPKflelil 


Hope .Vve., Wnltlinin .11 

.tfomorlal llosplin! . 

110 Helmotit St.. Worcester a 

St. Vineent Hospital +•■*. 

t:> Wlnthrop St., Worcester 10 
Worcester City Hospltnl 

n Jnrpic.s Ave., %Vorce.»lcr 9 


St Josepli Mercy Hospital . C*owc 

SM N. Innalls St.. .\nu .Ul.or 

mlvcr.slty Hospital . State 

1313 it Ann St.. Ann Arbor 


. NPCorp 

281 

9,703 

Tlcq 

39 

12 

No 

100PM 

10 Rotating General • 

27811 

, NPCorp 

355 

11,973 

Req 

33 

12 

No 

150PM 

30 Rotating General 

27911 

. NPCorp 

235 

8,037 

Req 

51 

12 

No 

165PM 

6 Rotating General 

2son 

. Church 

150 

4,819 

Req . 

37 

12 

No 

350PM 

3 Rotating General 

28211 

. City 

247 

9,787 

Req 

57 

12 

No 

151PM 

12 Rotating General 

293U 

. NPCorp 

243 

8,401 

Req 

33 

12 

174 

150-190PM 

0 Rotating Genera! 

284It 

Church 

340 

12,079 

Req 

27 

12 

. No 

200PM 

0 Rotating General 

29311 

.. NPCorp 

331 

11,308 

Req 

50 

12 

173 

75FM 

8 Rotating General 

"SOD 

., NPCorp 

193 

7,827 

None 

30 

12 

176 

100PM 

4 Rotating General 

287)1 

.. NPCorp 

140 

5.740 

Req 

34 

12 

No 

2iX>PJl 

4 Rotating General 

2SS11 

.. NPCorp 

288 

10,082 

Req 

01 

12 

No 

• 150-190PM 

9 Rotating General 

2S9tl 

Cluircti 

654 

15,230 

Req 

40 

12 

No 

150.200FM 

16 Rotating General 

29011 

.. City 

.448 

10,628 

None 

61 

12 

No 

119PM 

18 Rotating General 

29111 

844 

.3.8.', 

14.078 

Req 

50 

12 

No 

2S.iFM 

10 Kohitin.g General 

29211 


19,990 None 


Iclla T. Fosf Monteomery HospHwl Cburch 

9 Kmnieti St.. Ilnttlc C'tccb . NPCorp 

^^*^^pVAcar*l Si- ''’‘■iliS'' . NPCorp 

V'akwomi ® . NPCorp 

1120 St. Antoine St.. Hetro t O^.^ . Ctmrcb 

Kvanaelical 7 . 

•’•■’t'l K .IelTer.enii .ttc., Detroit t NPCorp 

’^"tlfiO .lotin H.,St., Detroit I . NPCorp 

St., Detroit 1 NPCorp 

. 


160 

7,995 

Req 

30 

12 

No 

275PM 

154 

0,021 

Req 

50 

12 

No 

225PM 

234 

12,078 

Req 

57 

12 

177 

200-250PM 

322 

11,752 

Req 

52 

12 

178 

400PM 

iSTi 

7,724 

Req 

46 

12 

179 

250PM 

744 

26.350 

Req 

47 

12 

180 

250PM 

<j\Z 

22,931 

Req 

51 

12 

180 

2aOPM 

830 

24,225 

None 

71 

12 

No 

225 


cl— 

provlileneo ; *..* . .'§ 

"W w ■ . ■, , ■ .. City 

'^‘’“ailfiSti'.tnloiuc SI.'. ilciioiL ji. NPCorp 

^ . 


"DPI Morels'! «o- . enurco 

’k. Graml DwS.. Detroit it. NPCorp 

^'‘’'fi707”\^-'o«‘c'’ Dr.'.'Dctroit i'> . NPCorp 

Womun'.s Hnspilnl •’■'••• { 

WnJni Conulj'V,eneral 'Hospital «n<l. County 

... City 

"''mb “m.’nnA Si ^2"“. 

. Cburcb 

ilMKcnsYnl'Din NPCorp 

”“™asnvl^S'Ave.lNVE.';Gfa^^^ Cburch 

St^iB.rGra^--- 


24,H2 31*11 

14,891 Req 
22,827 Req 
12,598 Req 
8,990 Keq 
10 ,12o Req 
12,940 Req 

S,4S3 Req 
20,501 None 
12,255 Req 
15,830 Req 
12,910 Req 

10,792 Req 
13,049 Req 


0 3 Rot. (Anes. Jlnjpr) 29377 

2 Rot. (Derm. Major) 293/.> 
KRot.CGcn.Prac. 

8 Rot. (Med. Major) 29312 
a Rot. (Ncuro. Major) 29.374 

3 Rot. (Ob.-Gyn. 

Major) 2931,1 

1 Rot. (Oplvlb. 

Molor) >J)Si9 

1 Rot. (Otol. Major) M3i8 
o Rot. (Path. MnJor) 293SG 
3 Rot. (Ped. Major) 29314 

2 Rot. (Pbys. Med. & 

Rehab. Major) 29380 
34 Rot. (Sure. MaioC ®S1S 
75PM 4 RotatiuB General 29«l 

;25FM 0 Rotating General OCOtt 

’50PM 40 Rotating General 91911 

400PJI 13 Rotating General 29011 

250PM 8 Rotating General ' 29711 

250PM 24 Rotating General 29311 

2oOPM 3S Rotating General 29911 

oes 24 Rotating General 3W11 

^ 10 Rot. (Med. Malfrt - 

10 Rot. (Surg. Major) OT .< 
250PM 24 Rotating General 30-AI 

25QPM 12 Rotating General 303II 

2aPM 59 Rotating General 29.in 

SOOPM 12 Rotating General 91511 

3Q0PM 7 Rotating General SWH 

223PM 15 Rotating General 92C11 

450 10 Rotating General 30MI 

' 28f,FM 80 Rotating General 2SfiU 

250PM SO Rotating General ®R‘l 

SOOPM 12 Rotating General 

300PM 18 Rotating General 

250F5t 10 Rotating General 5® . 

250PM 10 Rotating General 3101‘ 

250PM 10 Rotating General 31111 


Grand Rapid- 320 13.<R'^ 
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N’oinc ol Ho'‘pUnl nnd I.ocfttloa 
MICHIGAN-ContlnunJ 

non Socour« Hospital .. 

A'V* lUt., Gro<«c Folate JJO 

llifihlar.i! Fark General Hocpltal ♦*“*.. 

UVatiaV Avo., lllphUnd Fntk 3 

PorpC'S Uocpltnl ♦'"*. 

i :»21 Gull K<1., Knlnuiaroo 02 

Pron«on Mcthodl«l Uo«pltal . 

252 K. Lovell St., Kalntnnioo S 

Filvard W. Sparrorr Ho'pUnl . 

1215 K. Mlehlpan .\vc., Lanejne 12 

?t. Lawrence' Hospital . 

1210 W. Snclnnw St., T.an«lnp 15 

MMland IIo<pltnl '. 

400.5 Orchanl Pr., Mklland 

Pontiac General IIo«piinl **■*.. 

4G1 W Huron St., Pontiac IS 

St- .lov*pti Merry Ho'pUal ♦'’*. 

W \Yoodwnr«l Are., Pontine 10 

5Villlam Peaninont Ho«pUal ♦'**. 

3»501 “W. 13 Mile Kd., Hoynl Oak 

Saclnaw General Hospital . 

144T S. Harrison St.. Saplnaw 

St. Lnke’p Hospital *. 

tnj Cooper St.^ Saplnaw 1? 

St. Mnry'js Hospital .. 

foH K. Jefferson Ave., Saclnnrr K> 

James Pecker Mim«on Hospital *.. 

f-th St., Traverse City 


*0 

lu 

c 

w 

Zi 

n 

C5 

O 

fc, «j 

1=1 

B 

ti o 
s u 

7^ t. 

o 

U 

►*5 

C.C 

O 

7- ^ 

JO tSA 
t£tcC 
® £® 

•3 

|| 

6? 

tc 

c ^ 

■5'g£ 

^ « c 

Number and Type 

Code 

6 

& 






KMw 

of Internships 

Number 

Church 

158 

7,069 

Req 

w 

12 

394 

315PM 

7 Rotafine General 

9CG11 

City 

see 

11«S1 

Rcq 

40 

12 

190 

275FM 

It Rotating General 

siai 

NPCorp 

2S5 

9,372 

None 

43 

12 

No 

530FM 

0 Rotating General 

31S1I 

Church 

250 

0,707 

Req 

57 

12 

No 

210PM 

C Rotating General 

31411 

NPCorp 

290 

14jm 

Req 

CO 

12 

195 

200PM 

1C Rotating General 

31511 

Church 

275 

13JS0 

None 

m 

12 

No 

300FM 

12 Rotating General 

31C11 

NPCorp 

ICO 

7,902 

Req 

C2 

12 

No 

2i0FM 

0 Rotating General 

90111 

City 

2=G 

13,275 

Req 

59 

12 

No 

300FM 

IS Rotating General 

31611 

Church 

310 

1C,7C3 

Req 

41 

12 

No 

250FJI 

12 Rotating General 

31911 

NPCorp 

235 

12,001 

Req 

77 

12 

190 

273PM 

12 Rotating General 

97S11 

NPCorp 

230 

0Jil2 

Req 

f7 

12 

No 

325 

C Rotating General 

32011 

Church 

211 

9,105 

Req 

55 

12 

No 

lOOPM 

6 Rotating General 

32111 

Church 

172 

9Ji5S 

Req 

50 

12 

No 

330PM 

0 Rotating General 

32211 

NPCorp 

217 

7,690 

Req 

4S 

22 

No 

275PM 

C Rotating General 

32312 


MlHNESOTA-HosplUU, 15; Internships, 257 


St. I.uke> Hospital ♦*-». 

P15 K. Is*. St . Duluth 11 

St. Mary’5 Hospital . 

42?K.3nl St., Duluth 11 

Ashury Methodist Hospital .. 

910 K. 15th St., Minneapolis 4 
3IIniieapoll« General Hospital 
C19 8, 5lh St., Minneapolis 15 

Mount Slnnl Hospital ♦'-*... 

riT K. 22ntl St., Minneapolis 4 
yoTthwfvsteni Hospital 

Sin K. ‘.’Trii St., .MInneai>olI« 7 


St, Bamalins Uo'^pltal . 

920 S 7lh St., Minncnpoll'* 4 

St. Mary's Uo%plial . 

2.500 S Cth St., Minneapolis C 

Swedish Hospital ♦'-». 

914 S. Sth St., Minneapolis 4 
Unherslty ot MlnnC'^ota Uo'-pltals 
412 Union St., S, E., Minneapolis U 


AneVer Hospital ♦5-2-X44.. 

405 Jcffei>on Ave., St. Paul 1 

Bethe«dn Hospital ... 

559 Capitol Blvd., St, Paul 1 

Char’es T. Miller Hospital . 

12-5 W. Collejre A'v e., St. Pan! 2 

St. Joseph's Hospital ♦'. 

G9 5V. ExchonKc St., St. Paul 2 

St. IvUke’s Hospital . 

2S7 N. Smith .Ave., St. Paul 2 

MlSSISSlPPI-Hospltals, 2; Internships, 35 

Mississippi Baptist Hospital . 

1190 N. State St., Jackson 

University Hospital ♦’-XAS. 

2500 K. State St., Jackson 

MISSOURI—Hospitals, 26; Internships, 445 

St. Louli? County Hospital . 

COl S. Brentwood Blvd., Clayton 5 
University ol Missouri Medical Center ♦'-X46.. 
807 Stadium Rd., Columbia 

Children's Mercy Hospital +»*“-X33..... 

1710 Independence A\p., Kansas City 
Kansas City General Hospitals 
Kansas City General Hospital Ko. 1 ♦-X33..,. 

24th and Cherry Sts., Kansas City 8 
Kansas City General Hospital No. 2 +'-3-4 
GOO E. 22nd St., Kansas City 8 

ilcnorah Medical Center +'-®-x33. 

4949 Rockhlll Rd., Kansas City 10 

Research Hospital ... 

2300 Holmes St., Kansas City S 

St. Joseph Hospital +^-3. 

2510 E. Linwood Blvd., Kansas City 28 

St. Luke's Hospital . 

•4400 J. C. Nichols Pkwy., Kansas City 11 


NPCorp 

376 

14,700 

Re<i 

09 

12 

Clnirch 

350 

H.COO 

Req 

07 

12 

Church 

ICS 

7,511 

Req 

03 

12 

City 

444 

7,309 

Req 

C2 

12 

RPCorp 

224 

9,7C5 

Req 

C3 

12 

RPCorp 

2C2 

11,7M 

Req 

73 

12 

Church 

272 

13,715 

Mone 

03 

22 

Church 

310 

1C,090 

Req 

01 

12 

SPCorp 

420 

18,151 

Sone 

48 

12 

State 

G44 

11,114 

Req 

60 

12 

CyCo 

650 

8,372 

Req 

04 

12 

Church 

178 

9,310 

Req 

47 

12 

NTCorp 

370 

12,733 

Req 

53 

12 

Church 

284 

12,195 

Req 

57 

12 

NPCorp 

200 

7,523 

Req 

39 

12 


Church 

cot 

15,359 

Req 

39 

12 

State 

355 

7.920 

Req 

52 

12 


County 

200 

4,225 

Req 

55 

12 

State 

149 

2 721 

None 

07 

12 

NPCorp 

135 

2,417 

Req 

GS 

12 

City 

378 

7,653 

Req 

62 

12 

City 

222 

4,920 

Req 

53 

12 

NPCorp 

313 

10,660 

Req 

75 

12 

NPCorp 

25S 

8,101 

Req 

52 

12 

Church 

321 

13,010 

Req 

02 

12 

Church 

450 

14,905 

Req 

G5» 

12 


166 

123Fil 

16 Rotating General 

32411 

180 

73F5I 

12 Rotating General 

32511 

19S 

laOPM 

8 Rotating General 

soni 

No 

30FM 

39 Rotating General 

32911 

No 

IsOPM 

14 Rotating General 

86S11 

No 

175FM 

12 Rotating General 

33011 



1 Straight Medicine 

S3032 



1 Straight Surgery 

33033 



1 Straight Pediatrics 

23034 

1S7 

J93PM 

10 RotatingGcneral 

S3111 

No 

330FJI 

10 Rotating General 

33211 

No 

ISOFM 

8 Rotating General 

3S311 

200 

60FM 

11 Straight Medicine 

33432 



13 Straight Surgery 

33433 



13 Straight Pediatrics 

33434 



3 Straight Ob.-Gyn. 

33435 

No 

75FM 

2Ji Rotating General 

33511 

201 

300FM 

8 Rotating General 

33611 

185 

lOOFM 

13 Rotating General 

337U 

No 

200PU 

12 Rotating General 

33S11 

202 

200PM 

4 Rotating General 

33911 

No 

225PM 

12 Rotating General 

34011 

No 

200 

23 Rotating General 

95ni 

No 

150FM 

10 Rotating General 

342U 

No 

150 

4 Straight Pathology 

99136 

No 

173PM 

1 Straight Pediatrics 

9SS34 

No 

150FM 

36 Rotating General 

31311 

No 

150FM 

See Unit No. 1 


203 

250FM 

10 Rotating General 

34511 

203 

250PM 

10 Rotating General ' 

34011 

No 

200rM 

10 Rotating General 

34711 



2 Rot. (Snrg. Major) 

34713 

203 

2S3PM 

18 Rotating General 

34811 


Hospitals deslpnated with an asterisk (*) In this listing do not participate in the National Intern Matching program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medlcai Colleges, and other cooperating organiratlons. 
Abbreviations and other references will be found on pages 553 through 555. 
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Nnmc nl IIo?i>itnt nml Location 

MISSOURI—Continued 

.SI. Mary's Hospital +‘-». 

lot .Mpniorinl Pr., Kansas City 8 

Trinity J.iitlicran Hospital . 

.-ifKiI Wyandotte St., Kansas City 8 

.Missouri Methodist Hospital . 

8tli and Karaon Sts., St. .losoph 

.St. .lo'.epli’s Hospital . 

PTt 1‘oaoU St., St. .loscpli 

Hanu'S Hospital +'-®-X4a... 

(Vio S. Klnn.-ilitnlnvay lllvd., St. Louis 10 


I'lulstlaii Ho.spltal . . . 

lilt N. Kewstoad Ave., St. l.oiil.s l.> 

IV Taiil Ho'.pital ♦’-».. ................. 

ill.'i N. Klnc'^lilyhway lllvd., St. Louis 13 

KvnncelirnI Pcnconc's Hospital . 

m.Vt Oatdaial Ave.. St. l.ouls 10 

Hona'r C. Phillips Hospital +>-5-‘-x48. City 

AAI X. IVhlttier St.. St. Louis 13 ' v-pr-nm 

.leaiAi Ho.spltal '• 

2 pt S. Klnpshlttlovay lllvd., St. Louis 10 

Lutheran Hospital +>-L......... Churci 

■XM Miami St., St. Louis 18 ri,nrr>h 

Mis-nurl llaptlst Hospital Church 

Mil Xv Taylor Avi*.» St. Loul^ 8 

St. Anthony's Hospital +’-’-x47..... NPCorp 

IW.M Chippewa _S1.. St, Louis 18 Church 

St, dolm's Hospital ♦'-"-x47........ Church 

.tar S. Kuclid .\vc.. St. J'Ouls 10 NPCorn 

St. Louis ChlMrcn's Hosp tnl 

.v.i S. Khik-shlKhway CItv 

St. Louis City Hospital . ^ ^ 

l.M.'i I.nlayt'tle Ave., St. Louis -I 

.. , . Church 

St. Ltil;c-s Hospital *'vvv';.l. 

.VA-. Pclmtir ■^'•..»nls +'-X47 . •• Church 

St. .M.ary’s Orouii ol Ho.spUnls * . 

nod S. Cirand Itlvd.. St. Loiilr 1 



03 

T3 

CP 

0 >3 

4^ 

a 

0 

0 

bo 

H-t 

ogl? 

'C 

be 

a 



Control 

« 

"b 

.pj 

0 

■2 c>*3 

Gib B 
s ac 

Outpatl 

Service 

gs 

< 10 ) 

saSg 

tlitig 

a 0 0 

Affiliate 

Service 

Beginnl 

Stipend 

(Month 

Number and Type Code 
of Internships Number 

Church 

350 

13,028 

Rcq 

08 

12 

203 

225PJI 

12 Rotating General 

3IM1 

Church 

200 

7,271 

Rcq 

58 

12 

203 

200PM 

8 Rotating General 

33011 

Church 

300 

8,993 

Req 

27 

12 

No 

17SPM 

4 Rotating General 

33111 

Chureh 

362 

0,398 

Req 

35 

12 

No 

200FM 

4 Rotating General 

31211 

NPCorp 

937 

28,734 

Req 

71 

12 

No 

33PM 

10 Str. Med. (Ward) 
14 Str. Med. (Pvt.) 

333.32 

35347 









14 Straight Surgery 

3vB3 









5 Straight Pathology 33330 









4 Straight Oh.-Gyn. 

3.1333 

Churci) 

133 

5,013 

Req 

43 

32 

No 

173PM 

5 Rotating General 

33411 

Clmrcli 

.300 

13,078 

Rcq 

33 

12 

No 

160FJI 

33 Rotating General 

.3.1511 

Church 

322 

8,802 

Rcq 

45 

12 

205 

150PSI 

10 Rotating General 

35013 


Gii 

soa 

317 

4S3 

200 

333 

ir.£) 

1,022 

303 

333 


10,740 

11,035 

8,001 

11,822 

9,388 

11,643 

4,083 

15,943 

8,071 

13,408 


RcO 

Rcq 

Rcq 

Rcq 

None 

Rcq 

Rcq 

Rcq 

Rcq 

Rcq 


05 

53 

40 

34 

32 

.50 

84 

61 

50 

63 


12 

12 

12 

12 

12 

12 

12 

12 

12* 

12 


No 

No 

No 

No 

No 

20.3 

200 

No 

207 

203 


1G2P.M 

123PM 

150F.M 

125PM 

150PM 

150PM 

30PM 

102PM 

200FM 

85FM 


40 Rotating General 33711 

10 Rotating General S5S11 
2 iMHed (Med.-Surg.) 35S24 
12 Mixed (,Med,-Surg.- 

Ob.-Gyn.) 35M2 

12 Rotating General 36011 
2 Rot. Med. Major 30012 
2 Itot, Surg. Major, 3B013 

4 Rotating Genera! seln 

18 Rotating General 30211 

5 Straight Pediatrics 86034 

40 Rotating General 30311 
10 Straight Medicine 3033. 
8 Straight Surgery SbSM 
4 Straight Pediatries M331 
12 Rotating General 30411 

12 Rotating General 30511 
8 Straight Medicine S(W. 
8 Straight Surgery ^*3 
6 Straight pediatrics 30^34 


MOHTANA-HospItalJ. 3; Internships. 10 

nutte community Mcmo^l Hospital . M’Co p 

(Oil .s. Clark St„ Ihittc Church 

Silver and i'taho Sts., ilnnn . Church 

. 

llryaii Memorial Hospital . 

'4515 Sumner .St., LUmoln 6 . NPOorp 

linroto Oeneral Hosp tal +>;X50. 

■' 2.113 .S. ^‘•’„Vi'’+"lx 49 . Church 

HOSP'/"’ 

" ! s 2 

^ ^^3 S. 10th St., omajm 8 . Church 

’''"sutst.^und'poulr sVve.Vomaiu. H ohureh 

N-chraska Methodist m . 

3/!12 Cuming St., Omaha .11 ^ Church 

'■•"''isru/ssT;”o?n'£ 

„A«PSHmE-Ho,plt.l, a 1"W' 

. 

NEW JERSEY-Hospltals, 41; Internships 
''‘'■Ifo^S.Ohfo Av^fsUirnOc-C .. 

"'‘Tk loth's".! 

^"‘=^:!l®;rSm'andV\hmtieAp.;Camden^ 

^■“1. MSrand"oTnH®?fvel. EnsV Orange 


100 

5,800 

Rcq 

36 

12 

No 

100 

5,091 

Beq 

39 

12 

No 

198 

6,890 

None 

54 

12 

No 


125 

172 

200 

251 

010 

152 

203 

200 

103 


5,123 

0,012 

10,735 

9,802 

19,200 

4,908 

8,732 

8,580 

3,492 


OTCovp 

207 

8,171 

4B7 

NPborP 

248 

8,891 

. NPCorp 

203 

7,049 

. NPCorp 

431 

16,101 

Church 

278 

9,683 

. NPCorp 

275 

9,870 

4 

NPCorp 

169 

6,315 


Rcq 

Rcq 

Rcq 

Req 

Rcq 

Req 

Req 

Rcq 

Req 

Req 

Req 

Req 

Req 

Rcq 

Req 

Req 


65 

51 

45 

63 

38 


350FM 

150FM 

150PM 


2 Rotating General 
4 Rotating General 
'4 Rotating General 


91711 

scon 

30711 



12 

No 

300PM 


12 

No 

300PM 


12 

No • 

3Q0PM 


12 

20 s 

130PM 


12 

209 

185PM 

1 

12 

210 

300 

1 

12 

210 

300 

7 

12 

209 

300PM. 

7 

12 

209 

175PM 

33 

12 

No 

125PM 

48 

12 

211 

150PM 

33 

12 

No 

125PM 

57 

12 

No 

200FM 

65 

12 

No 

200FM 

28 

12 

No 

200 PM 

31 

12 

No 

125PM 


3GS11 

3C9II 

37011 


4 Rotating General 
4 Rotating General 
0 Rotating General 
12 Rotating General 37111 
18 Rotating General 37211 
8 Rotating General 
10 Rotating General 
8 Rotating General 
12 Rotating General 


37311 

37411 

37j11 

3701 


10 Rotating General 

12 Rotating General 
8 Rotating General 
12 Rotating General 
10 Rotating General 
12 Rotating General 
5 Rotating General 


37711 

37811 

370U 

SSOII 

£0311 

^11 

38211 
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g 

c 

Z 

"c 

c -r 

o 

5=1 

c 

e S 

u 

i^a 

S.C 

® S*»? 

C 0.0 

5 o 
e ^ 

eSc 

GC 

Humber and Type Code 

U 



Ox 





of Infernshipt Humber 

Church 


4,010 

Rcq 

2S 

12 

212 

lOOPM 

12 Rotating General 


NPCorp 

243 

10 ,6%% 

Rcq 

30 

12 

No 

ICTM 

12 Rotating General 

3SI11 

Church 

207 

7,120 

Rcq 

31 

12 

No 

lOOFM 

10 Rotating Gcperal 

35511 

NPCorp 

2 G2 

0,170 

Req 

42 

12 

No 

lOOFM 

0 Rotating General 

35611 

NPCorp 

337 

13.7%0 

Rcq 

39 

12 

No 

J2JFJI 

12 Rotating General 

^11 

Church 

37% 

7.90% 

ncq 

33 

12 

No 

lOOFM 

IG Rotating General 

3SS11 

Church 

S32 

9,300 

Rcq 

S3 

12 

No 

lOOFM 

12 Rotating General 

35911 

CUy 

090 

18,604 

Rcq 

29 

12 

213 

83FM 

2S Rotating General 

soon 






13 Straight Medicine 

S9032 









5 straight Surgery 

39033 









2 Stroight Pediatrics 

390S4 









1 Straight Pathology 

39036 

Church 

215 

%.ir22 

Req 

26 

12 

213 

lOOFM 

9 Rotating General 

^111 

NPCorp 

302 

10.7CS 

Rcq 

74 

12 

No 

lOOFM 

12 Rotating General 

39211 

NPCon* 

327 

10,200 

Req 

49 

12 

No 

2*J0FM 

11 Rotating General 

39311 

NPCorp 

23il 

9,%19 

Req 

6.7 

12 

No 

125F.M 

8 Rotating General 

39111 

NPCorp 

2»‘.0 

10 ,12% 

Rcq 

2 .-. 

12 

No 

150FM 

8 Rotating General 

39511 

City 

70S 

13,320 

Rcq 

.33 

12 

No 

lllFM 

SO Rotating General 

39511 

NPCorp 

421 

14,SJ'.9 

Rcq 

42 

12 

No 

7jFM 

13 Rotating General 

S9711 

NPCori' 

312 

11,800 

Rcq 

32 

12 

214 

l.WM 

C Rotating General 

S7211 

NPCon* 

234 

7,.%92 

Rcq 

3»; 

12 

214 

lOOFM 

8 Rotating General 

39011 

Church 

422 

13.097 

Rcq 

50 

12 

No 

UOFM 

15 Rotating General 

39011 

NPCon- 

ino 

0,857 

Rcq 

71 

12 

215 

SfiOFM 

10 Rotating General 

97911 

<'hurch 

21 % 

9,539 

Rcq 

84 

12 

No 

IMFJI 

10 Rotating General 

'40011 

NPCorj* 

3.30 

10,441 

Rcq 

43 

12 

No 

laiFM 

10 Rotating General 

40111 

County 

W7 

3,89S 

Rcq 

39 

12 

219 

lOOFM 

20 Rotating General 

OOSll 

Nl’Cnri) 

2.50 

9^0% 

Rcq 

31 

12 

No 

lOOFM 

C Rotating General 

40211 

4'hurcli 

itri 

6.89% 

Rcq 

3.7 

12 

No 

ICOFM 

C Rotating General' 

40311 

NPCorp 

147 

6.250 

Rcq 

41 

12 

No 

100PM 

C Rotating Genera! 

40411 

NPCori! 

347 

11,05.7 

Rcq 

32 

12 

No 

lOOFM 

12 Rotating General 

40511 

Church 

442 

12,407 

Req 

3.7 

12 

No 

lOOFM 

12 Rotating General 

40611 

NPCorp 

3%S 

15,757 

None 


12 

No 

inOFil 

14 Rotating General 

87311 

NPCorp 

3fl7 

15.716 

Rcq 

37 

12 

No 

140-IC%F31 

10 Rotating General . 

40711 

NPCorp 

213 

8,931 

Rcq 

37 

12 

No 

150F31 

8 Rotating General 

93411 

NPCorp 

2%1 

9,525 

Rcq 

52 

12 

No 

125FM 

12 Rotating General 

40SH 

Church 

248 

8,900 

Req 

41 

12 

No 

150F3I 

8 Rotating General 

40911 

NPCorp 

2 %G 

9,133 

Req 

A” 

12 

No 

150P51 

9 Rotating General 

4I0I1 

Cliurch 

381 

12,297 

Req 

42 

12 

No 

ISOFM 

10 Rotating General 

41111 

NPCorp 

184 

7.019 

Rcq 

31 

12 

No 

ISO-iTOFM 

C Rotating General 

41211 

10 

County 

215 

5,359 

Rcq 

62 

12 

No 

2oOFSI 

10 Rotating General 

06211 

l,&17 










NPCorp 

C3% 

20,030 

Rcq 

62 

12 

No 

135PM 

24 Rotating General 

41411 









5 Straight Medicine 

41432 









12 Straight Surgery 

41433 

NPCorp 

235 

4,337 

Req 

4o 

12 

No 

130FM 

14 Rotating General 

41511 

Church 

203 

8 ,CGI 

Rcq 

59 

12 

222 

200PM 

10 Rotating General 

41G11 

City 

332 

10,755 

Rcq 

49 

12-24 

No 

125FM 

15 Rotating General 

41S11 

NPCorp 

201 

6,351 

Rcq 

40 

12 

No 

200FM 

8 Rotating General 

91611 


Nnin<* ot lIOKpUnl nnil Locntlon 

NEW JEHSEY—Continued 

\\lfxian lUollicr* Ho5j»Unl *. Church 

fkVi K. .ler^oy St., EU/nhclh 1 
Kliznl>clh Ccncrnt llo'^pUnl nnd Dl«pcn«nry 
E. .Tot^cy St.. Ellznlicth A 

St. Klbnlx'th .... 

‘iiM S. Ilrond St., Elfrnhrth i! 

EncVw<M>d Ho«pUnl . NPCorp 

En»:lc SI.. Enclcwooil 

Hj^cVen'^nck Ho*:pltat ♦*"*. NPCorp 

*>’ Uo«i»Ilftl IM., Ilftrkfnsark 

St. Mary’« Ho?pUnl ♦*“». Church 

4lh St. and Willow .\vc., HohoVon 

Chri'i Hocpltal^''*. Church 

lT«i Palisade Avp,. .Tcf'-cy ('ity 0 

.Vr^/^y CUy Uo'pllnl . City 

.Vi pftMuin .\vr., .Trr^cy City 4 


St. Kranci« Uo«“pltnl . 

E. llatniUon PI.. .tcr>cy City '* 

Monmouth Memorial Hn«plio! . 

linl and Pavilion A\cs., Eonv: Pmuch 

Mountnln?ld(* Ho<pltnl . 

Pay and Tllchlaml A\t'5., Montclair 

Mnrriftown Memorial Ho'^pUal . NPCorp 

lOi MndWon 3lorri«to\vn 

Pitkin Memorial llo^tdtal ♦***. NPCorp 

Corl!e-« Avo., Neptune 
Harri-^on S. Martland Mc<!Ical Center 
Ihi Falnnount Avc., Nenurk 7 

Newark Beth Israel no«pIiai . NPCorp 

tjni Lyon< Ave., Newark VI 

Pic^hytcrlan Hospital ... NPCori' 

27 S. 0th St., Newark 7 

Saint Barnahac Mwllcal Center . NPCori' 

C'N'i Uljth 81., Newark 2 

St. MichneN Hospital . Church 

30(1 Hijrh 81.. Newark 2 

Middlesex General lio>pUnl . NPCorr 

15n Somerj'et St., Ne.w Bn«n«wlck 

8i. ?cter’« General lioipltal .. 

2i» Ea«lon .\ve.. New Hrun««ick 

Oranre Memorial llocfdtal . NPCon> 

IPS 8. E.s«ex Ave., Orance 

Beri.*pD Pjnp« County IJo.spltoI . County 

K. Kldcewood Avc.. Parninti* 

Pa«alc Cicncrfil no«pUal . NPCori> 

3.V) Boulevard, Pa?«nlc 

St. Mary’ft Hospital . 

211 PennlnKton Ave., Pa<«nic 
Nathan and Miriam Bamcrt 

Memorial lloppltal ♦***. NPCorp 

Broadway, Paterson 4 

Paterson Gcnernl Hospital . NPCorii 

Market St., Paterson It 

St. .To«eph Ho'ipitnl . 

703 Main St., Paterson 3 

Perth Ainhoy General Ilo«pItol ♦s. NPCorp 

•vtO New Brunswick Ave., Perth Atnhoy 

Muhlenherp Hospital . 

Park Ave. and Randolph lid., Plainfield 

Somerset Ho«pllal . NPCorp 

Rehtll Avc„ SomcTvUlc 

Overlook Hospital . NPCorp 

IVCi Morri« Ave., Suinniit 

Holy Name Hospital ♦*'*. Church 

71S Tcancck Rd., Teaneck 

Mercer Hocpitol . NPCorp 

440 Bcllevnie .\ve., Trenton 8 

St. Prancl* Hospital . Church 

•lOl Hamilton Avc., Trenton 9 

tViUittin McKinley Momorla! Hospital . NPCoryr 

7V) Brunswick Avc., Trenton 8 

NEW MEXlCO-HospUaU, t; Internships, 10 

BernaifUo County-lndiun Ho«pItal . County 

2211 I.omas Blvd., N.E., -Mtiurpicrquc 

NEW YORK-HospItals, 104; Internships. 1,017 

.Uhany Hospital ♦*-a-<-X52. NPCorp 

New Scotland Avc., .\lhany 8 

Memorial Hospital *'S-XS6..... NPCorp 

lOI y. Pearl St., Albany 7 

St. Peter’s Hospital ♦»... Church 

032 New Scotland Ave.. Albany 8 

Binghamton City Hospital . City 

Mitcheil and Park Aves., Binghamton 

Ej^wrenee Hospital ..... NPCorp 

5.1 Palmer Ave., Bronxville 8 


Hospitals designated with an asterisk (') In this listing do not participate In the National Intern Matching Program, sponsored bv the AmeHean 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other coooeratlno oreant 7 atlfln< 
Abbreviations and other references will be found on pages SU through $S5. ^ 










































542 


APPROVED INTERNSHIPS 
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Jinme of Hospitnl nnd Locntlon 

HEW YORK-Contlnued 

Iloth-Kl Hospitnl +'->. NPCorp 

I.lnden Ulvd. nnd Rocfcnway Pk^vy. 
llrooWyn 12 

lirooVlyn Hospitnl ♦»-»-X59. NPOorp 

121 Dc Knlb Ave., Brooklyn 1 

Conny Islnnd Hospital .. City 

Shore nnd Ocenn Plrary., Brooklyn 35 

Cvmiherlnnd Hospitnl +'-’-*-X5S.. City 

.3'.t Auhum Pl„ Brooklyn 5 


Greenpoint Hospitnl . City 

Klnp.slnnd and Sklllrann Arcs., BrooVlj-mi 

.tcwlsh Hospitnl ♦'-»-XS9. NPCorp 

TsV; Pro.spect PI.. Brooklyn 3S 


Klnirs County Hospitnl Center+'*“'*-X59.... 
451 Clnrlcson Ave., Brooklyn 3 


Lontr Islnnd CqUckc Hospitnl +»-»*X59. NPCorp 

SW Henry St., Brooklyn 1 

r.ulhernn Hospital 

S; .lunliis St., Brooklyn 12 rhuri.!! 

l.nlhernn Medical Center... Cmircn 

4520 -Ith Ave.. Brooklyn 20 vprnm 

Mnlmonldes Hospitnl ♦'-»-X59.. NPCorp 

inth Ave.. Brooklyn 10 rat.i-pp 

.Methodl-st Hospitnl ♦'‘-’-X59. Chore v 

.w, r.th St.. Brooklyn 1.) 

Pro.spect Helcht.s Ho'pitnl . 

TI,*. WnshinKton Ave., Brooklyn 33 Ohiirch 

St. Catherine’s Ho.spitnl .. 

lUl^hwIck Ave.. Church 

. 

. 

'.It'll.' ri. . XPCorii 

Mlicti of the SiPters 

(Sisferp of Clinrily and Knierponcy 

^2l57*>l'nln St., XS3 . NPCorp 

100 HlKh St., niillnlo 3 . NPCorp 

“. .. kpc^. 

Deaconess Hospital .. 

^ Grider St.. BulTnlo la . Church 

. UPCorp 

Mniurd FlUmorc Hospital 

3 Gates Circle. lt„, +r-3.x52-X55 NPCorp 

Man.- IinoKcnc Bassett Hospiuii 

AtwllV,Cooper.stown . (2Hy 

Elmlwtst Gencrnl 13. 

70-01 Broadway, i?,''"n'pVtv Hospitnl) 

(icplnclnp New k ork City Hospir / NPCorp 

Amot o(dcn Mcmorlnl Hospital . 

Hoc Avc.,.Wtnlr» 

55rK!'Mnrkct St, Kimirn .. NPCorp 

.NPCorp 

*^“'st”Andre\w NPCorp 

°’™yra?k^t?GIcns ^ County 

Hcm'pstend . 

■■. 

o»»n 

. 



tn 

® -.'O 

a 

0} 

a> 

b£ 


t3 

i£ 

G r-. 



Control 

*3 

O 

E^ 

d>^ 

s5e 

s i3<a 
J5fh<! 

Outpati 

Service 

Autops 

Percent 

Sgs 

MWS 
a o o 

V (hS 

Afilliatc 

Service 

BegInnI 

Stipend 

(Month 

Number and Type Code 
of Internehips Namlnr 

NPCorp 

327 

9,901 

Bcq 

28 

12 

No 

125PM 

18 Rotating General 

41911 

NPOorp 

310 

9,388 

Req 

48 

12 

No 

160PM 

14 Rotating General 

42011 

City 

390 

6,610 

Eeq 

30 

12 • 

No 

71P31 

29 Rotating General . 43211 

City 

307 

7,583 

Req 

34 

12 

No 

71FM 

7 Rotating General 

2 Straight Medicine 

42311 

42332 









2 Straight Surgery 

42333 









2 Straight Pediatrics 

42331 

City 

158 

6,813 

Req 

28 

12 

No 

71PM 

12 Rotating General 

42411 

NPCorp 

474 

14,892 

Req 

42 

12 

290 

50PM 

28 Rotating General 

4 Straight Medicine 

42511 

42532 









3 Straight Pediatrics 

42534 









2 Straight Ob.-Gyn. 

42535 

City 

3,167 

57,842 

Req 

33 

12 

No 

71PM 

114 Rotating General 
10 Straight Medicine 

42611 

42032 


NPCorp 

401 

11,602 

Req 

35 

12 

No 

Church 

155 

5,918 

Req 

37 

12 

No 

Church 

206 

6,699 

Req 

50 

12 

No 

NPCorp 

515 

14,510 

Req 

30 

12 

Ho 

Church 

387 

11,100 

Req 

38 

12 

No 

NPCorp 

16S 

5,635 

None 

33 

12 

No 

Cliurch 

281 

7,671 

Req 

29 

12 

No 

Church 

251 

8,277 

Req 

82 

12 

No 

Church 

231 

6,713 

Req 

42 

12 

No 

Church 

200 

4,212 

Req 

22 

12 

No 

NPCorp 

210 

6,501 

Eeq 

31 

12 

No 

NPCorp 

238, 

8,970 

Bcq 

32 

12 

No 

Church 

440 

17,600 

Req 

30 

12 

223 


Church 


OU 

2G0 

2SG 

990 

300 

62t 

111 

823 

213 

one 


312 

183 

250 

000 


17,048 

13,070 

10,5.52 

13,080 

12.919 

18.783 

3,149 

11,072 

8,445 

8,939 

12,311 

8,433 

11,980 

15,207 


Ken 

Ben 

Ken 

Ben 

Beg 

Ecq 

Beg 

Rcq 

Bcq 

Ecq 

Bcq 

Reg 

Beg 

Ecq 


50 

93 

37 

42 

43 
48 
61 


Church 

City 

NPOorp 


295 

1,436 

450 

260 


9,193 

16,206 

13,346 

9,113 


Bcq 

Keq 

Req 

Eeq 


43 

41 

50 

51. 

40 

40 

29 

35 

42 

25 


12 
12 
12 
12 
12 
12 
12 
12 

12 

12 

12 

IS 

12 

12 

12 
12 
12 
12 


No 
No 

224 

No 

298 

2-24 

No 

No 

No 

No 

No 

No 

No 

No 

No 
No 
No 
No 


131PJI 

150PM 

110PM 

50PM 

150F-M 

200PM 

125PM 

IGOPM 

125FM 

100PM 

100PM 

100PM 

225PM 

150-200PM 

100PM 

250FM 

231PM 

200PM 

200 

110PM 

71PM 


10 Straight Surgery 42033 
3 Straight Pediatrics 42631 

1 Straight Pathology 42030 
19 Rotating General 42711 

2 Straight Medicine 42732 
2 Straight Surgery 42(33 
8 Rotating General 97211 

10 Rotating General 43011 


24 Rotating General 42811 

7 Straight Medicine 42832 

12 Rotating General 42911 

2 Straight Medicine 4293- 
1 Straight Surgery 420M 

1 Straight Pediatrics 

6 Rotating General 87411 

10 Rotating General 43111 

9 Rotating General 45211 

2 Straight Medicine 43M- 

3 Straight Surgery 43^ 
1 Straight Mlatrlcs 43.M 
8 Rotating General 43311 

10 Rotating General 961B 

8 Rotating General 43411 
8 Rotating Gencrnl 43511 
18 Rotating General 44111 


43011 

43032 


23 Rotating OeaorB^ 

3 Straight Medicine 

4 Straight Pediatrics 90*3i 

43711 
43811 
4S9U 
41011 


200PM 

SOOFM 

150PM 

200PM 

200PM 

150PM 

150FM 

71PM 

200FM 

160PM 


14 Rotating General 
24 Rotating Gencrnl 
20 Rotating General 

15 Rotating General 

9 Rotating General 
1 Straight Medicine 
33 Rotating General 

3 Straight Surgery 

4 Rotating General 
4 Rotating General 

12 Rotating General 
8 Rotating General 
8 Rotating General 
30 Rotating General 

8 Rotating General 
36 Rotating General 
12 Rotating General 

9 Rotating General 


44211 

44231 

49111 

49133 

44311 

41411 

41511 

41011 

41711 

44811 

45011 

15111 

45211 

41311 
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Vol. I6S, No, o 


Nnmr ot Ho-'i'Hnl nnd T.ocntlon 

NEW YORK-Contlnued 
St. John’f I.<»np I>lRntl City Ho-pitftl 
iVOl JncV«oii Avc., Lone IMnnd City 1 

Se««au HocpUnl ... 

1st St., Mlnwtn 

Northern Westchester Hrxpltnl . 

K. Mnin St.. Jloiint Ki<co 

Monnl Vernon llospltnl . 

12 K. 7ih Ave., Mount Vemon 

St. Luko's HospUal . 

70 DiihoU St., Ncwtmrph 

I.onp I«l.and Jewish Hospitnl ♦'-s**. 

2 PMVJ Tfith Ave., Nen* Hyde pnrV 

Sew Rochelle Uo«pUnl ♦'*»*». 

IG Gulon ri.. Sew Rochelle 

Bellecue llospitnl Center ♦''*-*-X5$*Sf6-58. 

iPt Ave. nnd 27lh St., Sew York in 
First Medical Division-' 

Cohiintdo Cnlver^ity . 

Pr. I)!ckln*on W. Klcharde 
Tlrst Surplcnl I)jvi«lon— 

Columbia Unlverplty . 

Dr. Kenneth M. l^wis, Sr. 

Second Medical Division— 

Cornell Vnlver«lty ’♦'**. 

Dr. Thorna.« P. Almy 
Second Surplcal Division— 

Cornell Cnlveislty ... 

Dr. Cran*ton W. Ilolmon 
Third Medical DlvUlon— 

Sew York Cnlr. Col. of Med. . 

Dr, M'llllnm S. Tllleit 
Third Surpjc.al Dlvi^inn— 

Sew York fnh'. Col, of .Mc»l. ♦*-». 

Dr. ,lohn H. Mulholland 
Third Division, Depl. of Patholopy— 

Sew York Vnlv, Col, of Mini. . 

Dt. Marvin Kn*chner 
Thlnl DivUlon, iK'pt. <»f re<liHtric« — 

Sew York Unlv. Col. ol Mod. . 

Dr. L. Emmett Holt, Jr. 

Fourth MhIIcbI Division— 

Sew York Unlv. P(i«t*firaduate Meilleal 

School ... 

Dr, CliflTle? r. Wilkln«on, Jr. 

Fourth Surcical Division— 

Sew York Vniv. rost-Onuluutc Meilleal 

School . 

Dr. J. William Hinton 

Beth Davfd Hospital . 

321 E. 42nd St., Sew York 17 

Beth l«rael IlOfpUal . 

10 Nathan D. Perlman PI., Sew York 

Bronx Hospital . 

127«» Fulton Ave., New York .v. 

Bronx Municipal Hospital Center 

Pelham Pkwy. nml En«tchpster Rd. 

New York 01 

Columlm.s Hospital . 

227 E. PJth St.. New York 3 

Fordham Hospital ♦'-a-*... 

.Southnm Blvd. amf Crotona .Avc. 

New York 

French Hospital . 

230 W. Sfjth St.. New York 1 

Hurlpm Hospital . 

5.32 I^nox Ave., New York 37 

Hospital for Joint Di=ca5e5 . 

lOlf} 3IadI«on Ave., Sew York .Vi 

♦fewlsh Jfeinorial Hospital ♦'-a-*. 

liyjth St. and Broadway, New York 40 

Knickerbocker Ho«pUnl . 

70 Convent Ave., New York 27 

I.«hanon Hospital ... 

1C.j 0 Grand Concourse, New York 57 

Lenox Hfll Hospital +i-s-<... 

in E. 7r.th St., Sew Y'ork 21 

Lincoln Hospital . 

320 Concord Ave., Sew York M 

Mlsericordla Hospital . 

m. E. SOlh St., Sew York 2S 

Sfonteflorc Hospital '♦*-3-*-X55.. 

210th St. and Balnbridpe Avc., Sew York 07 

Jlorrisanla City Hospital . 

1230 Gerard Avc., Sew York .V2 

Mother Cabrinl Memorial Ho«pUal +'"*. 

Oil Edgecombe Avc., Sew York 32 

Mount Sinai Hospital ♦'-‘-XSS.... 

1 E. IWth St., Sew York 29 






u 


"Z 


Z 

XT «- 

f' 

sr cT 

uuS 




71 E 


c c.£ 

c 



Cx 



Chiirrh 

.>v» 

0,002 

n<-<j 

‘ S»5 

12 

NPCorp 

31.7 

13.4^0 

Rc<i 

50 

12 

SPCorp 

14.7 

:..lis 

Rcq 

41 

12 

SrCorp 

2.Vt 


Ren 

47 

12 

SPCorp 

IS? 

7.753 

iten 

33 

12 

NPCorp 

219 

9/1.39 

Ren 

00 

12 

SPCorp 

nn.'» 

10.5.-V. 

Rcq 

3'* 

12 

city 



Rc«i 

41 

12 


... 


Ren 

... 

12 


... 


Ren 


12 


... 

. 

Ren 

... 

12 


... 


Ilrq 


12 


... 

. 

Iten 


12 


... 

. 

Iten 


12 






12 


... 

. 

K..| 

... 

12 




Rcq 


12 

NPCon' 

171 

4.4:17 

Kc(| 


12 

NPCnrti 

3.M 

9,1 .‘>3 

Req 

40 

12 

SPCorp 

:i2y 

.<,741 

Req 

.33 

12 

City 

1.091 

7.199 

Req 

.V* 

12 

A’hurch 

3.V» 

7 

lleq 

41 

12 

City 

4U 

7.?r^9 

Req 

37 

12 

SPCorp 

237 

0/><7 

Req 

39 

I'J 

City 

79S 

ir,.r,.v, 

Req 

2S 

12 

NPCon> 

3*C. 

:.,921 

Rcq 

42 

12 

spconi 

IS.', 

0.147 

Rcq 

45 

12 

SPCorp 

22«l 

4/.9; 

Req 

-17 

12 

NPCorji 

2G') 

7,291 

Req 

41 

12 

SPCorp 

431 

12,172 

Req 

47 

12 

City 

401 

KSr. 

Rcq 

.•j~ 

12 

Church 

1?5 

4.vn 

Req 

3S 

12 

XPCorp 

95! 

9,743 

Sone 

49 

32 

City 

401 

10,030 

Req 

29 

12 

Church 

170 

3,755 

Rcq 

25 

12 

SPCorp 

1,007 

24,373 

Req 

50 

12 


■Z c 
£ c. 

t/ 

£ i c 



s ^ 


Humber and Type Code 

^ *■ 

cxe 

of Internships Number 

220 

125FM 

10 Rotating General 

45111 

No 

loOFM 

8 Rotating General 

45511 

No 

IWFM 

4 Rotating General 

45511 

No 

if<iF3r 

12 Rotating General 

45711 

No 

2(X>FM 

8 Rotating General 

45S11 

No 

50FM 

14 Rotating General 

90311 

So 

200F3I, 

71FM 

12 Rotating General 

4-5911 

So 

71FJI 

12 31i.ved IMed.-Chest 
t?urp. or Path.) 

4Gr07 

So 

71F5I 

2 Straight Surgery 

4 Slixcd fSurg.-Med.) 

40133 

40124 

225 

71FM 

21 Straight iledicine 

2 Mixed (Med.-Path.) 

4C232 

40227 

So 

7IF5I 

7 Straight Surgery 

40333 

So 

71FM 

12 Straight Medicine 

4 MIxeil (Surg.-JIed.) 

40132 

40524 

So 

HFM 

C Straight Surgery 

4 Mixed ISurg.-Med.) 

40533 

4';524 

So 

HFM 

1 Straight Pathology 

CGOCO 

So 

71FM 

9 Straight Pediatrics 


22»> 

71FM 

11 Straight Sledicine 

40032 

So 

71F.M 

S Straight Surgery 

4G733 

No 

l(«iPM 

14 Rotating General 

40311 

No 

110PM 

10 Rotating General 

47011 

No 

75FM 

0 Rotating General 

47111 

S"o 

la'iFJr 

10 straight Medicine 

12 Straight Surgery 

10 Straight Pediatrics 

93132 

93133 

93134 

No 

75F5I 

12 Rotating General 

472U 

No 

71FM 

16 Rotating General 

47411 

No 

75FM 

10 Rotating General 

475II 

No 

71FM 

42 Rotating General 

4TS11 

227 

50FM 

C Rotating General 

47911 

No 

7oFM 

10 Rotating General 

45011 

231 

ir>FM 

C Rotating General 

3 Straight 31edlcine 

3 Straight Surgery 

4S111 

45132 

48133 

So 

SOFM 

13 Rotating General 

1 Straight Surgery 

48211 

4S233 

221 

100P3I 

23 Rotating General 

45311 

No 

HFM 

12 Rotating General 

4S411 

No 

75FM 

10 Rotating General 

4&511 

No 

0.1F3I 

2S Mixed (Med.-Sarg.-Pnl.- 
Xeuro.-Xeoploftic) 4STS5 

No 

71F3I 

18 Rotating General 

4SS11 

No 

lOOFM 

S Rotating General 

4S911 

No 

40FM 

43 Rotating General 

4S011 


Hospitals designated with an asterisk (*) in this listing do not participate in the National Intern Matching Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 553 through 555. 
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approved internships 
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Nnnio of Hospitnt nml Location 


fl 

o 

O 


'O 

V 

n 

*3 


o 

h< 


° O' ’ll 

.sis 

e=E 

a 

P 

to 

§s 

p 

° S'm 

.a aJS 

13 U*i 

g 

a 0 0 

"3 

V 

H ^ 

ISo 

toBS 


Om 


bifgS 

-gCD 



Number and Type Cade 
of Internships Humber 


NEW YORK-Contlnued 

N'ck York City no.<ii>ltnl 

Wolfnn! Islniul, Now York IT 
(Itoiiliiccd Try Einhurrit Grnernl Ho.‘ipltnl, 

Elmhiirtit 7.1) 

N'cw York Iloipltnl +i-»-‘-X56. KPCorp 

i,i:< E. (iuih St.. New York 21 


1,431 25,55C None 


CO 


12 


No 


143PM 


.New York Inflrmury +’. NPCorp 

StoyS<|. E. nml IMh bt.. New Y'ork 3 
New York Polyclinic Medlciil Scliool nnd 

Ho'.tiltiil NPCorp 

11.1 W. .VUh St.. New York 1!) 

Pre^livtcrlriii Ho'-pltnl +’"*. NPCorp 

O'li V.'. VAtU St,, New York .12 


192 


391 


4,23j 

9,03.1 


Rcq 

Rcq 


34 


12 


No 


lOOFM 


18 Strnight Medicine 49i!2 
18 Straight Surgery 492S) 

2 Straight Poaintrle.i 49234 
2 Straight Pathology 19238 
7 Rotating General 87,111 


12 


No 


Ronv'vell Ilo'ipiliil +>-’-**XS5.. NPCorp 

42'4 IV. .MUh St., New York W 


St. I'hireV Hokpllnl . 

Ill IV. .lut St,. New York 1!) 


Churrh 


,S! I'runeN Hofidtiil ♦'-*. 

K. 112nil St., New lork .-,v 


Si, Eiikc’'. Ho-liltnl ♦'-a->-X55..... 

(■>1 W. li:ith St., New York 2.i 


OhPteh 

NPCoip 


St VImvnt'*; Hospital ♦';*-x58. 
.... w kt Nnw York 11 


Clmieh 


lin NV. lllh St.. New Y’«rk 11 
SyilenUam llo«pllnl +'■="* 

•Ml 


■ .v:\ .Manhattan Avc.. New York 

,I(.!int St. .Mary's- Hospital ’-’. 

:,V, i!th SI., .Nliik.ira P alls 
Nia-iira Palls .Memorial 

t;-il 10th St.. Niagara Pals NPCorp 


.... City 

_ Church 

i-a . NPCoip 


Ctiilcil Hospital 

(iv. Hostoh -.; 

Vas5.ir Urothers Hospital 

I 


(iv. Hostoh HoM H< 1 .._ PnC^C'lie'ter. MPCoii' 


Ih'iKle I’l.. Poiikli^acl’'!'' ,,, XP(.’ 

Ichccc Hospital . 

2H .Ylexumter St.. Rochester , 


orp 


. NPCorp 

"SI, 

. , , ,f;n . Church 

St Miiry'f Hospital +' .. 

.spc-..„ 

" 3,?"’men« iSniV KrtV-Vn 


,.71C 

37,790 

Req 

01 

12 

No 

Id 

9,.774 

Req 

48 

12 

No 

(11) 

10,964 

Req 

34 

12 

No 

37-2 

9,311 

Req 

19 

12 

No 

,7-23 

10,7-20 

Req 

.78 

12 

No 

7(->? 

17,799 

Req 

53 

1-2 


22!) 

6,350 

Req 

3-2 

12 

No 

189 

G,703 

Req 

47 

12 

No 

302 

10,882 

None 

40 

12 

No 

2-20 

7,111 

Req 

28 

12 

No 

2(8 

8,OX 

Req 

44 

12 

No 

-2.7-2 

, 10,842 

Req 

84 

12 

No 

240 

8,803 

Req 

GO 

12 

220 

41-2 

13,982 

Req 

71 

12. 

No 

•tlO 

14,0.72 

: Req 

,75 

12 

No 

477 

14,189 Req 

09 

12-24 

No 


200FM 

20S 


8 Rotating General 49111 


100P.M 


4982.1 


ITjPSI 


100F.M 

30FM 


12 Straight Medicine 49532 

12 Straight Surgery 49:« 

3 Straight Pathology 49'i;!8 
8 Mi.ied 

(Med..Pe(l..Surg.) 

7 Mixed 

(Surg.-Gyn.-Yted) 

13 Rotating General 
2 Straight .Surgery 
1 Straight Jledlcine 

12 Rotating General 


4‘»i7'2 

49711 

4973.1 

(9732 

49SI1 


4»!«3 

49984 


SOFM 


71PM 

27,iF.M 

200PM 

200PY1 

200FM 

107 


8 Mixed (9 mo. Med.- 
3 mo. Surg.) 

S Jlixcd (9 mo. Surg. 

3 mo. Med.) 

0 Straight Pediatrics 49ii.1l 
"3 Rotating General .70911 
4 Straight Medicine 
C Straight Surgery 

9 Rotating General 


.7003-2 

.'«m 

rioin 


0 Rotating General 
9 Rotating General 
8 Rotating General 
8 Rotating General 


»S11 

91.711 

snili 

30011 


8 Rotating General 
4 straight iMcdlclnc 
4 straight Surgery 


30711 

wn32 

50711 


150-200PSI 

lOOPJl 


20.7FM 

81-90 


1 Mtraigm, 

1 Straight Pathology .i^' 
9 Rotating General WWl 
8 straight Surgery 
18 Rotating General 
s strnight Medicine 

2 Straight Surgery 
15 Rotating GcnDtai 


,'4)?31 

-oWMl 

.7091! 

3093.1 

Mon 


12 Rotating General 
(24 Mo.) 

11 Straight Jledlcine 

8 Straight Surgery 
G Straight Pearntric- V. 
4 Straight Pathology 


,71118 

.71121. 

.7113.1 

.71131 



.. NFCorp 

Xu 

1C.6S1 

Req 

51 

1-2 

No 

No 

125PM 

150PM 

. 

Church 


7,011 

Req 

ol 


No 

190PM 

. 

Church 

2o2 

9.0S0 

Req 

34 


No 

lOOFM 

. 

NPCorp 

216 

8,558 

Req 

30 


No 

191 


... NPCorp 

121 

6,838 

Req 

33 

1,2 

No 

20SPM 

. 

... Church 

301 

12,035 

Req 





4 Mixed (Surg.-Oi>.- 
Gyn.) , 

18 Rotating General 


3iV20 

7,1-211 


8 Rotating General 
S Rotating Gcneial 
g Rotating General 


.71311 

.ntii 

31311 


S Mixed (Med.-Surg.- 
Ob.-Gyn.) 

12 Rotating General 


317-22 

31611 


3m"pro8I-cct Av^-> Medloal 

State L'nlversity pl Hlosoltal of the 


C, 


,t,. Dilvarslty .„.rVlty liospRul o’ the 

sSrsBSf sp«„. 


CS9 27.392 Red 


53 


1-2 


No 


20S 


1C Rotating 
7 Straight Medichic 
0 Straight Surgerjj 


31011 

31(212 

31fi3.' 


Good bliepmou. ■■ --y •+i..a.X6l. 




NPCorp 

'■''TniKlT.^y.3'!.. Church 

..NPcorp 

. county 

Graaslunds UospHal 


1G3 

2-25 

IGG 

047 


6,255 

C,2G1 

7,034 

4,9S2 


Req 

Req 

Req 

Req 


41 

49 


12 

12 

12 

12 


245 

No 

No 

No 


loOFM 

175FM 

250FM 

150PM 


4Mlxed(Med.-Su.g.) 
r Rotating General 

.71911 


r Rotating! 

C Rotating General 
9 Rotating General 


Yalhallii 


White Pinin') Hosidtal i’-’- 


'''"'If g!'‘l>"o8t Rd.: YVhlte PlaUm 


NPOorp 


IPS 


Yteq 


48 


150PM 


10 Mixed .-,2123 

(Mcd.-Pcd.-S«rt) 

10 Mixed , .Ob) 5218'' 
(Surg.-Mca.-y"-’ ,,33,, 

8 Rotating General 
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o c c 

Isaroc ol Hospital ntul Location U f 

HEW YORK—Continued 

St. Jtihn'f RivcrfMc Ho'pltal . KPCotp 2U C.WI 

6 .) A«hhurfon Avc., Yonkcra 

.at. Jo'cph’.a Hospital. Church 1T4 4.3IS 

127 h'. Broa<la-ar. Vonkcra 

Tonkcrc Cicncral Hospital '■*. J7PCorp 143 5.153 

127 Ashhurton .Vvc., Yonkers 

NORTH CAROLINA-Hoipltalj, 10; Internship*. 152 

Memorial Mission Hospital 

of Western North Carolina *. NPCorp S29 11.S5S 

509 niltmore .Ate., .Ashetnie 

North Carolina Memorial Hospital +''*-X62... State 350 8.611 

Pittshoro R(l.. Chapel Hill 


Charlotte Memorial Hospital ♦'-<. NPCorp 352 13,787 

lion Scott -Ave.. Cliarlottc 3 

Duke Hospital ♦t-s.xei. NPCorp &IG 10,591 

Dtirhain 


lAatts Hospital . NPCorp 281 10,708 

Cluh Blvd., Durham 

Moses H. Cone Memorial Hospital . NPCorp 2S5 11,073 

1200 N. Elm St.. Greenshoro 

Rex Hospital ♦'-xK. NPCorp 310 14.003 

1311 St. .Marj-'p St.. Ralcleh 

Cltr .Memorial Hospital ♦'->. City 291 12,791 

1 Hospital St., WInston-Salcm 4 

Kite Bitilnv Re.rnoMs Memorial Hospital ♦'-» City 176 6,963 

1101 E. 7th St., AVInston-Salem 4 

North Carolina Baptist Hospital ♦'-‘-X64_ Church 400 14,024 

sno S. Hawthorne Rd., Win'ton-Salem 7 


c 

•i © 

© o 

e> 

tc 


Z 

O 

SZ ^ 

t£ 




O S 

Sr tc CJ 


C ty C 





C C C 

£ Jr* 

SC35 

Humber and Type 

Code 

cy. 





of Internships 

Humber 

Rcq 

S2 

12 

No 

120rM 

8 Rotating General 

524U 


33 

12 

... 

lOOFU 

8 Rotating General 

52511 

Rcq 

36 

12 

No 

lOOFM 

7 Rotating General 

'52611 


Ilcq 

29 

12 

No 

230PM 

8 Rotating General 

94911 

Rcq 

73 

12 

210 

150 

10 Straight Mefllcine 

6 Straight Surgery 

4 Straight Perilatrics 

3 Straight Pathology 
12 Mixed (Med.-Ped.) 

90032 

90033 

90034 
90036 
90048 

Roq 

77 

12 

No 

20OF5I 

10 Rotating General 

52ni 

Req 

59 

32 

No 

25F3I 

24 Straight Medicine 

16 Straight Surgery 

10 Straight Pediatrics 

3 Straight Pathology 
1 Straight Ob.-Gyn. 

4 Mixed (Ob.-Ped.) 

52932 

62933 

52934 
52930 

52935 
52958 

Rcq 

41 

12 

No 

250FU 

10 Rotating General 

2 Straight Medicine 

2 Straight Ob.-Gyn, 

87711 

877S2 

67735 

Rcq 

G5 

12 

No 

SOOPM 

12 Rotating General 

043U 

Rcq 

S3 

12 

No 

300 

12 Rotating General 

53212 

Rcq 

41 

12 

No 

^PM 

16 Rotating General 

53511 

Rcq 

**7 

12 

No 

250PM 

6 Rotating General 

53611 

Rcq 

5S 

12 

No 

E3PM 

S Straight Medicine 

53732 


S StraiEht Surscry 63733 
3 StrafEht Pediatries 53734 
3 Straight Pathology 53736 
2 Mixed (Med.-Ob.- 

Gyn.-Ped.) 63721 


NORTH DAKOTA-HojpItals, 3; Internships. I« 


St, John*? Hospital '■*. 

365 Cth Avc. S., Fargo 

Church 

175 

C,S2S 

Rcq 

62 

12 

No 

ESSFM 

C Rotating General 

8T0U 

St, Luke'? Hospital ... 

727 Broadway, Fargo 

, NPCorp 

155 

7,846 

Req 

42 

12 

No 

22oFM 

S Rotating General 

S3911 

Grand Forks Doacone«s Hospital '*•. 

222 S. 4th St.. Grand Forks 

OHIO—Hospitals, 53; Internships, 8(3 

NPCorp 

150 

6,135 

Rcq 

63 

12 

No 

175FM 

A Rotating General 

asm 

Ak-ron City Hospital ♦'-». 

525 F. Market St., Alcron 9 

. NPCorp 

4SO 

17,500 

Req 

62 

12 

232 

lOOFM 

24 Rotating General 

54111 

Alcron General Hospital . 

400 Waba'h Avc.. Akron 7 

NPCorp 

305 

11,459 

Req 

40 

12 

232 

200FM 

20 Rotating General 

51211 

St. Thomas Hospital ♦'**. 

444 .V, Main St., Akron 10 

. Church 

2=5 

10,801 

Req 

62 

12 

233 

200FM 

15 Rotating General 

54311 

Barberton Citizens Hospital ... 

Tnscora Park, Barberton 

NPCorp 

235 

10,075 

Req 

44 

12 

No 

225-4OOFM 

12 Rotating General 

96411 

-Aultman Hospital +*-». 

625 Clarion Ave., S.W., Canton 10 

NPCorp 

452 

17,256 

Req 

41 

12 

No 

250PM 

18 Rotating General 

54411 

Jlercy Hospital +’-». 

723 Market Are., N., Canton 2 

. Church 

309 

14,251 

Rcq 

47 

12 

No 

125FM 

12 Rotating General 

54511 

Rethesda Hospital . 

Oak and Reading Rd., Cincinnati 6 

. Church 

235 

10,063 

Rcq 

47 

12 

234 

210PM 

6 Rotating General 

4 Mixed 

(Med.-Ob.-Surg.) 

546U 

54669 

Christ Hospital . 

2139 Auburn Ave., Cincinnati 19 

University of Cincinnati Hospitals Group 

NPCorp 

356 

11,465 

Req 

47 

22 

234 

1-5F1I 

23 Rotating General 

54 ru 

Cincinnati General Hc^iltal ♦'’‘-X65 

3231 Burnet Ave., Cincinnati 29 

city 

815 

16,140 

Rcq 

63 

12 

235 

lOOFM 

52 Rotating General 

54SU 

Good Samaritan Hospital . 

3217 Clllton Ave., Cincinnati 20 

, Church 

501 

20,491 

None 

40 

12 

No 

200FM 

16 Rotating General 

55011 

Jewish Hospital +'-». 

Burnet Avc., Cincinnati 29 

NPCorp 

SS7 

16,481 

Beq 

52 

12 

No 

175FM 

16 Rotating General 

55111 

St. Mary's Hospital . 

810 Belt‘d St., Cincinnati 14 

. Church 

204 

5,547 

Req 

43 

12 

No 

200FM 

12 Rotating General 

55211 

Cleveland Clinic Hospital ♦. 

2020 K. 93rd St.. Cleveland C 

NPCorp 

457 

13,547 

Rcq 

06 

12 

241 

lOOFSr 

12 Rotating General 

4 Straight Surgery 

96311 

96S33 

Cuyahoga County Hospital ♦i-»-*-X66. 

3305 Scranton Rd., Cleveland 9 

. County 

894 

9,949 

Req 

59 

12 

No 

92FM 

16 Rotating General 

4 Straight Medicine 

4 Straight Surgery 

2 Straight Pediatrics 

55311 

55332 

55333 

55334 

Evangelical Deaconess Hospital . 

4229 Pearl Rd.. Cleveland 9 

Church 

209 

10,252 

Req 

3S 

12 

No 

lOOFM 

12 Rotating General 

90911 

Falrvlew Park Hospital . 

18101 Lorain Avc.. Cleveland 11 

Church 

294 

11,524 

Req 

46 

12 

No 

lOOFM 

12 Rotating General 

55411 

Huron Road Hospital . 

13051 Terrace Rd., Cleveland 12 

. NPCorp 

291 

11,133 

Beq 

so 

12 

No 

200FM 

12 Rotating General 

57111 

Lutheran Hospital ♦'-*.... 

2C00 Franklin Blvd., Cleveland 13 

Church 

1S9 

7,52t 

Rcq 

62 

12 

No - 

235PM 

12 Rotating General 

55611 

Mount Binal Hospital ♦'-*. 

ISOO E. 103th St., Cleveland 6 

NPCorp 

348 

14,469 

Req 

48 

12 

No 

150FM 

IS Rotating General 

55711 


Hospitals designated with an asterisk (*) In this listing do not partlclpata In the National Intern Matching Program, sponsored bythe American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations 
Abbreviations and other references will be found on pages 553 through 555. 

































554 


APPROVED INTERNSHIPS 


Oct. 4,195S 


in. City ot Hoiie Modloal Center, Dniirtc, Ciilif. 

112. "[..o*: .Inttoles County Hosiiltiil, Los AiikcIcs 

113. U. K. Nnviil llo'.iiltnl, Siin BIcro, Onlif. 

in. Miiry'.*- Hell) Hospital, CltiWicn's Hospital, Snn Fiuiiclsco: South¬ 
ern Hnclfic Hospital and Snnntoriiini, Tuc.son, Arlz. 
n.'i. Clilldren'.s Hospital, Snn rrancisco 

IIO. Akiicus State Hospital, Aitnow, Calif. 

IIT. California Hospital, Los ApkcIcs 

118. St. Francis Ih.spital, Colorado Sprlntta, Colo. 

IIP. St. laiXe's Hospital, St. .loscpli’s Hospital, Presbyterian Hospital, 

Porter Snnitariiiin and Hospital, Denver 

120. University of Coloiado .ifedical Center, Denver 

121. Children’s Hospital, Denver 

122. Denver Ceneral Ho“|)ltnl, Coloruiio Ooiioinl nosi)ltaI, Childrens 

Hospital, Denver 

I'M. Hospital of St. llaphael, New Haven, Conn. 

124. Yale-New Haven Medlc.il Center, New Haven, Conn. 

12.'., Hartford Hosjiltnl, Hartford, Conn. 

12(1, l,nKnnn Honda Home, Snn Prnncisco 

127. Children’s Hospital, WasliInKton, D. C. , „ tv o 

128 District of Colninbin Gen-ra V;- wnc 

120 DelVitt .\nny HoepltuI, lorl Bcivoir, An , U. S. Air roree Hos- 

l.io. Chn(iren'l"Ho%*»ai^ ot Columbia General Hospital, 

AVashtnuton, D. C. 

131. Duval Medical Center, ,lachs(invlllc, Pla. 

132. Variety Clilldrvn’s Hosiilta , nm , Y n. 

♦T«ck»-on Memorial llo^spllal, Miami, I in, 

Gndv Meinoiml Ho^liUul, Atljiita, ua. 

13.1'. Unive'rslty Hospital. Amtusta, Ga. . 

Mnrlrona County (rrncial llo’^pilai, Pnocaix, 

37 riiilluen's n^l'itaL St. .loscph’s Hospital. San Francisco 
iVs" S.vnta liartiura General Hospital, Santa Harbarn. Calif. 

S' iS's; sS'feS” nSV?'■'S’ 

- si HfS&ssiaxfs--.- 

Memo Hal Hospital. Des Moines, Iowa 



201. Gillette State Hospital for Crippled Children, Children’s Ho'o'tst 

St Paul ’ 

202. Charles T. Miller Hospital, Children's Hospital, St. Paul 

203. Children's Mercy Hospital, Kansas City, Mo. 

205. St. Louis City Hospital, St. Louis 

20G. St. Louis Matcrniiy Hospital, St. Louis: St. Loins Coimtj Ho>' 
pital, Clayton, Mo.; Buree Hospital, Sprineflcld, SJo 

207. St. Louis Children’s Hospital, St. Louis 

208. Dmiglas County Hospital, Children's Memorial Hospital, Omaha , 

209. Douglas Count) Hospital, Omaha 

210. Children’s Memorial Hospital, Omaha 

211. Children’s Seashore Home, Atlantic City, N. .L; Clyde Tl-h 

Memorial Hospital, Northfield, N. J.; Betty Baeharneh Home 
for Crippled Childien, Longport, N. J. 

212. St, Peter's Genera] Hospital, New Brunswick, N. <T.; St. Elliaheth 

Hospital, FiOabeth, N. J. 

213. Margaret Hague Maternity Hospital, Jersey City, N. J. 

214. Baines Hospital, Newark, N. J. . 

215. Roosevelt Hospital. New York City: Middiesex Rehnbilit.ilion end 

Polio Hospital. New Brunswick, N. J. 

217. Johns Hopkins Hospital, Baltimore 

218. Ky. ^ 


219. 


220 . 
221 . 

232. 

233. 

224. < 

225. 


ssaie, N. J : Nathan and Mlnam 
Paterson, N. J.: Perth ,4nilio) 
)oy, N. J. 
klyn 

niington, N. J. 

, N. T. 


Hospital, AVtchlta, 

Hal'iead Hospiftil, 

imiSiii"-'- 

•:i. rnlversliy I Md. 

(, 3 . reiiirisiiln G. ■ ... , n I. 

i3!. Charles V, t ' ■ ■■■ . . . \i„« 

i’,(. St. Margare • .. . 

sss- Kss Kia-i 

it Su;:ss«SHr^r 

4"'.r ?.« „„„„ 

il'oipiti". Midland M r rnrArboi. itieh 

. rr ™ltul Receiving Hospital-Redlord Branch, 

^netrolt’''^" J Sonthlniiy. Conn : Veterans Admln- 

""Titration jY uhnoir"’ 

lol Children's Ho4m«l’. Hospital, Detiolt 

:: 

y,, IngC'ch^tloSS 

m No?th“Mcmori^Ho8Pitol^lnneapo^^^^ Children’s Hospital, St. 
Eh/'ah^trKenny Institute, Minneapolis 


23 

236. 

239. 

240. 

241. 
0)2. 
243. 


§ 5 ; ■ 'I • id Allied Diseases, Xea York City 

22 c. University Hospital, New York City 

227. Jewish Hospital, Brooklyn ^ , 

008 Hunterdon Medical Center, Flemington. Nj J. 

Staten Islan^ 

e, 3 i. Lincoln Hospital, Bronx, N. Y. 

is-; Chlldien’s Stai: SummiYcoTnty Recening Hospital, Akro 

i"5 ES Hospital. Cinelnnat 

m. Children’s Hos^Ro'^ Hos^fn“!’Ohm“Tubereulosis Hospital, Cl 
* ' ’ ■ limbus, Ohio 

. ■ ospital, Cleieland 

'oledo. Ohio 
C'hnrel Hill, N. C. 

. , -al, Cleveland 

0)0 > 

g Toledo State and f 

’ofc Sl'orSh^alSti^^^ ore 

• 147 . St. Vincent’s Ho ’ . , . 

248. Providence Host . . Pn- , , 

0)9. Lawrcrcc F. Flic _ PWladelpWa 

250. Hosp tal oj_the,^__ Hospital, Pinlndelphla Psychiatric 

051 . *"* "* ’ 

for Children, Philndclphia 
0-3 M S Army Ho'pltal, Fort pix.N.J. 

i IHflssKSHij'ir “ " 

350. YnnktonStatcHospUa , a 

I 

204. Jefferson Davis Hospital, 

20.-,. CripP?e\ch!ldrDn^ Hospital, !)»«»'. 

206. Children’s Medical cenrer, 

.J,. 

s SKii- 

* Tr 

. „ MW 

'. rtsmonth, Vm Htah; S*R 

■ ^ Hospital, Ogden, Gtan, 

280. : ■ ■■ '■■■’■ bake City 

^ riilidren’s Hospital. SaR Hak 

281. Primary Children s » o*. 


■378. 

279. 

280. 
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ChiMron's Orthnpidtc Hospital, Scuttle 

Ohio Valley General Ilospltnl, Wheeling, W. Vn. 

Tort T.nwton Station Hospital. Fort Lawton, Wash.: Fort Dell* 
ance Indian Hospital, Fort Poflanco, Arlz. 

Mountain View Sanntorlinn, Tacoma, Wash. 

Mary IlriilKc ChlMrcn’.s Hospital, Tacoma, Wash. 

St! Milwaukee Children’s UospUal, Milwaukee 

is?. Milwaukee Children*? HofpUal, Martha WashlnKton Home, MU- 
"" waukee 

iSD. Jf.hnston'5 Kmcrpcncy Hospital. Milwaukee Children's Hospital. 
Milwaukee 

St. Michael Hospital, County Emc^^rcncy UoFpllal, Milwaukee 
iM. Milwaukee Children’s Hospital, Milwaukee County Emcrpcncy 
Hospital, Milwaukee 

Milwaukee Children’s Hospital, Milwaukee Contaplon Ho?pUal, 
Milwaukee 


293. Milwaukee Hospital, Milwaukee 

291. Milwaukee Children's Hospital. Milwaukee County Hospital, Mil¬ 
waukee General Hospital, Milwaukee 
295. St. Francis Hospital, Honolulu, Hawaii 
290. Kinps County Hospital, Brooklyn 
297. Fort Hamilton Hospital, Hamilton, Ohio 
29S. Geotpetown University Hospital, BufTalo 

299. Veterans Administration Hospital, Hartford, Conn. 

300. Se<lRWlck *v 

301. Veterans ■ . ■ ' • '7 

302. Stanford . . • • ■ ■ . icisco 

303. IJnfrersIt: . i . 

3(M. Mlsslsslpy • . • • *liss. 

303. Rio Pled . • ■ . ■ ■ Hospital, RIa 

Plcdras, P. R. 

300. Baptist Hospital, Xashville, Tenn. 

307. Veterans Administration Hospital, Little Rock, Ark. 


APPRO^'ED INTERNSHIPS BY TYPE OF SERVICE 

ROTATING GENERAL 

Number of Approved Programs, t09 


FEDERAL 

UNITED STATES ARMY 


Lettennan Army Hospital . San Francisco 

Fitzslmons Army Hospital. Denver 

WalterReed ArmyHocpltaUArmyMedlcnlCenter).. Wn«hInpton, D. C. 

C. S. Army Hospital. Fort Bcnnlnp, Go, 

U. S. .\rmy Hospital. Fort Bropp. N. C. 

Valley Forpc Army Hospital. Phoenlxvllle. Pn, 

IVllUam Beaumont .\rmy Hospital.. El Paso, Texas 

Brooke Army Hospital, Fort 8am Houston.8an .kntonlo, Texn« 

Madlpan .\nny Hospital. Tacoma, Wash. 

Tripler Army HospUnl...Honolulu, T. U. 


UNITED STATES AIR FORCE 

V. S. Air Force Hospital.. San Antonio. Texn« 


UNITED STATES NAVY 

U. S. Naval Hospital. Oakland, Calif. 

U. 8. Naval Ho«pl(ai. Oceanside, Calif. 

U. S. Naval Yi^^r-**** v^ao Dlepo, Calif. 

U. S. S’aval ■ ■ acksonvIUe, Fla. 

r. S. Naval ■ ’ Pensacola, Fla. 

U. S. Naval Hospital... Great Lakes, III. 

U. S. Naval Hospital. Bethesda, Md. 

P. S. Naval Hospital. Chelsea. 3Inss. 

U. S. Naval Hospital..... St, Albans, N. T. 

tJ. S. Naval Hospital. Philadelphia 

U. S. Naval Hospital. Newport. H. I, 

U. S. Naval Hospital... Charleston, S. C, 

U. 8. Naval Hospital. Portsmouth. Va. 

U. 8. Naval Hospital. Bremerton, Wash. 


UNITED STATES PUBLIC HEALTH SERVICE 

U. S. Public Health Service Hospital. San Francisco 

U. 8. Public Health Service Hospital. New OrleaD.« 

U. 8. Public Health Service Hospital.. Baltimore 

V. 8. Public Hcaith Service Hospital. Boston 

U. 8. Public Health Service Hospital. Staten Island, N. Y. 

U. 8. Public Health Service Hospital. Norfolk. Va. 

U. S. Public Health Service Hospital.Seattle, Wash. 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

Freedmen’e Hospital........Washington, D. C. 

Saint Elizabeths Hospital. Washington, D. C. 


VETERANS ADMINISTRATION 

Veterans Admin. Hospital. Los Angeles 

Veterans Admin, Hospital. Salt Lake City 


NONFEDERAL 

Birmingham Baptist Hospitals.Birmingham, Ala. 

Carraway Methodist Hospital.Birmingham, Ala. 

St. Vincent’s Hospital .Birmingham, Ala. 

University Hospital and Hillman Clinic.Birmingham, Ala. 

Lloyd Noland Hospital.Fairfield, Ala. 

Holy Name of Jesus Hospital. Gadsden, Ala, 

Mobile County Hospital. Mobile, Ala. 

Druid City Hospital.Tuscaloosa, Ala. 

Good Samaritan Hospital. Phoenix, Axiz. 

Slaricopa County General Hospital.Phoenix, Arlz. 


NONFEDERAL—Continued 


St. .losci»h*> Hospital.Phoenix, Ariz. 

St. MaryV Hospital.Tucson, Ariz. 

Tucson Medical Center. Tucson, Arir. 

Arkansas Baptist Hospital. Little Rock, Ark. 

St. Vincent Infirmary. Little Rock, Ark. 

University Hospital. Little Rock, Ark, 

General Hospital of Rl*-ersldc County.Arlington, Calif. 

Ucrrick Memorial Hospital . Berkeley, Calif. 

San .lonquln General Hospital.French Camp, Calif. 

General Hospital of Fresno County.Fresno, Calif. 

Glendale Sanitarium and Hospital.. Glendale, Calif. 

Loma Linda Sanitarium and Hospital.Loma Linda, Calif. 

St. Mary's Long Beach Hospital...Long Beach, Calif. 

Seaside Memorial Hospital.Long Beach. Calif. 

Cnllfcinla Hospital.Los Angele.« 

Cedars of Lebanon Hospital... Los Angeles 

Hospital of the Good Samaritan.Los Angeles 

Los Angeles County Hospital....,. Los Angeles 

Presbyterian HospltabOlrasted ilcmorial.Los Angele.* 

Queen of Angels Hospital. Los Angeles 

St. Vincent’s Hospital.Los Angele.* 

Santa Fc Coast Lines Hospital.Los Angele.« 

White 3Iemoiial Hospital........Los Angeles 

"• *.^ Oakland, Calif. 

• • • ... Orange, Calif.- 

• • ’ *’ Pasadena, Calif. 

Sacramento County Hospital...Sacramento, Calif. 

San Bernardino County Charity Hospital.San Bernardino, Calif. 

3Iercy Hospital.San Diego, Calif. 

San Diego County General Hospital. San Diego, CalH. 

Children’s Hospital...San Francisco 

Franklin Ho.^pito). San Francisco 

French Hospital...San Francisco 

Kaiser Foundation Hospital. San Francisco 

3IaiT*5 Help Hospital. San Francisco 

Mount Zion Hospital ...San Francisco 

St. Joseph’.s Hospital.San Francisco 

St. Luke's Hospital. San Francisco 

St. 3Iary's Hospital. San Francisco 

Son Francisco Hospital.San Francisco 

Southern Pacific General Hospital. San Francisco 

University of California Hospitals. San Francisco 

Santa Clara County Hospital. San Jose, Calif. 

Santo Barbara Cottage Hospital. Santa Barbara, Calif. 

Santa Monica Hospital. Santa 3IonIca, Calif. 

Harbor General Hospital.Torrance, Calif. 

Glockner-Penrose HospHal. Colorado Springs, Colo. 

General Rose Memorial Hospital. Denver 

31 rty Hospital.Denver 

Porter Sanitarium and Hospital.Denver 

Presbyterian Hospital...Denver 

St. Anthony Hospital.Denver 

St. Joseph’s Hospital.Denver 

St. Luke’s Hospital. Denver 

University of Colorado 3Iedical Center 

Colorado General Hospital.Denver 

Denver General Hospital.Denver 

Weld County General Hospital. Greeley, Colo. 

St. 3Iary‘Corwin Hospital.. Pueblo, Colo. 

Bridgeport Hospital. Bridgeport, Conn. 

St. Vincent's Hospital.Bridgeport, Conn. 

Bristol Hospital.Bristol, Conn. 

Danbury Hospital.Danbury, Conn. 

Griffin Hospital.Derby, Conn. 

Greenwich Hospital. Greenwich, Conn. 

Hartford Hospital.Hartford, Conn. 

Hartford 3lQnIcIpaI Hospital and Health Center.Hartford, Conn. 

Mount Sinai Hospital.Hartford, Conn. 

St. Francis Hospital. Hartford, Conn. 

3Ianchester 3Iemorial Hospital. Manchester, Conn 

Meriden Hospital. Meriden, Conn. 

3IIddlesex Memorial Hospital.3Ilddletown, Conn 

New Britain General Hospital.New Britain, Conn 
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APPROVED INTERNSHIPS 


NON FEDERAL—Continutd 

Uti>-iiiliil of St. Jfntiluid... V u 

Liiwroiu'p 1111(1 Momorlnl TloVnii’ni’i.'...’'Y*'”* 

N'onina- Ho.si.K,,!.... . ‘ . New London, Conn. 

Stiimford . Norwnlk, Conn. 

S( Mnry’.s ■■■■■■''' ■ Ntiunford, Conn, 

w'niorlmr'y'i: 

Ui’Iiiwflre . 

Meinorlul HoPiiUiiI.!.. W IS netnn’ RM' 

WilmliiKton GetiernI HoFpHnl..W m nttoS'Del' 

.i: §: 


J.A.M.A., Ocl. 4,195S 



’ S?',". .Iiick-Fonvllle; Flfl. 

. t. LuVcf HoFp!ln|.... .Tnck.'onvinc, Fin. 

St. Mnccnt F Hospltnl.. . . .liickFonvtlle, Fla. 

■ Miami. Fla, 

Mount Sinn! Uosplt'. • * *■. ■. '• •* Bcueh Fla 

St. I'ninclF Hovj.Hnl. Bcacb! Fla! 

OrniiKe Memorial HospUiil. Orlando, Fla 

Siu-red Heart Hospltnl. Pensacola, Fla. 

Mound I’nrV Uospltil. St. Peterslmri;, Fla, 

Tampa General Hospital. Tampa, Fla. 

Good Samaritan Hospltnl. tVest Palm Dench, Fla. 

St. .Marj-'s Uo.splta!. IVest Palm Dench, Fla. 

•Athens General Hospltnl. Athens, Gn. 

St. .Marj-’s Ho.spital. Athens, Ga. 

Crawford \V, Loiik Mouiorlnl Hospital.Atlanta, Ga. 

Georjrla Daptlst Hospital.Atlanta, Ga. 

tJrady Memorial Hospltnl. Atlanta, Gn. 

PiiMlmont Hospital.Atlanta, Gn. 

St. .loseph’s Infirmary.Atlanta, Ga. 

rnieersity Hospital. AiiKiistn, Gn. 

Medical Center. Columbus, Ga. 

•Macon Hospital. .Mneon, Gn. 

Kennesfone Hospital. Marietta, Ga. 

rioyd Hospital.;. Rome, Ga. 

Memorial Hospital ol Chuthnui County. Savannah. Ga. 

Mai'Nenl Mcnuirlat Hospital.. Derwyn, HI. 

St. Francis Ho'pltnl... Dluc Island, Ill. 

.\merlcnn Hospital. Chlcatto 

.Vnyustana Hospital. 

ChlenKO \Yedey Memoilnl Hospital.. Chicago 

Columiuis Hospital. 

Cook County Hospital. Chlcaco 

K(l>:ew«ter Hospltnl,.,,... 

p.1 tj,....uu( OhlcaKO 

.■ j:.. : . Chlcnpo 

' Chicago 

i;('-:'-s! ( C ■ ■ ■ ’ Padua. Chlcapo 

Illinois t'entral Hospital. 

Illinois Masonic Hospital. Cbicako 

f iTntno «Tul Ilo^pltnl*.... yucn^o 

■ Chicago 

. Cbieapo 

”!”[!!!."!!. Chicago 

Norwegian-Anitrlean Hospitn'l. nhleBCo 

P^T^^'^^"erinn•sT.”Luk^ ■presiiyterlim iiosp. DivlBlon.. 

It H«nlwoo.?”Hospit ai:I', i: ".I ^ ^ 

Itesurrcction Hospital. Chicago 

SI. Anne's Hospital.... Chlealro 

St. Dernard's Hospital. iMiIcago 

i,. y -'^ Chicago 

■ V i -- ' ! Vsp./St. Luke's iiosp. Division.... Chicago 

St. .Mary of N'a/nrcth Hospital ..-y ” ^,,[(#^.0 

.South Chicago Community Hospital. Chicago 

South Shore Hosjdtnl.. . Chicago 

.Swedish Covenant Hosjdtaj. Chicago 

Wooillawn nq’-pHuI.... Decatur, HI. 



HIn.sdale .Sanitarium and .. jjl. 

Oak Park Hospital......... , ouk Park. HI. 

IVestSilhr:- .. Pcorin. HI. 

.Methodist ■ = : ■ ■ . ■ Pcona, HI. 

St. Franc!' : .. Kockfoid, Hi. 

Uoekford M-' ■■ ' ' '■ nockfold. HI. 

.St. Anthony Hospital........ Rockford, HI. 

.Swcdl.sh.Amcrican Ho.spital. ohlcnco, fnd. 

St. Catherine .. KvaiisvIUc, fnd. 

St. Mary’s Hospital.P(,rj Wayw*, fnd. 

Lutheran Hospltnl.... Poi-t yvnyne, fnd. 

■St. .toseph’s Hospital. .Gary, fnd. 

.Methodist Hospital........ . Gary, Ind. 

St. Mary Mercy ... .. Hammond, fnd. 

St. Margaret ffospltaf......... Indiannpolfs 

Indianapolis ..Indianapolis 

Indiana "•■'•.■''-sov Medlenl Center. - .Indianapolis 

Mcthodls' ; ■ , . . Indianapolis 

St. Vlncc ■ ■ "■ ■ . .Muncle, Ind. 

I':" '' ■ ■ ‘ ■ ■ .South Bend, Ind. 

” ■ I ■ ■ ■ . . South Bend, Ind, 


HOHFEDERAL-Coatlnued 


South Bend, ijs 
edar Hap!d.e, in*, 
amcll BUilIs, loji 

■ Jet -Moines, loart 

■ DCS Moines, lo»a 
Des Moines. low» 

’'oines, loira 
Iowa City 
City, Kan. 


Mercy 

St. Luk--' ■■ ■ 

Mercy I ■ . ■ . . 

Broadlf ■ ■ ■ 

Iowa I ■ ;■.■■■ 

Iowa M ■ : 

Slercy 
State. 

Dctha- ■■■ ; ■ ' 

.St. Mf. ■ ■ ■ (.,, ,. • 

University of Kansas Medical Center. Kansas Oltv vSn 

. 1 | : : 

Good Samaritan Hospital. neton ¥r' 

St. .loscph Infirmary. Louisville Kv 

SS. Jtary and Kllzabeth Hospital. Louisville' Ky’ 

Charity Hospital of Louisiana. Xcw Oricans 

Hotel Dieu......Kew Orleans 

•Mercy Hospital.. Orleans 

Southern Baptist Hospital..’..Sew Orleans 

Touro Infirmary. . vw Orleans 

Confederate Memorial ■■■■■■• s'- ■ j,a. 

N'orth Louisiana Snn!ta..„. ■■ Ba 

T. E. Schumpert Memorial .Sanltaiium. Shreveport, La'. 

Eastern Maine General’ Hosiiital. Bangor, Maine 

Central Maine General Hospital. Lewiston, Maine 

St. Mary’s General Hospital. Lewiston, Maine 

.Maine Medical Center. Portland, Maine 

Baltimore City Hospitals. Baltimore 

Bon Secouns Hospital.Baltimore 

Church Home and Hospital... Baltimore 

Franklin Snuare Hospital. Baltimore 

Lutheran Hospital. Baltimore.. 

Maryland General Hospital. Baltimore 

Mercy Hospital.. Baltimore 

Provident Hospital and Free Dispensary... Baltimore 

St. Agnes Hospital.Baltimore 

St. .Toseph’s Hospital... Baltimore 

• .. , . Baltimore 

> . • i ■ . . ■ . Baltimore 

•• . . • . Baltimore 

; . , ... , . .Baltimore 

.. . . Befhcsda, .Vd. 

■ ’. • . • • ■ , .Chcvctly, Md. 

.... Hagerstown, Md. 

Doverly"^“ . 

Carney " . ... . 

■ • . . Kn 

.'Brockton, Mass. 

, . , ' ; ' . Cambridge, Mass. 

Mount Auburn Hospital. 

Tntesdale Hps.pital.FaUffilas:', 

r ’ • • ■ .Lawrence, Mass. 

cV fin .JIs-'s- 

St! Vos^ph’s Hospital....,..^Lynn. Mb's! 

. ’ ..'.'‘’.‘‘.V K'e’w Bedlord! Mas«. 

^ Newton Lower Falls, Jte. 

St. Luke’s Hospital..,. ^^Oufney.'Ms"' 

Quincy City Hospital. Salem. Mb's 

Salem Hosp ..Springfield. Mb". 

Mercy .. ..Springfield,M b" 

.SprIngfleW ^iospitnl........ Springfield. Mas?. 

\\ ncci\n AlomOTUll WflJtbflW 


Waltham HospBal 
.Mcmorlnl ’ 

St. Yincen’ 

Woi coster ' ’ ■ 

St. .Toscpir. M.. ., 
University Hospital 


. tVorccster, Mas'. 
, Worcester, Ma“. 
. tVorccstcr, Ma's. 
Ann Arbor, M ch. 
.. Ann Arbor, M eh 
Battle Creek, .M cb. 


Leila Y. Post Montgomery Hospital. 

.Mercy ■ ■ . . Dearborn, Mien. 

Oiikwof : , ■ ..Detrn t 

Detroit ’ ... Detroit 

. .. Detroit 

....Detroit 

■ ■ .. . Detroit 

■ Detroit 

Mount Carmel .Mei«.v .. Detroit 

St , .lolin Hospital... Detroit 

St', .loseph Mercy . 

HliS|bi^spitai;«r.d;^^^ 

' McLafen^GeSirar^^^^ .Sfh' 

St. .loseph, Hosp-taL........^ . Grand RapJ’ls. 

. Grand BapM*. M’"'- 

Bon Scctjui! :■ ■■ .Kaiamatok Mirh 

Borgess . . . Danslng, Ml'fi’ 

Bronson.;’ .I; LSne: 

SL^Lawrence .. 
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NONFEDERAU-Contlnued 


NONFEDERAL-ContInued 


MWlanil Hosp’tnl. Midland, Mich. 

Pontine Gcnernt Hospital.Pontiac, Mich. 

St. Joseph Mercy Hospital. Pontiac, Mich. 

Willinm Be.aumDnt Hospital. Koynl Oak, Mich. 

SapInaTT General Hospital...Saplnaw, Mich. 

St. Luke's Hospital. Saplnaw, Mich. 

St. Mary’s Hospital. Snplnaw, Mich. 

James I>ecker Mun«on Hospital.Traverse City, Mich. 

St. Luke’s Hospital. Duluth, Minn. 

St. Mary’s Ho'spltal... Duluth, Minn. 

.\«bnry Methodist Hospital... Minneapolis 

Minneapolis General Hospital. Minncapoll'i 

Mount Sinai Hospital. MlmicapolU 

Northwestern Hospital. Mlnneapol!< 

St. B«maba« Ho«pUnl. Minneapolis 

St. Mary’s Hospital. Mlnneapoll*; 

Swnlish Hospital. MlnneapolU 

rcirei'ity ol Mlnnesot.t Ho^pltm^... Mlnnenpoll« 

.\ncker Hospital. St. Pan! 

Pethi'«dn Hospital. St. Paul 

Charles T. Miller Hospital. St. Paul 

St. .To«eph*s Hospital. St. Piuil 

St. Luke'* Ho«pUal.St. Paul 

Mississippi Baptist Hospital. Jackson. Ml**. 

rnlverslty Jackson. Ml**. 

St. l/ouis ■ Clayton, Mo. 

Kan«a« CH ' ’• nsn* City. Mo. 

Kansas City General Ho«pUnl No. 2. Knn'*a* City, Mo. 

Menorah Meillcal Center. Kan*n« City, Mo 

Resenreh Hospital... Kansas City, Mo. 

St..Josrph Hospital... Kan*a« City, Mo. 

St. LukeV Hospital. Kansas City, Mo. 

St. Mary*.* Hospital... Kan<a* City. Mo. 

Trinity Ltitheran Hospital... Knnsa* City, Mo. 

Missouri MethMIst HospUa*...St, Joseph, Mo. 

St. Joseph*.* Hospital. St. Joseph. Mo. 

Christian Hospital. St. lx)uls 

De Paul Hospital. St. Loul* 

Evanjrelieal T>eacone*s Hospital. St. liOUl* 

Homer G. PhnUn* Hospital...... St. Txiul* 

Jewish HospP.nl. St. Loul* 

Missouri Baptist HospUnl...St. Loul* 

St. ,\nthony*s no*pltal. St. liOul* 

St, John’* Hospital.St. Loul* 

.St, Loul* Cltr Hospital. St. I.ouI* 

St, Luke*.* Hospital. St. Loul* 

St. Mnry'^ Group of Hospital*. St. Loul* 

St. Jaine.* Hospital. Butte. Mont. 

Montana Dearone.** Hospital...Groat Falls, Mont. 

Bryan Memorial Hospital. Lincoln. Net*. 

Lincoln General Hospital. Lincoln. Neh. 

St. Elixaheth Hospital. Lincoln. Neh. 

Bi.shop Clarkson Memorial Hospital.Omaha 

Crelehton Metnorinl St. Joseph's Hospital.Omaha 

Tmmanue't Hospital. Omaha 

Nebraska Methodist Hospital.Omaha 

St. Catherine’s Hospital... Omaha 

Unlrerslty of Nebraska Hospital.Omaha 

Mary Hlteheock Jfcrnorinl Hospltni. Hanover, N. H. 

Atlantic City Hospital. .Atlantic City, N. J. 

Bayonne Hospital and I>)sp<»n<nry. Bayonne, N. J. 

Cooper Hospital. Camden, N. J. 

Oar Lady of I^urde* Hospital... Camden, N. J. 

West Jersey Hospital. Camden, N. .T. 

Ea«t Ornnvp Gcnernl Hospital. East Oranve. N. J. 

Alexlan Brothers Hospital. KliTatioth. N. J. 

Elizabeth General Hospital and Dl*pensary. Elizabeth, N. J. 

St. Ellzaln-th Hospital. Elizabeth. N. J. 

Eofflewood Hospltol. Enclcwood. N. J. 

HaeVensnek Hospital....,. Hackensack. N. J 

St, Mary’* Hospital. Hoboken. N. J. 

Christ Hospital. Jersey City, N. J. 

Jersev City Hospital.Jersey City, N, J. 

St. Franei* Hospital. Jersey CItv, N. J. 

Monmouth Memorial Hospital. Lon’r Branch, N. J. 

Mountainside Hospital. Montclair, N. J. 

Morristown Memorial Hospital... Morristown. N. J. 

Fitkin Memorial Ho*oltal. Neptune. N, J. 

HaTTison S. Martlnnd Medical Center.Newark, N. J. 

Newark Beth Israel Hospital. Newark, N. J. 

■Presbyterian Ho«pUal.Newark. N. J. 

St. Barnabas Mp<lii*nl Center.Newark, N. J. 

St. Michael’s Hospital.Newark, N. J. 

Middl<*5ex General Hospital.New BumswlcV. N. J. 

St. Peter’s General Hospital.New Brunswick, N. J. 

Orancp Memorial Hospital. Oranee. N. J. 

Bereen Pines Countv Hospital.Paramus. N. J. 

Pa«*«!e General Hospital. Passaic. N. J. 

St. Mary’s Hospital. Pas-salc, N. J. 

•Nathan and Jlirlam Bamcrt Memorial Hospital....t..PatersOD, N. J. 

Paterson General Hospital... Paterson. N. J. 

St. Jo.seph Hospital.Paterson, N. J. 

Perth Amhoy General Hospital. Perth Ambov. N. J. 

Muhlenbere Hospital. Plalnfleld, N. J. 

Somerset Hospital.Somersvillc, N. J. 

Overlook Hospital. Sammlt, N. J. 

Holy Name Hospital. Teaneck. N. J. 

Mercer Hospital.Trenton, N. J. 

St. Prancis Hospital.Trenton. N. J. 

IVnifam SIcKInley Memorial Hospital. Trenton, N. J. 

Bernalillo County Indian Hospital.Albuquerque. N. M. 

Albany Hospital.;.Albany, N. T. 

Memorial Hospital.Albany, N. T. 

St. Peter’s Hospital.Albany, N. Y. 

Binghamton City Hospital.Binghamton, N. X, 

Lawrence Hospital.Bronx^dHe, N, Y. 


Bctli*El Hospital. Brooklyn 

Brooklyn Hospital.Brooklyn 

Coney Island Hospital. Brooklyn 

Cumberland Hospital... Brooklyn.. 

Greenpolnt Hospital.Brooklyn 

.Tewi<h Hospital. Brooklyn 

Kings County Hospital. Brooklyn 

Long Island College Hospital.Brooklyn 

Luthem Hospital. Brooklyn 

Lutheran Medical Center. Brooklyn 

Mnimouldcs Hospital. Brooklyn 

Methoillst Hospital...Brooklyn 

Pro*p«'ct Height.® Ho.spltal. Brooklyn 

St. Catherine’s Hospital. Brooklyn 

St. John’s Episcopal Hospital. Brooklyn 

St. Mary’s Hospital.Brooklyn 

St. Peter’s Hospital. Brooklyn 

Unity Hospital.Brooklyn 

AVyckofT Height.® Hospital. Brooklyn 

.Shters of Charity Hospital*. Buffalo 

BulTalo General Hospital. Buffalo 

Deaconess Hoep{ta> . Buffalo 

Edward J. Meyer Memorial Hospital. Buffalo 

-Mercy Hospital. Buffalo 

.Millard Fillmore Hospital....,. Buffalo 

Mary Imogene Bassett Hospital. Cooperstown, N. T. 

Elmhurst General Hospital. Elmhurst, N. Y. 

Amot Ogden Memorial Hospital. Elmira, N. Y. 

St. .loscph’s Hospital. Elmira, N. Y. 

Flushing Hospital and Dispensary. Flushing, N. Y. 

Community Hospital. Glen Cove, N. Y. 

Glen* Fall.* Hospital.Gletis Falls, N. Y.. 

Meiulowbrook Hospital. Hempstead, N. Y. 

.Mary Immaculate Hospital.lamaica, N. Y. 

Queens General Hospital Center. Jamaica, N. T. 

Charles S. Wilson Memorial Hospital.Johnson City, N. Y. 

Our Lady of Victory Hospital. Lackawanna, N. Y. 

St. John’s Long Island City Hospital. Long Island City, N. Y, 

Xn*sau " ■ ' "'Incola, N. T. 

Northern • , ’ " KIsco, N. Y. 

Mount V. • ; • ■ ■■ ernon. N. Y. 

St. LukeV Hospital. Newburgh, N. Y. 

Long Island Jewish Hospital. New Hyde Park, N. Y. 

New Rochelle Ho?plin!...New Rochelle, N. Y. 

Beth David IIo.*p!tal. New York City 

Beth I*raol Hospital..New Y'ork City 

Bronx Hospital.New.Y’ork City 

Columbu* Hospital.....New York City 

Fordham Hospital. New Y'ork Citj* 

Ffimeh Hospital..... New York City 

Harlem Hospital.New York City 

Hospital for Joint Diseases. New York City 

Jewi*h .Memorial Hospital.. New Y'ork City 

Knickerbocker Hospital.. New York City 

I/'lmnon Hospital.New York City 

I,enox Hill Hospital...New York City 

Lincoln Ho«pita!... New York City 

Misericordia Hospital. New York City 

iforrisanla City Hospital.New York City 

Mother Cabrini Memorial Hospital. New York City 

Mount Sinai Hospital.New York City 

New York Infirmary.New York City 

New York Polyclinic Medical School and Hospital.... New York City 

St. ClnreV Hospital.New York City 

St. Francis Hospital...New York City 

St. VliKcnt'.s Hospital.. New York City 

Sydenham Hospital. New York City 

Mount St. Mary’s Hospital. Niagara Fails, N. Y. 

Niagara Falls 3UmoriaI Hospital.Niagara Falls, N. Y. 

United Hospital. Port Chester, N. Y. 

Vassar Brothers Hospital. Poughkeepsie, N. Y. 

Genesee Hospital. Rochester, N.-Y. 

Highland Hospital.Rochester, N. Y. 

Rochester General Hospital . Rochester, N. Y. 

St. Mary’s Hospital. Rochester, N, T. 

Strong ilemorial-Roohester Municipal Hospital.Rochester, N. Y. 

Ellis Hospital. Schenectady, N. Y. 

St. Clare’s Hospital. Schenectady, N. Y’. 

St. Vincent’s Hospital... Staten Island, N. T. 

Staten Island Hospital. Staton Island. N. T. 

St. Joseph’s Hospital... Syracuse, N. Y. 

State University of New York Up*tate Medical Center Sj'racuse, N. Y. 

I.eonahl Hospital.Troy, N. Y. 

St. Mary Hospital. Troy, N. T. 

Samaritan Hospital.Troy, N. Y. 

M’hite Plains Hospital.White Plains, N. T. 

St. John’s Riverside Hospital.Yonkers, N. Y. 

.St. .Toseph’s Hosp.tal. Yonkers N. Y. 

Yonkers General Hospital..........Yonkers, N. Y. 

ilemorial Mission Hospital of Western North Carolina Asheville, N. C. 

Charlotte Memorial Hospital. Charlotte, N. G. 

Watts Hospital. Durham, N. C. 

iloscs H. Cone Memorial Hospital. Greensboro N. C. 

?.!? ■ c- 

. ■■ ■■ X. o. 

Kate 11 . •' N G 

St. John’s Hospital.1. Fargo’ N. dI 

St. Luke’s Hospital.... Fargo| n! d! 

(5rand Forks Deaconess Hospital...Grand Forks, N D. 

.\kroD City Hospital......Akron. Ohio 

.Akron General Hospital. Akron Ohio 

St. Thomas Hospitai.; Akron oSo 

Barberton Citizens Hospital.Barberton.’ Ohio 

Aultman Hospital. Canton. Ohio 

Christ Hospital. Cincinnati 
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Olncltinnll tii’iiorii) Honpltiil. Olnclnntiti 

«(".<! Kniimrluiii HonDiim.; oincinmiti 

HoM'itiit...... Clncinntili 

M. Miirj-(; . ... Cincinnati 

(’Icvciniul . . Cleveland 

t iiyaliOKii ■■ .. Cleveland 

•.vanKclieii ■ ■ ■ : ■ . Cleveland 

1 nirview r .■■, ; ; . Cleveland 

Huron Itond Uo^vtUtil. Cleveland 

I.dtlirrni) Ho'-idtal. Cleveland 

Mount Sinai llo.fiiltjil. Cleveland 

St. .-\l(’.vi<i Cleveland 

.St. .lolitiV ; . ... . Clcvelaml 

.St. CukeV ■■. ■■ ■ ■ . Clevelaml 

St, Vineent Ctinrlty Hofidial. Cleveland 


ttnlver.elty no.-idtal'- 
(jrnnt 
.Mount ' ■ 

I'nlver-. !;■ ■; ■. 

WliHe Crow Hos'ilal. 

Good S.r'f- " ; ■ ; . 

Mlaiiil 
St. Kll. ; 

Illyria ■ :. 1 i;.... 

Iluctid-CleiivtlU' llo'-idtal. 

Mnryniomit Ho»)ilial. 

.Mercy Ho--|iltnl. 

l.nkeaood ”• :’t ‘ . 

Uni« ..■ !!■ ■; ■ ' 

Sf. ■■ . . . 

St. .■■ ■■ ■ ■! ; ■ ■■ 

.Merr,. io.j.t.v!.. 

.Sfiritdrrteld City Hokiiltal. 


Cleveland 
CoUunl)U«, Ohio 
ColiimlntF, Ohio 
....... Coliiniim.x, Ohio 

‘'oluinlms, Ohio 
Dayton, Ohio 
Dayton. Ohio 
Dayton, Ohio 

.. Elyria, Ohio 

. Euclid, Ohio 

Garfield Hclfjht.', Ohio 
D"inlIton, Ohio 
: -cwood, Ohio 
Lima, Ohio 
Lima, Ohio 
1.0 rain, Ohio 


. SiirltiKfleld, Ohio 

....... SiirliiKflcId, Ohio 

Ohio Valley lloMdtal.’.'.'.'.’.',.'.'.'. 

rtawf'T . . . . .. Toledo, Ohio 

“■..'j--'" .;. 

.: :?a8l:lo 

sV. Vinomt'. .•■■■::■ ’ : »8 hlo 

«..ll'‘iSmoHnilL;Vlt«L"”” 

St. EU/al.rtl. .. 


Yoimr<io«n Jf'": 

Good Snmarit : !■ . ' ■ 

Mercy llo'.))lli'. I‘ ■ • ' 1 

St. .Anthony llo’-idtal.. 

I'nlvcr'.llv ot Oklahoma no«iiUiil“. 

WfMey li'c't-’. 

Hlllrte'-t ■ '■■ ■■■■ 

St. .tohli'’- liO'Idtill,... 

Sacred Heart General llo«idtal. 

llmamiet 

C.i.od Sat ■■■■. ■ ■ i:' ■, _ . , 

Portland ‘ ' .. .... 

Dfovlilence .. ■... Portland, Ore. 

I'nhVrelTv of ttrefton Medieai School Uo«id'tnl» 

and Cl’lnlc-*......... 

Alilnkton .Memorial .. 

. .. 


ouMiftovn, Ohio 
Zatic-iville, Ohio 
OfclKhonm City 
Oklahoma City 
Oklahoma City 
"klalioma City 
Taica, Okla. 
... Tulsa, Okla. 
... KtiKenc, Ore. 
Portland, Ore. 
Portland, Ore. 
Portland. Ore. 
Portland, Ore. 


,., Portland. Ore. 
... AtiinRton, Pa. 
.. .Vllcntown, Pa. 
.. .Allentown, Pa. 
.... .Altoona, Pa. 

.Vltoona, Pa. 

.. HetUlchem, Pa. 

.Dristol, Pa. 

. liryn Mawr. Pa. 

.Hutler, Pa. 

Chester, Pa, 
. Danville, Pa. 


Lower' Pucks County Ho-idtal. • ■- 
I'uVler^t'minty Memorial Hosi'itai 

Sgr" l"'^!fc'Mcmoriai;iio;p!t.l.Daii;;: pl 

Thomas M. FltZKcruld-Mcrcy Hospital. Easton, Pn. 

Knston Hospital..‘."V.'.V.. Kf'C’ S"' 

Hamot Hospital... Eric, Pa. 

Sf Vlnccnfs Hospital.,.. Gtcensldirf,', Pa. 

WeGim.relnml .. HarrlslmrR, Pa. 

HnrrlsI.urK Hospital... Harrislnirc, Pa 


s .Tosei.h’s Hospital.. McKeesport, Pn. 

McKeesport ..Xorrjstown. Pa. 

MontRi'merv .. ....... Korrlstown Pn. 

H iSs Sa lsa% 

. SSX". 

. PliilndelpWa 



t’oItcRcof Pennsylvaniti 


»"of the L-nlvcrsity^^^^^ 

.. 


.. Piiiiadelphla 
Fhlladclphln 
!!!) phtlndelphta 
Philadelphia 
Philadelphia 
Philadelphia 


.Mnioooisi. -■.. 

MlscTlcordlti Hospital. . 

Nazareth Hospital.... .|•. 

KyiS HospHat.;;;;;;; Phi»j« 

r-.o-oi-’-i Hospital. pidladelphla 

' i - ■. ■ ■ ..Philadelphia 

, .! .. Philadelphia 

St. .Toseph'.s Hospital. 


J.A.M.A., Oct. 4,193S 
NOW FEDERAL—Continued 

AlieRhcny*' ■ ’ . . ■ ' ^Pmstareh 

Health Ccn-. ... .■ wtsbursh 

Pittsburg.. oi Meulclne. . , Pitisburi-h 

• ■ PHtshmsli 

I ■ ■ ■ ■ ■ Pittsburgh 

. ■■ ■ ■ Plttshar)!!! 

St. John’s G ..... PiUrbutjb 

St. .Toseph s Hospit ■ ~ 

St. Mnreare' ■ ■ ■ ■ 

Shadyside 7 . ‘ . ■■ mgh 

•South .Side . . utgh 

AVesfern Pci ■ urjh 

Community ' . Pe. 

Keading ''' ■ ■ '.eauiug, P», 

.St. .Tosep ■ ■ teadlDK, P«. 

Robert P ■ ;. , .. .. Sayre, Pa. 

.Scranton ■ ■ ' ■ rantoa. Pa. 

Scivlckley - Jlckley, Pa. 

Allcg'iicny ’ ‘entum, Pa. 

Dnlontott" .- ■ Pnioafoan, Pa. 

IVa.shington ;. . IVashington, Pa. 

Chester Cou ■ ■ ■ 'Vest Chester, Pa. 

yurn,' AVlikes-Batre, Pa. 

V. .. : ■ ■ . ■ Wilkes-Barre, Pa. 

< -■ ; • ■ ■ . Wilklnsburg, Pa, 

WUllamspc = ■ -1, Pa. 

York P--T ■ ■ ■> 

Xewpf ■ ■ . 5' i' 

... . ; . - « ■ K. I. 

v ; ■ *, R. I. 

■ . Providence, R. 1. 

. ,. Providence, R. 1. 

- ■.■.i.;-.'. iio.-jMiai. Providence, R. 1. 

.Medical College of South Carolina . o ^ 

Teaching Hospitals. Charleston, S. C. 

Columbia Hospital ot RlcWand County. Columbia, S. C. 

Greenville Genera! 

Orangeburg Rcgloni ■■ . mrtanburu’1'C 

. "iourFalls: 1; D,' 

' tWnooK.. Tmn. 

■ ■ ■ '-vlngBport, Tenn. 

HolstOT A a .■ _ Knoxville, Term. 

IrMa^iTMemori'BS" . ■" , ■ Xnoxi-ille. Teaa. 

Dnlverslty of Teimess ' Knoxville, Tenn. 

and "p;.- - Memphis, Tenn, 

Baptist ■ • . _ . Memphis, Tenn, 

City o ' , ■ ’.Memphis, Tenn, 

Methodist Hospital.. Memphis, Tenn, 

St. •Tosep’' . ’^nshvllle, Tenn. 

Baptist ■ ■ Nashville, Tenn. 

George - ' - . Nashville, Tenn, 

Nashvlll • ' . • ■ 'Jashvfile, Tenn. 

St, Tho ’. ■ Austin, Texa' 

Bracken’ • . ' ' , ChrlstI, Texas 

Memoria , .Dallas, Texes 

Baylor University Hospital. Dallas, Texas 

Methodist ■ ■. . ,. .Dallas, Texas 

Parkland "■ ' . ' . Dallas, Texas 

St. Paul’!- i!i"i-.'.iH .. ... El Paso, Texas 

El Paso (;<’:•■ r.il 1!' . ^ El Paso, Texa' 

Hotel Diet '-i-m:-' lio'l’'.a.Port Worth, Texas 

Hermann Hospital.....;.. Houston,Texs« 

.tefferson Davis Hospital.;.Houston,Texa« 

Memorial Hospital... • ;.Houston, Texas 

Methodist ■. ' ' ‘ . ?Sas 

St, Joseph’s . .San .Antonio, Texa 

Baptist Me . ■ . San Antonio, Tex 

• ■ .*.. 

St. '* • . .sV'V* * ****4au 

H. Groves-Latter xmy Saints HoMute .-.-y salt Lake aH 

Holv Cross Hospital. .Sa t Lake C ? 

. 

Mctoot : - .Newport 

Mary . . ' . .Norfolk, Va. 

Blvctsl-- . . . Norfolk, '»■ 

Do Paul . ■ .'"’pctcrstiurg, As. 

Norfolk ’. , .' a- 

petersbu:,-,., ■ . Richmond. >;• 

•■ ■ ■ RIehiBonn.A'- 

' ."ospItBl Division. Rlelunond.'»• 

-- ■■■ ■ ■ . ■ . . Roanoke, r»- 

.wmehesterj;^ 

^• Seattle 

•' -.. . . s. 'V .. 

King CouuD Lo.p. 
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OTHER ROTATING-Conllnued 




bt luVe* 

Picrw Countv 
M Jo oph Uo pltnl 
Tacoma Gtnorrtl lIo«pltnl 
Pharlc-ton Gcnc-nl HO'pPnl 
Kaaatrlia ^ allcv Hospital 
Mcmornl Ho«p’tat 
4 alell UtmtinptoT Ho-pitnl 
ht Mnrj IlO'-pltal 
taimVT Chrl ilcmoriil Ho-pit il 
Toscph '• Hospital 
Gtncnl Hovpltnl 
Ohio \MKv GcncrTl Ho^pUnl 
A\hMinE Ho pUal 
Luther Uo^pUnl 
'•t \cnc- Hospital 
llerrc Ho'{»ilal 

La Cro-'‘C luthcran IIo-i Itnl 
‘Jf IrancK Hospital 
'ladj on General Hospital 
Mcthoili't Hospital 
'‘t Mirys IlO'plta! 

Lnlrcr^lty Ho-pltal 
vt To eph Hospital 
Col iml la Hospital 
^Tanuplical IKaronr^s Ho'.pital 
JlUwjufcoe Coimt\ Ilo--pltnl 
Milwaukee Hospital 
Ml c’TcoPha Hospital 
Mount *Jin3l Hospital 

vt Jo'»ei h “ Ho’^pltnl 

Luke ' Ho-i lial 
vt Mart - Uo'Pital 
St ^tfchacl Uo'plta! 

St Mary - Ko-pltal 
Gon.as i{o-plTaI 
Kuakim Ho-pital 
Queen •« Ho \ ll \\ 

M Franri’- llO'^pHa) 

\cuadilli P'Inct Hospital 
krecjl 0 District Hospital 
Bayainon rhnritr DStrict Hospital 
lajanlo Dl-tnct Hospital 
Hospital (1 Dannw 
PoDW Dl-tnct Ho-pHal 
Rio Piedra- Municipal Ho-pUal 
Pre^l rtorian Hospital 
Van Juan Cltr Hospital 


Scattk 
&• attle 
Seattle 
Seattle 
n«h 
\\ ash 
Spokane, ^\ush 
Uacouia, \\ a-h 
Tacoma, ^\ush 
T ncoma, \\n-h 
Cliarlc-ton, \ a 
Charleston, M \ a 
Charlo-ton, M k a 
Huntinkton, k\ kn 
Himtlnirton, k\ kn 
rarkcr&hurp, k\ ka 
Parkcr-burjr, k\ ka 
kkeirton, \k kn 
k\heellnjr, \\ kn 
k\hcclmk» kk k I 
> all Claire, \\U 
> oixl du I nc, k\ 1- 
7ine-\ llle, k\ N 
La Cro—t, k\N 
I a cro—c k\ N 
Mnilison, kkl- 
Madison. k\i- 
Madi-oii. k\G 
Madl-on, kk I- 
Mur«hli''M. kki- 
klHwaukeo 
klUuniikc* 
Milwaukee 
Mlin niikee 
kiilnuukee 
kiniriiuk<*e 
Mihrnnkiv 
Milwnukoi 
Mfittaukct* 
Mfltraukoe 
kS m«au kki> 
kneon C an il Zone 
Honolulu T U 
Honolulu T H 
Honolulu T H 
ktuadllla, r R 
\tcoPk». P U 
Raraiuon, P R 
f ajardo. P R 
Ponce P R 
Ponce, P R 
Rio Piedrns P R 
Snn Tujn P R 
Van Tuan P R 


ROTATING (Med Major! 


Number of Approved Programs, 6 


Georpe kkashln^toti tnUorsltr Hospital 
''inal Hospital 
Mi-«ouri BuptUt Hospital 
Lnlver-itv of Oklahoma Hoepltal- 
Paul -v Ho-pltftl 
No folk General Hospital 


kk uslunpton D O 
Dnltlmore 
St I mils 
Oklahoma CUv 
Dallas Texas 
Norfolk ka 


ROTATING (Surg Major) 


Number of Approved Programs, 7 


Gtorpe kVa-hlnpton Caher-it} Hospital 

vinaf Hospital 

St fo'ep^ 

klfscoari 

Lnh ersit 

Nt Paul - Uo-p!tal 
Norfolk G<»nf’rnl Hospital 


kk u«hlnpton D C 
Baltimore 
T - Mo 

Louis 

nty 

Dallas Texas 
Norfolk, k a 


ROTATING (Ped. Major) 


Number of Approved Programs, 3 

Smai Ho-pital 

InltcrsJty of Oklahoma JIo«pItaLs 
Norfolk General Hospital 


Baltimore 
Oklahoma Cita 
Norfolk, k a 


ROTATING (Ob-Gyn. Major) 

Number of Approved Programs, I 

Norfolk Gen^'rnl Hospit il Norfolk ka 


OTHER ROTATING 
Number of Approved Programs, 17 

tni\er-it 5 of Colorado Medical Center 
Colorado General Ho-pltnl . Den\er 

Commvmlty Rotatmc 

Denver General Hospital Dcn\er 

r* I — 

sRv Hospital kk a-hlngton, D C 


Akuuiiui. iii'uin Major) 
C nl\ ersRy HospUal 

Rotating (Med Major) 
Rotating (Sur Major) 
Rotating (Pod Major) 


\nn krbor, Mich 


Rotating (01) Gyn Major) 

Rotating (Neurol Major) 

Rotating (Derm Major) 

Rotating (Ancs Major) 

Rotating (Path Major) 

Rotating (Otol Major) 

Rotating (Ophthl Major) 

Rotating (Gen Prnc Major) 
Rotating (Phys Med Rchnb Major) 


MIXED 

Number of Approved Programs, 29 

L S Public H*'nlth *'or\Icc Hospital, Bo-ton. Med Surg 
GeoTkctown Cnwor-vty Hospital, kkashmgton, D G; Surg Med 
tnher=Uy of Kansas ilodlcal Center, Kansas City, Kan , Med Path , 
Med Surg Ped , Path Surg 
Baltimore CItj Ho-pital- Baltimore, Med Ped 
Uo-idt«l forkkomen, Baltimore kfed Ob Gjn 
IniiersJty Hospital Baltimore Surg Ob (5jn 
Holjokc Hospital Holj oke kfa-- . Med Surg 
Tcwi-h Hospital, St LouU, Med Surg Pul Neuro Ncopla«tic 
Iiithtran Ho-pitnl St Lou!-, Med Surg Ob G>n 
Bolle\uc Ho-pital Center, Ncu \ork Clt> 

Division I—Medical—Columbia Lniver-it>, Med Cheat Surg or 
Path * 

Bellevue Hospital Center, New kork Citj 

Divl-ion II—Medical—Cornell University, Med Path 
Bellevue Ho-pUal Center, Nep kork Cit> 

Division IH—Mcdical~Ncw kork Luivcr-itv College Of ilcdlcme; 
Surg Med 

Bellevue Hospital Ccnltr New kork City 

Division III—Surgical—New Tork Lnuer-lty College of Medicine, 
Niirg kled 

Montoflorc Hospital, New kork CItj, Med Surg Pul Neuro Neoplastic 
Roo cvolt Hospital. New kork Citj , Med Surg Ped Surg Gyn Med 
St Luke - Ho-pItal, New kork Cit>. Mtd Surg . Sufg Med 
Strong Memorial Roclu-tcr Municipal Ho-pit tl, Rochester, N k , 

Surg Ob Gjn 

General Ho-pital Sjracii-e, N k , Med surg Ob Gjn 
state Lnivcr-lty of New kork Up-t ite MciHlhI Center, 

Sjraeuse N k . Med Surg 
(•ra«-linds U» stutal Nalhalbi \ k . Med surg Perl 
Surg Med Ob 

North Carolina Mvmonal Ho-pUal, Chapel Hill N C , Med Ped 
Duke hospu »l, Durh im, N C , Ob Pod 

North Carolina Bajiti-t Hospital, IVinston Salem, N C , Med Ob Pe<l 
Bethe-dn Hospital (^inciDnaii. Med Ob Surg 

Cnlvcr-Uy of Oklahoma Ho-pital-, Oklahoma CTtv kfed Surg Ped 
Buronc-s Frinnuer liospltu! Chattanooga,Tenn Med Surg Ob G>n 
St Thomas Hoepllal, NigIu lllo Tenn Med Surg 
lnlver-lt> of kirginla Hospital, Charloltc-ville, \n Surg Med 
leffer-on Uo-pMal Roanokt \a Med Ob Gjn 

STRAIGHT 

Total Number of Approved Problems, 233 


INTERNAL MEDICINE 
Number of Approved Programs, 79 


keteran- Admin " 
keteran- kdoiln 
keterans Admin 
keternns \dmln 
keterans kdmln 
Lnuer«ity Ho«pit 
Lniversitj 
Lo't Angel* • 

CnlverMty , 

Stanford 

Lnivcrsity 

Grace New 

Georgetow 

Inck-on k 

Grndj Mei 

Eugene Toimadgc Memorial Uo-pital 
Emory Lniver* * 

Michael Ree-c 
Cniversitj of L 
Looi-vilJe Gene 
Ochsner Found 
Baltiinon* City 
Church Horae i 
Tohn® Hopkins 


i>aiue- “ 

St Lou 
St Mar 
Ter-ey C 
Albany 
Cumberl 
Tewish ' 

King- 

Long 

Maimoujut- ^o-piiui 


Jgele- 
\, Ga 
Cit> 
Texas 


Ark 

gele- 

geles 

CI-CO 

CISCO 

onn 
) 0 
"larai 
Ga 

Augu-ta. Ga 
rsitv, Ga 
Chicago 
ity, Kan 
ville K> 

'■ V Orlcan- 
ialtiraore 
laltiinore 
Jalthnore 
altimorc 
altimore 
Bo-ton 
Boston 
Boston 
Bo'^ton 
Bo-ton 
Boston 
Minneapoli** 
Mmncapoii- 
St Loui> 
St Louis 
St louis 
City, N 1 
any, N Y 
Brooklj n 
Brookijn 
Brooklyn 
Brookljn 
BrooUjn 
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APPROVED INTERNSHIPS 


internal MEDICINE-Contlnucd 


Ocf. 4,195s 


.Vw.V'nV’ . . IJochester, X. Y. 

irnil Ilo'-iillnl.. .. . Rociicstcr, X, Y. 

iiI-Kooliostor Miuilclpnl lIoHiitnl. Rochester, N. Y. 

ly til Neiv \ (irk Uii-into .Mediciil Center Synicnsc. X. Y. 


Methoill.ct llosiiHnl. 

St .lolmv KiiKcopnl Ho?i>itni.‘;.‘;;. Rrooklyn 

UnITiilo Gener'il HoKtiltul IJrooklyn 

Miiry InioK-ene Hiissett, JlnMilV.Ii. .....Bnffnio 

Chiirlt>s S. Wilson McmorlH HiiVoYt . Coonerstown, N. Y. 

Uelleyiie HoM.ltiil Center IMvIs'lon llV-Mc'dTcnY. 

i.Xi’i'ss; ste . 

.fS- 

I’reshyteriiin llosj.ltiil.Y!’!. Ve«- c 

St. cinrev Hospitiii.i..;;;..w vo^b 

St. Vineenfs Hosiiiml .Y;;;. 

t.eni'see Host.ltn).;;;••• • Koc pstcr X Y 

l{i)eliest('r tienernl Ilnsnltnl. I' 

Strong Meinorliil-l! 

State l'nl\er-lty 

llovpitiil. Cinmcl Hill, X. C. 

W .V < tV,?.' I'h. Durham: N. C. 

'’"I'H'I Hoepttnl."winston-Snlcm: x! C.’ 

1 niver.siiy Hos|iittii< . — .. {'oliiinbiis, Ohio 

\ amlerollt I nlvereity Itosjittal. Xashvllle 't'eiin 

Itiiyhir rniverslty Hospital. Dallas,’Texas 

I’nrKlnml .Memorial Hnsnitiil... Dallas Texas 

.St Danl-s Hospital. Dallas,’ Texas 

.lelTer.son Davis Ho.spHal. Houston, Te.xas 

.^Ietho^lIst Hospital.. Uonston, Texas 

Salt Lake County General Hospital. Salt Lake Citv 

riilversity ot Vlritlliln Hospital. Chnrlottc.svlllc, Va. 

Cliesniienke atlil Ohio Hospital. Clifton Forne, A'a. 

.Meilleal College of Virginia Hos](ltnI Division. Riehmom!, Va. 

PATHOLOGY 

Number of Approved Programs, 31 

CiiRer'ltv Ho'iittal. Little Roek, .Vik. 

I'nlvi'rslty of California Hosiiltal Tin* Mi’dical Center.... Los AokcIcs 

St. Luke's Hos|iltnl....San Francisco 

I'nlverslty of Califonila Hospitals.. San Francisco 

Graee-Xew Haven Community Hospital. Xciv Haven, Conn. 

Kmoi.v t'nlversity Hosidtal. Kmory Unlvenslty. Ga. 

Mlrliael Reese Hospital. ChIcaKO 

t'nlverslty of Kansas Medical Center. Kansas City, Kan. 

llaltlmore City Hospitals. Rnltlmorc 

.folins Hopkins Hospital. Haltimorc 

lloston City Ho«ii.tal. Boston 

Childrens Medical Center. Boston 

Massaeliusetts General Ho.spital. Boston 

Massachusetts .Memorial Hospitals.. Boston 

t'nlver>lly of .Ali'soiirl .M('d!enl Center. Columhla. Mo. 

Barnes Hospital...- 

.tersey City Hos|.ltal. Dity, X.-L 

Klnifs Comity Ho'Pltnl Centei.,v',r'^V 

Bellevue Hospital Center. Division ni-FatholoKy... Xcw A ork <.ity 

.\e(V A'ork ttospitnl. Xo"' |y 

.N'mr York I'niversily Colbw of .Medicine. Xcw Aork City 

I’re.sl.yleriaii Hosidtal. Xew Aork Uty 

Genesee Hospital... 

.Ktrony Memorlal-Roelieslor Almilcipal Hospital. Rochc.ster, X. A. 

.Xorih Carolina .Meuior'al Hospital. < v r 

iisti'xk 'n/'ti.tilfti! ..... DiiriiRin, *>. v. 

.Vorth Carolina Baiitist Hosiiital. " 

Cnlverslty of Oklahoma Hosiutals. ^PortlXl Ore 

Good Samarit an Hosidtal.... . 

Vnndertdlt Cniverslty Hospital.-pblv.ston ’ 'Fc"n= 

Cniverslty of Te.v-as Hospital. GaBeston. Jcxn.s 

OBSTETRICS AND GYNECOLOGY 
Number of Approved Prooranis, 7 

Cnlver.slty Hosidtal...,. ^’\V!!.^niiUiinor(j 

.lohns Hopkins Hospital............ Minneapolis 

Cniverslty of Minnesota .. Louis 

Barnes Hospital. Brooklyn 

.lewlsh ... hurlinm, X. C. 

Duke Hospital.. Dmham, X’. 0. 

Walts Hospital.. 

PEDIATRICS 

Number of Approved Programs, 50 

irnlyer.slty Jlosplfal aml nniiuan Clinic. ^llttlc'nock,’Arir. 

University Ho.spital. Anpclcs 

i;bKry”n“nfoniia-no^pi^ai 'i^ie^ IsOS Angylcs 

Stanford University .. 

University of Oalifonila H(>pItaB. • ■ ■ • • . 

Oracc-Ncw Haven Coniinunity Hospital 

Grady Memorial Hospital. 

.AflchacI nee.se Ho.spital-.... 

University of Ohieafr(> Onnles... 

Univcrfilty of Kansas Jfcdicnl Center. 

Louisville Gcncrnl Ho.spjtnl. 

Baltimore City Hospitalr 


San Frnncisco 
San Francisco 
Xew Haven, Conn. 

. Atlanta, Ga. 

. Olilcnpo 

. Oliicago 

Kansas City, Kan. 
.... Louisville, Ky. 

.... Baltimore 

.Tohns Hopkins Ho.spital. Baltimore 

Sinai Hospital...... Baltimore 

University Hospital... Boston 

Boston City Hospital. 


PEDIATRICS—Continued 


BrooUrn 
BrooUyn 
BrooUyn 
Brooklyn 
.. Budaln 


oSn*?“ floating Hospital... 

Childrens Medical Center... BO'ton 

Mnssachusetts General Hospital.. 

Xorthwestom Hospital. .v" 

Un verslty of Jlinnesota Hospitais;:;;;;.J inncaiiolK 

Childrens Mercy Hospital......... Mlmeaiioll, 

St. Louts Children’s Hospital . Kansas City. Mo. 

ht. Louis City Hospital . touP 

St. Mary’s Group ot Hospitais::.’.”::.§*• f®"'* 

Jersey City Hospital. 1'®"''' 

Cumberland Hospital >1. 

•fewish Hospital. Brooklyn 

Kings County Hrjspital,. 

Jfethodist Hospital.: . 

St. John's Episcopal HospltaL..’. 

Children’s Hospital. . 

Bellevue Hospital Center, Divisi6n"in-]pYdYatri’e:s’' 

tlplycrsity College of .Aledlcine.Xew A'ork Citv 

Bronx Mmricipnl Hospital Center. Xc," Y„!i X 

Xew A'ork Hospital. .k 5 

St. Luke’s Hospital.Xew Ywk Ci l 

Strong Memorinl-Rochestcr JIunicipal Hospital. Rochester, Xt A 

.State University of Xew A'ork Uirstatc Jledical Center Syracuse, X'. A’ 

Xorth Carolina Mcmonal Hospital. Chnpcl Hill X r 

Duke Hospital.... Durham x c 

Baptist HospitJiI. AVinston.Salem: X, o! 

University Hospitals. ' oicvclnnd 

Vanderbilt University Hospital. Xash’vlIIc. Tenn. 

Children s Medical Center. Dallas Texas 

.Tcllcrson Davis Hospital. Houston,’ Texas 

Salt Lake County General Hospital. .Salt Lake City 

Chiidren’.s Orthopedic Hospital. Seattle 

.Atnwaiikee Children's Hosiiital. Milwaukee 

SURGERY 

Number ot Approved Programs, 65 

University Hospital. Little Rock, Ark, 

University of California Hospital The Jledienl Center... Los Angeles 

Stanford University Hospitals. San Francisco 

University of California Hospitals. San Francisco 

Grace-New Haven Community Hospital.New Haven, Conn, 

Grady Memorial Hospital... Atlanta, Gii, 

Emory University Hospital.Emory University, Gii. 

Michael Rec.se Hospital,... Chlcngo 

Provident Hospital. Chienk’o 

Indiana University Medical Center. Indianapolis 

University of Kansas Medical Center.Kansas City, Kan. 

Baltimore City Hospitals. Baltimore 

.lohns Hopkins Hospital. Baltbnorc 

Sinai Hospital.Baltimore 

University Hospital. Baltimore 

Beth Israel Hospital. Boston 

Boston City Hospital.Boston 

Jlussnchusetts General Hospital. Boston 

Massachusetts Memorial Hospitals.Boston 

Xew England Center Hospital.Boston 

Peter Bent Brigham Hospital.Boston 

Xorthwestern Hospital.MinncaiiolN 

University of Minnesota Hospitals. C 

Barnes Hospital. g'- , 

.St. Louis City Hospital. . .gj- ; 

St. Mary's Group of Hospitals.-.v 

.lerscy City Hospital. .Terse.y_City. X. J. 

Albany Hospital. 


Albany, S. V. 
Brooklyn 


.Brooklyn 

.Brooliyn 

.BrooUyn 

.BrooUyn 

.Buff alp 

Elmluirst, X. A'- 


I—Surgical 


Xew A'ork City 
Xew A'ork City 
Xew A'ork City 
Medicnl School Xcw'York City 


Cumberland Hospital. 

Kings County Hospital Center 
Long Island College Hospital. 

.Methodist Hospital.. ■ 

St. John’s Episcopal Hospital. 

Buffalo General Hospital. 

Ehiiburst General Hospital. 

Bellevue Hospital Center, Division 

Columbia University.. 

Bellevue Hospital Center, Division Il-Surgical 

HcBevuT Hospit\f Crater, iiyisi^ 

New York Lniver.sity College 
iiMioviip Hosnitfll Center, Division lA-^burpicftl 

xew York Unlversi^^ ciiy 

Bronx Mnnicipnl Hospital Center.yg^j. cny 

Knickerbocker Hospital.Xew York City 

laibnnon HospltaL. .Xew A'ork City 

Sew York Hospital.... New A'ork City 

Frcsbvtcrinn Hospital. Xew A'ork City 

St. Glare’s Hospital.... New A'ork CUy 

St. Vincent’s Hospital. Rochester, A. A. 

Genesee Hospital.... Rochester, b. i. 

Highland Hospital. .-i.. Rochester, X. >• 

North Carolina Jlcmorinl Hospital. .. Durham. X. G 

Duko Hospital.... X. 

North Carolina 
City Hospital.. 

Cleveland Clinic 

University Hospitals . 

^iS^?;^Sty HospitaL::::::--.--^ 

Baylor University Hospital. .Houston, Texs 

:Sg?aM”aK'“ 

SS!3''a,t,'WM£& .' 
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APPROVED RESIDENCIES AND FELLOWSHIPS 

Council on Medical Education and Hospitals of the American Medical Association 
535 North Dearborn Street, Chicaco 10 

Revised to August 15, 1958 

Hospitals, 1,270^ Assistant Residencies and Residencies, 31,605 


Tlie following services arc approved by the Council on Medical Education and Hospitals as meeting the requirements of the 
Essentials of Approvctl Residencies and Fcllowsliips. In those specialties in whicit certifying boards have been established ap¬ 
proval is extended in concurrence with the Board concerned as indicated. Tlic number of years of training for wliicb approval 
has been grantetl is indicated in the column, ‘'Length of Approved Program (years).” Residencies in which this designation 
docs not appear have been approved without specifying tim niimhcr of years for which lhc>’ arc accredited. The beginning 
stipends for Federal hospitals have not been listeil; (hey are cstahlishwl in accordance with government pay tables. 


INDEX TO LIST 


1. AllrrjjT . '■'•1 

i Anp-ilbr^Uilocjr . .Vil 

Z. Avintfon MpthViiie . .va 

4. I'anliovn^cnl.nr •’''•4 

.K Dcnnntolocy . .VCi 

r». nR>!trfvcntcro]opy . .Vm 

T. G<*npral Practice . ri»>7 

s. IntemnI Mc«tMnc . .*i7d 

y. NcurolrtKlcnl Surj:cry .. .'.77 


l'». Nrur«a«ury . .'>70 

11. Oli-stPtrlr'. Mill! 4»yncoo!«»jry ..>1 

12. Ocoupnltonnl MciUelnc . 

la. OphthabiioloKy ..%s'* 

i It. Ortfiojuvllc .s'lirjrcry . 

' l.'i. Ot<»lnrym:«loi:y . .vii; 

!•;. Pntlicilojry . r>(K 

1 17, IVNlIntrlc Alleriry ..un. 

I** risliatric' .<;o7 

I ll* Phy-fcjil nnit ItpImtulllMliou .nil 


! 20. Phi-tlc Surgery . r.l2 

I 21. Prcvi’tUlvc Mcilleinc . »>ia 

I 22. PmcloIo;rr .f!U 

I 2:i. IM’chiarry .tJl.'i* 

1 24. Pnlnionary r>I-ca!:e<.fi20 

1 2.'>. Hndiolojry . (i 21 

I 20. Surgery .n2t’. 

j 27. Thoracic .'»nrt:cr}* . 

2^. t'rofniry . iSiT 


1. ALLERGY 

Rtrtdeney programs in the following hospitals have been approved for ONE year of training by the Council 
and the Subspeelalty Board for Allergy of the American Board of Internal Medicine. 

Hospitals, 23; Assistant Residencies and Residencies. 49 


Nninr ol 

UNITED STATES ARMY 
.Xnny Medical Center '**. 


Location 


Wa^hliurton, D, C. 


UNITED STATES NAVY 

C. S. Naval Hospital . 


San PIcfTii, Cniif. 


NONEEDERAL AND VETERANS ADMINISTRATION 


Veterans Admin. Hospital . I.orik' Ueach, Calif 

Kal'er Poundation Ho'-pllnl ***. Sun FrancHco 

Michael Rcc**e Hnsjiitul . CIiIcuko 

Northwestern Unlvcrs'Ily Medical C’enlor . Chlcat^o 

University of Illlnoi.s Research and 

Educational Hospitals . Chicago 

Jlap’^achusettp General Hospital *"*. Ro'ton 

University Hospital . Ann Arbor, Mich. 

Mayo Foumiation. Rochester, Minn. 

Barnes Hospital . St. Louis 

Jewish Hospital '*». RrooLlyn, N.Y. 

Buflalo General Hosjiltal .Riiflolo 

Roosevelt Hospital ’. New York City 

Duke Hospital . Durham, N. C. 

Ohio State University Ho«pitnl» 

University Ho.spital .. Columbus, Ohio 

Hospital of the Univer^ity of Pennsylvania . Philadelphia 


Temple University Ho.spUaJ . Phliadeiphia 

Monteflore Hospital . Pittshurfedi 

^eterans Admin. H—■n?ffc>..n-ph 
University of VirKir ' ■ Va. 

Medical Colletje of ’ Va. 

University Hospitals^'*. Madison, Wis. 


Chief of Service 



H. Rntcliffe. 


379 13,nfd 


.1. E. Gonnaii. 


l.AVi 7,779 


K. U. Thayer. J71 -11 

B. F. Fcineold.... ... 71,112 

M. Jl. Mosko-.\. Matheson... 127 3.927 

S>. FelnliorK. ir/» 3,491 

31, Samtor... 2.*? G,0?S 

R. L. Bcnr. ... 7,79S 

J. M. Sheldon. 2:» 10,S33 

... Inel. in Int. Mc<l. 

.1. W. Noah. Incl. in Int. Med. 

M, Grolnick.... 40 7,342 

C. Arbesinnn. Incl. in Int. 3led. 

R. A. Cooke. 174 4().yi*4 

Ov Hnnsen-Pruss. 109 r»13 


.r. H. .Mitchell. 

E. HIMrcth. 

J.. Tuft. 

L. H. Criep. 

L. U. Criep. 

O. Swinetord, Jr. 

M. K. B. Owen-j. 

S. B. Crepea. 


Incl. in 

2,3.31 

Int. Med. 

2.44S 


4,4W 

39 

13,173 

300 

14,900 

243 

3.172 


0,330 


4,930 



1 


'i 

2 

1 

o 

a 

*i 

1 

*4 

1 


4 

1 

1 

3 


1 


1 


1 

2 2(10 

2 ir. 

2 

1 140 

2 07 

5 iVi 
17r» 

2 • 

1 lOO 

4 200 

2 200 

I 2o2 

8 

1 

1 223 

3 

6 210 

1 12.3 

1 200 


2. ANESTHESIOLOGY 

Residency programs In the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Anesthesiology, through the Residency Review Committee for Anesthesiology. 
Hospitals, 228; Assistant Residencies and Residencies, 1,363 


Name of Hospital 
UNITED STATES AIR FORCE 
U. S. Air Force Hospital. 


Location 

San Antonio, Texas 


Chief of Service 
A. B. Tarrow. 


CJ 





7,192 3,709 3 


6 


Numerical and other references will be found on pages 640 through 642. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


J.A.M.A., Oct 4,193S 


2. ANESTHESIOLOGY-Continued 


Nmncof HospUfil Location 

UNITED STATES ARMY 

LcUoriiiiii) Army Hospltiil i-a. Siin Francisco 

I'itzsimoiis Army llospitiiJ . Denver 

Army Mcdlcnl Center . \Vushlni;lon, D. O. 

Itrooke Army HospSlnl . Snn Antonin, Texns 

UNITED STATES NAVY 

ir. S. Knvn! HospUnl »-=>. Oaklnwl, Colif. 

It S. Mavni Ilospltnl '. Hnii DIoko, Ciilit. 

It S. Xnvnl Tlospltiil . Uethesdii, M<l, 

It S. Xnvnl Hospitnl . Chelsea, Mass. 

It S. XnvnI Hospitnl ^. St, Allnins, Nt Y. 

U. S. Nnvn! Hospital ... Phllndelphia 

UNITED STATES PUBLIC HEALTH SERVICE 
Lt S. I’tiMic Hoaltli Service Hosjiitnl Stapleton, S. J., S. At 

NONFEDERAL AND VETERANS ADMINISTRATION 

Universit.v of Alnhmnu .Mc<llral Center 
UnHersity Hospitnl nnil Hillman Clinic Hlrrninfiliatn, .Ala. 

Lloyd Noland Unfidtnl .... Fnlrtlclil, .Shi. 

St, Vincent Intlnnnry . Little Rock, .Ark. 

University Ho.spitiil t-’. Little Rock, Ark. 

fiencrnl Hospitnl ot I'resno County . Fresno, Calif. 

Loma Linda Smiltarinm and Hospital Lomii Linda. Cnllf. 

Los .Anceles County Hospitnl ... Los Antrcles 

University of California Hosiiltnl . Los .Anseles 

Veternn.s Adniln. Hospitnl . Los .Ancrelcs 

White .Memorial Ho.sjilta! .. Los -Anneles 

Hfi;liinmi‘.\Inmedn County Hospitnl . Oakland, Calif. 

Knl«cr Foundation Ifospitnl . San Francisco 

Mount ?,lon Hospital . San Fraiieseo 

St. Franels Metnorlnl Hospital . Sun Franc seo 

St. .Tosephts Hospitnl . San Frnnel.sco 

Snn Francisco Hospital .. t * 

, r- 1 • w f *fI•s’^^rvlee San Francisco 

, ..' . ■ ■ spitnis . San Francisco 

' Uosiillal.s ». San Fritnclsco 

1. . . . . !■ espltnl .. San .lose, Calif. 

University ot Colonnlo .Medical Center nenver 

Denver . Be vfr 

Veterans AOraln. Hospitnl <".iVr'ideVnoVf Conn 

i;;!&iiosp/J«t'BoS”; 

Hospital of.St. Raphael.. bonn. 


Chie.f of Scirice 


.7. KcIIokk, .7r. 

O. H JHtclioII. 

H. C. Slot-um. 

.1. A. Jenieek. 


E. E. Parker.. 
.1. M. Hiuuier. 
.1. G. Kiirfee.s.. 
D. R. Bncchel. 

7>. M. Pino_ 

'T. 0. Dcas. 


K. F. Urhaeh. 


A. Jfe.Vpiil. 

«. W. Giadv. 

.1. P. Hickey. 

C. AV. Shafer. 

.A. D. Cohen. 

B. D. UiiKBS. 

.7. Denson_. 

.7. B. Dilion. 

N. H. Itiipp. 

F. E. Lclllnewell. 

C. H. Gallup. 

E, P. Shannon... 

A. •!. Harris. 

.1. E. Canu.. 

R A, Simpson. 


B. Sorkin. 

P. .7, Bailey. 

S. R. Cullen. 

H. Matthc\vs-,L W. Pender. 



Providence , ,vc;:.lV.';i. WasliUmton. D. C. 
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A. N. Hciarlchs,.,... 73,034 

O. Allen. 7,718 

A. S. Keats. 4,743 

P. H. Chalmers. 8,590 

W. H. Mannhcimer. 4,420 

L. P. Schubmachcr. 17,838 

E. A. Hocflich. 13,884 

W, S. Derrick. 3,830 

O. H. Gillespie. 5,254 

O. M. Ballinger. 2,777 

E. Mills. 3,250 

J. Abnjlan, Jr. 3,972 

R. E. Lapointe. 1,419 

D. B. Eastwood. 7,229 

W. E. Pembleton. 1G,3GS 

O. G. Lynch. 4,330 

J, J. Owen....'...’.;. 3,314 

L. H. Mouscl. Vl,m 


K. Bather. 

L. E. Morris. 

L. E. Mortis. 

D. 0. Moore. 

J. J. Bonica.. 

D. B., Grccneltch. 

O. S. Ortb. 

S. W. Goiens..... 

P. Gonzalez. 


3,345 

3,109 

1,493 

7,055 

G,lo2 

0,6G9 

.5,450 

3,705 

3,745 


2,791 

3.48G 

4,190 

1,770 

4,790 

0,058 


4,431 

1,877 

4,237 

3,447 

31,829 

5,942 

2,GC7 

0,234 

1,135 

4,828 

11,100 

2,297 

3,702 

197 

1,029 

2,185 

549 

4,352 

5,402 

928 

2,155 

5,211 

3,190 

2,418 

014 

2,700 

3,038 

3,442 

4,020 

1,972 

1,804 


4 

U 


12 

6 

0 

5 

4 

1 

0 

,4 

10 


0 

fi 

6 

13 

0 

4 


225 

225 

225 

250 

125 

200 


320 

SO 

225 

SOO 

100 


125 

220 

]» 

SOO 

200 

107 

100 

150 

200 

250 

225 

ICO 

125 

173 

200 

S93 

100 


3. AVIATION MEDICINE 

The programs In Aviation Medicine which have been approved by the Council and 

of Preventive Medicine, through the Residency Review Committee for Preventive Medicine, 
will be found listed under Preventive Medicine, page 813 


4. CARDIOVASCULAR DISEASE 

Residency programs in the tollowlng hospitals have been approved ORE 

and the Subspecialty Board for Cardiovascular Disease of the American Board of Internal meaieine. 

Hospitals, 61; Assistant Residencies and Residencies, 154 


Kamo of Hospital location 

UNITED STATES ABMV 

Letterman Ai-my Hospital . San Praneisco 

PltzBlmons Army Hospital . Denver 

Amy Medical Center 4-». Washington, D. O. 

■ Brooke Army Hospital .. San Antonio, Texas 


Ohlel of Service 


1^ 


L. P. Parmley.. SS7 

B. E. Pollock. 560 

T. W. Slatfingly. 

n. B. Dickerson..... 


a 

o 


SS 

31 

34 

60 


Hgx) 
*>■0 E 

Hi's; © 

12 St: 
PsCSO 


HO 

nSg 

tsS 

&(«0 


ogc 

ill 


Humeriesl and other references 5411 be found on pages 640 through 64i. 
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4. CARDIOVASCULAR DISEASE-Continucd 


Nmnc of UospJtnl Location 

UNITED STATES NAVY 

C. S. Naval Hospital '. Snn Dlepo, Calif. 

C. S Naval Hospital .. Bclhcsda, Md, 

DEPARTMENT OF HEALTH. EDUCATION, 

AND WELFARE 

Trccdmoa'a Hospital .Washington, D. C. 

NOKFEDERAL AND VETERANS ADMINISTRATION 

Veterans -tdraln. Hospital . Loni: Beach. Calif. 

Veterans .-tclmin. Hospital . I^os .tnpcles 

Coiversity of California Hospital® .. San Francisco 

Veterans Admin. Hospital *•*. West Haven, Conn. 

George Washlnpton University Hospital Washlncton, D. C. 

Jackson Memorial Hospital ... Miami, Flo. 

St, Joseph’s Infirmary ... Atlanta, Ga. 

Emory University Hospital .Kinory University. Ga. 

Chniren’s Memorial Hospital . Chicago 

Michael Reese Hospital ... ChleaRO 

Mount Stnal Hospital *•*. Chicago 

Indianapolis General Hospital . Indlanapoll® 

St. Vincent’s Hospital . Indianapolis 

University of Kansas MMlc.al Center >**. Kan«as City, Kan. 

31slne ilcdlcal Center ^. Fortland, -Maine 

Beth Israel Hospital . Boston 

Peter Bent Brigham Hospital . Boston 

Veterans Admin. Hospital .West Rnxluiry, Mas®. 

Henry Ford Hospital . Detroit 

ilayo Foundadon . Rochester, Minn. 

University of Nebraska Hospital . Omaha 

Bergen Pines Connty Hospital . Paramu®, N. J. 

Jewish Hospital . Brooklyn, K. Y. 

BnSalo General Hospital Buffalo 

Irvington House *•*,.,... Irvington, N. T. 

Lenox Hin Hospital . Now York City 

Memorial Center for Cancer and Allie^l ni«o«po« 

James Ewing Hospital .. New York City 

Slcmorlal Hospital ... New York City 

Mount Sinai Hospital ...New York City 

,St, Luke’s Hospital ... New York City 

St. Francis Hospital and Sanatorium . Roslyn, N. Y. 

Grasslands Hospital '**. Valhalla, N. V. 

Duke Hospital '•»... Durhatn, N. C. 

University of Cincinnati College of Me<Ilclnc 
Hospital Group 

Cincinnati General Hospital . Cincinnati 

St. Mary’s Hospital i**.i. Cincinnati 

Cleveland Clinic Hospital . Cleveland 

University Hospitals Cleveland 

Ohio State University Hospitals 

University Hospital . (’oliunbus, Ohio 

IVhlte Cross Hospital ... Columbu®, Ohio 

University of Oldahoiim -Me<!lcHl Center. 

University Hospital .Oklahoma City 

Veterans Adram. Hospital •.Oklahoma City 

veterans Admin. Hospital ^. Portland, Ore. 

Graduate Hospital of the 

University of Pennsylvania '**. Philadelphia 

Pennsylvania Hospital . Philadelphia 

Philadelphia General Hospital . Philadelphia 

Presbyterian Hospital . Philadelphia 

Temple University Hospital . Philadelphia 

Veterans Admin, Hospital . Philadelphia 

Health Center Hospitals of the University of 

Pittsburgh School of Medicine . Pittsburgh 

St. Francis General Hospital and 

Behabnitatlon Institute . Plttsbnrgh 

Rhode Island Hospital *“*. Providence, R. I. 

University of Texas Jledlcal 

Branch Hospitals *-*. Galveston, Texas 

Veterans Admin. Hospital . Richmond, Va. 

University Hospitals '**. Madison, WIs. 


Chief of Scrxdce 


a.p 


S w* 

£ Cm 

JhSts 

P^^SO 


o 

54 250 


■c-a.c 

Iss 


J. E. Gorman.. 

914 102 

1 

1 

. 

J. B. MacGregor..... 

... GOG 

1 

1 

... 

J. B. Johnson. 

461 ' 29 

2 ' 

o 

303 

E. Temkin. 

475 50 


1 


M. L. Pearce;.. 

1,014 93 


3 


•T. H. Comroc. 

Incl. in Int. Med. 


1 

231 

M. Calabrcst. 

Incl. in Int. Med. 

.1 

o 

. . 

J. M. Evans. 

CIS 50 

3 

C 

200 

R. .T. Boucck... 

SO? 

2 

C 

73 

S. Claiborne.. 

C95 57 


1 

300 

R. B. Loguc.. 

CCC 40 


3 • 


R. A Miller. 

9-1 

o 

o 

300 

L. N. Katz. 

965 63 


10 


A. A. Luisada.. 

Incl. in Int. Med. 


3 

275 

K- 0. Kohlstaedt.. 

24S 


2 

300 

-V. B. Rlchlcr.. 

423 21 


i 

‘>7'i 

E. G. Dimond. 

.331 16 


6 

125 

E. H. Dr«ke.. 

733 53 

1 

1 

1.50 

P. M. Zoll. 

Incl. in int. 3Ied. 



107 

G. W. Thom. 

Incl. in Int. Med. 


s 


D. LIttmnnn.... 

324 21 


5 


J. W. Keyes. 

2,030 14S 


4 

2.50 


Incl. in Int. Med. 



175 

R. L. Gri«50in.. 

403 

.. 

1 


S. Reich.. 

529 

1 

1 

3.50 

J. Weinstein.... 

Incl. In Int. Med. 


1 

125 

E. .T. Llppschutz... 

Incl. In Int. Med. 

1 

1 

200 

A. C- Dc Grnff-H. F. Wood. 

2.51 


3 

250 

C. E. Kossmann..... 

295 

1 

1 

160 

R. W. R«w>on-.1. LaDue.... 

4?» Incl. in 

Int. Mwl. 

-• 

I 



ns so 

*2 

'e 

75 

, 

Incl. In lot. Med. 

2 

o 

125 

.... 

.590 23 



250 

H. T.itnowcr. 

... Incl. in lot. Med. 

1 

1 

200 

E. S. OrKBin. 

... 309 19 

•• 

t> 

300 

.1. McGu'.rc.-. 

... Incl.In Int.MeJ. 




R. S. Green. 

... Incl. In Int. Med. 

“i 

1 

300 

A. C. Emstene. 

... 1.500 .50 


6 

300 

W. Pritchard. 

... Incl. in tnt. Me<i. 

*. 

2 

183 

R, W. KIssane. 

... Incl. Id Int. Sled. 


0 

252 

R, W, Ki««ane... 

... .341 IS 

1 

1 

290 

S, G. Wolf. 

.y. Incl. Jo Int. Med. 

1 

3 

175 

L. W. Rftzmann. 

640 63 


n 

... 

S. Bellet. 

173 

2 

o 


•T. B. Vender Veer. 

... Incl. in Int. Med. 

o 

2 

20 

S. Bellet. 

... Incl.In Int. Med. 

G 

15 

121 


J. K. KltcbcU. iJQcl. in lot. Med. 

L, A. Soloii... Incl. in Int. Med. 

B. H. Pastor. 740 93 


J. J). Myers. 


51 


A. P. D’Zroura. 4S0 22 

F, B. Cutts...... Inch in Int. Med. 

G. Herrmann. Incl. in Int. Med. 

W. T. Thompson, Jr. 1,042 67 

C. W. Crumpton......... Incl. in lot. Med. 


150 


325 

375 


3G0 

200 


5. DERAIATOLOGY 

Residency programs In the foflowing hospitafs have been approved by the Council and the American Board of 
Dermatology, Inc., through the Residency Review Committee for Dermatology, as offering acceptable 

training In the specialty. 

Hospitals, 77; Assistant Residencies and Residencies, 318 


Name of Hospital 
UNITED STATES ARMY 

Lettenunn Army Hospital . 

Army Medical Center .. 

Brooke Army Hospital . 

UNITED STATES NAVY 

U. S, Naval Hospital ^. 

U. S. Naval Hospital . 


< • S 




X 


g-g« 


Location 

Chief of Service 

fie 

II 

Oiitpnt 

Visits 

feKO 

*521 tt>e 
oSt: gg« 




31,457 

13,705 

15,313 

13J)S9 

10,972 







12 3 




3 


W. K. New. 



.Philadelphia 

J. H. I/)cfcwood.. 

211 

4 

5 2 



Numerical and other references will be found on pages 640 through 642. ■ 























































































































5G6 


APPROVED RESIDENCIES AND FELLOWSHIPS 


J.A.M.A., Oct. 4,185S 


5 . DERMATOLOGY-Continued 




Nnriie ol U<>«pltnl liociition 

UNITED STATES PUBLIC HEALTH SERVICE 
U. .s. PiiMIc noiilth Service Uo>.iiltnI i-''-"' Stiiiicltoii, S. I., X. Y. 

NONFEDERAL AND VETERANS ADMINISTRATION 

fnlvcr<Uy of AliUmina Modlnil Center , , , , ,, 

Cnlteri-lty Ho«p((iil mid unimmi (Mlnic UiriiiIriKlmm, Alii. 

Move! Xolmid HoMiltnl .V'” 

Veternn-i .\dinlli. Hocplfnl . Hcach, Onlif. 

T^o*- County llo'-nltnl '. Anjroic** 

V'nUorilty ot Cnliionjla ’’•**. 

Veteran'. Admin. Hospital . 1'°®' 

.Stanford I'nlverslfy Hospitals- . 

Ciiiverslty of Calltonila itoi-iiltals . Iranclsco 

fnii ersity of Colorado .Medical Center nencer 

t'olorado ceucral Hospital .V"'rV.;; 

Orncc Xcw Haven Comimuilty Hospital J-».... Xcw 
.Tackson .Memorial Hospital >-=>. •' 

Nortlmestcni nitver«Ity,MedIcal Center ’-■>. 

I'nUerslt) of Clilcmto Clinics . cmcntto 

mUensIty of Illinois Ke-carcli jmd r'htenen 

r.diientlonal Hospitals ..TTPie?. HI. 

Veterans Admin, llosidtal " "Vodlnnanolis 

Indlnnaiudls fi’encral Hospital ';••••••. * Town CItv 

.state Cniversity of loan HosidtaN .New Orleans 

ctiarlty Hospital of I.ouWmm >. unein 

„ ,, Ualttmore 

. , „ „ , , . BnUIntorc 

Cniversity Hospital • V V.V.VnV.. Port Howard, Md. 

Veterans ,\dniin. Hos|)I_tnI Boston 

Hoeton City R'l'l’K''' ■ vi'.i.Boston 

yfassaclvvi'etts ticncrnl HoMiItal j... Boston 

Mnssnetuisetts >feuiorlnl Hospital. 

Cniversity Ho«pUnl V, , . .Bcttolt 

Henry >‘oril HO'iiltal .. .Detroit 

Ri'celv UiB Ho'pUal ’■"•••••• ... '.. Minneapolis 

Mlniienpolls tJencral i-a-sto’‘’ .Minneapolis 

Cniversity of .Minnesota Ilospltid •••..Minneapolis 

Veterans sVdmIn. Hospital ... Boclicster, Minn 

Mavo yoiindallon.. . " " 

Aneker Hospital >-* 

Hospital 


Chief of Sen ice 


B. .T. Clicsfcr. 


R. 0. Xoojin. 

P. 6. JlcQHe. 

S. IV. Becker.. 

•T. n, Scholt!'. 

T. H. SternberK. 

K. T. M'rlttlit. 

M. Conperus. 

R. M. Parher. 

R, B. Rcm. 


S’® 


17.5 


7C 

TS 

:m 

cre 

.V2 

rd7 

SI 

113 

C7 


c> 

7,-253 


2,P93 

1,0SS 

4 

12,SOT 
1,102 
19,020 
1,3S1 
7,478 

o,m 


or sgt 

Cl •»« ki s 

5 «« 'o* c ^ 

■ go x:.-G -sr;: 

iSc 


2 « 




c:“ ^ G? 

05,2 GOe UGC 

JS cfcl O o?3 Ou£ cYS** 


1 

,1 

s 

s 

.3 

•> 

3 

3 


103 

STT) 

“if. 

•3 

Hi 

TOfI 

221 


Bnnics Hospital ; . 

Mary HKcheoel: i.s. .. 

KIuks County Ifosp!tnl-t)ivl«lon 1 . 

IMward J. Meyer .Momoriid 


lioswell Park Memorial Uosidlal 
fteileviic Hosidlal Center 
l>lv. IV—Xevv Aork I nlv 


St. Paul 

[.St. Louis 

IlaiUTver, X. H. 
Brooklyn, X. A- 
.... Bvvflnlo 
■■■,.Buffalo 


orslty 

PoVt-Vlradiiate Medical .School. ”•••; city 

Mount Sinai Hosiiltal .. 2<cvv ATork City 

Xevv A'ork Hospital .. 


Xevv A'ork City 


0. S. PUilpott. 

A. B. Lcmcr. 

13 

2 fln 

2C 

3,381 

.3.770 

5,132 

1 

1 

o 

3 

2 

0 

3 

0 

9 

3 

3 

3 

ISO 

140 

71 

ii. ■■■ 
s. ■■ 

2SG 

‘>U 

11,020 

0,010 

7,050 

i 

*2 

A 

3 

3 

m 

A. Rostcnbcig, .Tr. 

4- 

nii 

19,575 

132 

0 

1 

o 

5 

3 

3 

1 

110 

.1, E. Dalton. 

27 

33', 

.'i.om 

3.529 

1 

1 

3 

175 

A’. At. Hcnlnpton— 

C. B. Kennedy— 

' (524 

25,049 

r> 

11 

3 

10ft 


,.. Ine). in 




3 

3 

2 



Int. Jlod, 

,,, 175 

4 

0,005 

A 

3 

75 


:is 

12 



3 

132 


H4 

ir,,0i0 

8,159 

1,435 

(.,874 

37,740 



3 

61 

M. M. Tolman. 


1 

4 

3 

il 

175 

ICO 


Hr, 



<1 

I'D 


3“< 



R 

210 


9 

’» 

2,717 


0- 

3 

1120 


1155 


g 

3 

233 

P. \V. Lynch. 

I. Fisher...... 

121 

320 

718 

2S..'.41 

1 

r> 

•> 

i:> 

3 

3 

3 

175 

2*20 

H. G. Bavlts. 

0. AV. Lane. 

AV. C. Lobitz...... 

C. T. Chiammonte.... 
E. D. Osborne. 

1159 •W.A 

Incl. in Int. Med. 
I,')? 

2S-, 19,919 

■■■ 83 

73 3.134 

"i 

1 

1 

‘.3 

>, 

4 

1 

3 

.-! 

1 

3 

1 

50 

215 

15.) 

2i7 


. 30G 

•2(,TSG 

3 

7 

, 1 

3 

S 

71 

75 

S. M. Peck. 

31 

_ fuel, in 


1 

1 

.1 

lot 


Inl. Med. 







A'en A'ork Polyclinic Medical _ s,- 5 ,v York City 

*Ne';fv?rk"un!vS"BeilVv\Ve'Me:n^ CUy 

I7i)lvcrpity Jlospitnl (Skin fl*nl Cnnco ) . Vnrk City 

Presbyterian Hospital .. 

St. J.ukc'f 
Yeleran 


Xevv A'ork City 
.... Xevv ATork City 

.ft”.. Xe.w A'ork City 

lomc) .Ynrt City 



Votcrniis 
Huke Ho 

^"'inctanatl’peripnii 


Cleveland 

Cleveland 

Cleveland 


Cle S Clinic Hospital 

CuWh County Hospital ^ . .. 

rnlverJty <H Soma Mcdlenl Center..'.■.Vokiahomn City 

*v'/itorfiTm AUmin. ilospitflls ••••■•** * 

I'nlversifs' of OrcKon Medical _Portland, <Hc. 

^SeboolHospitals and Clinics .oanvUle, P«. 

r^..r, -r iielslnccr Memorial Hospital 

Sidelphla .PhUadclplna 

. Galveston. Texas 

,,.”;'rnnSty ColIck^'oVMidleinc Afflliated HosidtaIs-^., 
'l&ofHavisHospi^ . h;;::::;:;::: ^ 

Atethodist Hospital » . . Houston, Texas 

Tctob Children’s Hosp tal .. Houston. Texas 

Veterans Admin. i-a/V.’.’....... CharlpttcsyjUo.^n 


A. C. Cipollaio 

M, Sulzberger.. 

C’ T, Xclson... 

Ji. P. Barker... 

H. Sliatln...... 

P. AUchaclidcs.. 

.1. L. Callavvay. 

jj. Goldman.... 

.1 R. Hascrlek... 
R R. Rauschkolo 
R.' Stoughton.... 
,T. H. Lamb. 


uSty^fvirglnTn Hospital-’.S:?!' 

University V-V-VsV.V.V.'.'.V Mliwa nkcc (AVood). —^ 

Veterans Admin. Hospital_--—T^TTi^^^unh 642, 


T B. ITtzpatrick 

r', P. Dickoy. 

H. Bcerman 

j) "pillsbury.. 

H. B. Decker 
H. Becrman... 

B, Gross.... 
h. S. WrlgHt- 

.i.p'.Muiiins.. 

B "r." Seale..•• 

M G. Bloom., 

B. R. Seale.... 

B. K. Seale.... 

B p. Cawley 
s’ A. M. Johnson 
p' AV. Kersting 
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G. GASTROENTEROLOGY 

Residency programs In the following hospitals have been approved for ONE year of training by the Council 
and the Subspecialty Qoard for Gastroenterology of the American Board of Internal Medicine. 
Hospitals, 36; Assistant Residencies and Residencies. 83 


Name ol llo«pUM l.ncntlrni 

UNITED STATES ARMY 

Teitennan Army Hospital . Sun Franci-oo 

Army Mc<IIcal Center . \Vn'«hfnj:tnn, D. C. 

NONFEDERAL and veterans ADMINISTRATION 

Veteran? Admin, nospltal ***. Tone Rcncli, Calif. 

Veteran*' Admin. Ho*^pItaI . Lo« .\nuelc'* 

Fnivcr>ily ot Cnllfomin HoepItnU . San Francisco 

Veteran^ .\dmin. Ho'^pltal i-a-ai. \Ve«t Haven. Conn 

CooV County Hospital. Chleauo 

Northwestern University Me<llcnl Outer 

Veteran^ .tdmin. Rc'eareU Hocpital * *. Chleairo 

‘Indianapoli*: (icnerni Uospllnl *■*. IndlanapolN 

University of Kansas Me<tienl Center'***. Kansu'S City, Kan. 

Ochmer Foundation Ho«pltai . New Orleans 

Touro Infirmary .New Orleans 

Beth I'^rni'l Hospital >*’' . Ro«ton 

Lahcy Clinic '**. Ro.cton 

Massachuselt.* Memorial Hospital- .Uo«ton 

University Hospital . .\nn .\rhor. Mich. 

Hcary Ford Hospltrrl . Detroit 

3l3yo Foundation . Roche-ter, Minn. 

Jewish Ho«ip!tal *'*. BrooVlyn, N. Y. 

Veterans Admin. Ho^pltnl '•**. Brooklyn. N. Y. 

Mount Sinai Hospital ... New York t'lty 

New York ■Polyellnic Medical School and llo'ipiljd ' New York City 

Duke Hospital . Durham. N. C. 

North Carolina Baptist llospltal '**.IVinston-Saloin. N. C. 

University of Cincinnati 
Colleirf- of Me<licine Hospilnt Group 

Cincinnati General Ilo-ipital . Cincinnati 

Cleveland Clinic Hospital . (.'levcinnd 

Veteran'S .\dmln. Hospital . Cleveland 

Ohio State University no'^pitaD 

University Hospital *-*. Columt'us. Ohio 

Veteran* .Admin. Hospital . Portland. Ore. 

Graduate Hosidtal of the 

University of Pennsylvania ***. Philadelphia 

Hospital of the Univer.«ity of ronn.-yivnnia * *. Philadolphlu 

.Teflerson Me<lleal Collepo Ho«pltul '•*. Phlladelphln 

Temple VnkorPlty Hospltul .Philadelphia 

Veterans Admin. Hospital . .Memphis. Tenn. 

Veterans .Admin. Hospital . Richmond. Ya. 

Veteran* .Admin. Hospital ***. Milwaukee (Wood). Wl*. 


Chief ot Service 


E. Kohoc. 

B. H. Sullivan. Jr. 


S. J Stcinpien.... 
M. I. Grossman.. 

T. T. Althiuiscn.. 

S. Solesnick. 

F. Steipmann.... 

E. C. Texter, .ir.. 

H. H. Moser. 

.A. Klotr. 

W. B. Davis. 

M. Kaplan. 

L. Zctr.el. 

S. M. .Iordan. 

F. Incelflnjter.... 

U. M. Pollard_ 

.T. G. Miitecr. 


M .T. Mntzncr 
A, P. Ince^rno. 
U. D. .lanowit? 
I. A. Feder.... 
.1. M. Ruffin... 
1>. Cnyer. 


T. SchitT. 

E. N. Collin*. 

n. P. Roth. 

C. .1. De Lor. 

L. W. Rit^mnnn. 

H. L. Bocku*. 

T. 3(acbella. 

W. Sodcinan. 

H. Shay. 

M. L. Gompertx. 

AV. T. Thompson, .Ir. 

.J. .T. I>evln... 



397 2 1 

274 6 2 


510 31 

&S0 59 

Inch in Int. Med. 

Inch In Int. Med. 3 

4 

274 1 

no 

IOC 1 2 

377 8 1 

8GG Cl 

Inch in Int. Mod. 1 

2.9jG 4 8 

Inch in Int. Med. 

o 

1,21.5 ■ 5 

Incl. In Int. Med. 

Inch In Int. Med. 

444 0 1 

1,243 23 

31)1 2 1 

3.11 3 

1,041 ... 3 


IneJ. in Int. Med. 

.114 8 

744 30 2 

40. ^ C 

41. '> 9 

SC8 21 2 

Inch In Int. Med. 2 

eos ... 1 

Inch in lot. Med. 1 

1,1.11 27 1 

6cr. 20 

878 37 1 



1 

o 


1 


4 340 

4 

1 30f> 

2 125 

1 son 

2 lil 

1 107 

5 200 

4 175 

n ICO 

C 2.VI 

.. 175 

1 12.1 

1 

C 7.1 

1 ir> 

3 2.10 

3 . 250 


’i 200 


1 . 2.12 

1 

2 150 

6 

1 100 

1 
1 
2 
1 


T. GENERAL PRACTICE 

Residency programs In the following hospitals have been approved by the Council and the American Academy 
of General Practice, through the Residency Review Committee for General Practice, 
as offering acceptable training in this field. 


Name of Hospital Tocatlon 

UNITED STATES AIR FORCE 

U. S. Air Force Hospltul . MontKomery, Ala. 

U. S. .Air Force Ho>pItnl. Nan Antonio, Texn« 

UNITED STATES ARMY 

U. S. Army Hospital '***..... Fort Knox, Ky. 

UNITED STATES NAVY 

U. S. Naval Hospital . Oakland, Calif. 

U. H. Naval Ho.«pltal *.San Diego, Calif. 

UNITED STATES PUBLIC HEALTH SERVICE 

U, S. Public Health Service Hospital ^. Norfolk, Va. 

NONFEDERAL AND VETERANS ADMINISTRATION 

Carrawny Methodist Hospital ^ .‘Binninghani, Ala. 

Good Samaritan Hospital '. Phoenix, Ariz. 

Maricopa County General Ho.«pitol .Phoenix, Ariz. 

St. Mary'.s Hospital .Tucson, Ariz. 

University of Arkansas Medical Center Little Rock, Ark. 

St. Michael’s Hospital . Texarkana, Ark. 

General Hospital of Riverside County *.Arlington, Calif. 

Kcm County General Hospital '.Bakersfield, Calif. 

St. Mary’s Long Beach Hospital *.Long Beach, Calif. 

Contra Costa County Hospital ^.'..Martinez, Calif. 

Stanislaus County Hospital ^... Modesto, CallL 

Kaiser Foundation Hospital ...Oakland, Calif. 

Sacramento County Hospital . Sacramento, Calif. 

Monterey County Hospital ^. Salinas, Calif. 


t Residencies and Residencies, 888 

tr. 

.S "y 

5: 


Cj* 

— S s 

^ • £ 

■* c 5 

c 

Chief of Service 

s.,% 

■=. 

fc,:5o 


c c = 

CJ £ 

J. .A. .Jarman. 



4 

s 

o 

W. L. Kenoyer. 

.. 18,734 

61 

3 

6 

2 

D. L. Deutseb. 

12,059 

57 

8 

16 

2 

R. O. Canada. 

4.asy 

76 

1 

'1 


M. M. Rubin.. 


... 

2 

4 

2 



... 

3 

6 

2 

C. W. Neville. 

Inol. in lot. Med. 

1 

2 

o 

R. A. McCulIey. 

7.8 a 

ao 

1 

1 

2 

H. M. Bunch. 



6 

6 

o 

R. R. Bate?. 

Incl. in Int. Med. 

2 

2 

o 

.1. T. Riggin.... 

.. ..... 


12 

24 

o 

J. B. Klttrel!. 

7.331 

42 

1 

o 

o 


2,C05 

44 

6 

6 

0 

R. T. Cunningham. 



4 

4 

ff 

W. L. Thompson. 

18,154 

120 

2 

4. 

o 

G. Degnan. 

0,217 

385 

9 

30 

o 

R. S. AVestphal. 



6 

S 

<9 

H. S. Holmboe. 



4 

4 

o 

D. Ernest.. 

.. 13,058 

523 

8 

32 

o 

W- A. Cassidy. 

.. 3,633 

165 

9 

9 

2 


250 

300 

250 

200 

350 

250 

444 

325 

300 

470 

.500 

31.5 

300 

500 


Numerical and other references will be found on pages 640 through 642. 
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APPROVED RESroENCIES AND FELLOWSHIPS 


J.A.M.A,, Oct 4 , 195s 


7. GENERAL PRACTICE-Continued 


Xnmc ot Hospital Location 

Santa linrlmra General Iloppltnl . Santa Barbara Oallf 

Sononra County Hospital ... Santa Rosa* Calif 

lularc County General Hospital ’. Tulare’ Calif 

toinmunlty Hospital . nouldor Colo ‘ 

GlocVner-Penrosc Hospital . Colorado SprinKsI Colo! 

St. Trancls Hospital . Colorado Springs, Colo. 

St. Joseph’s Hospital . Denver 

Dnlverslty of Colorado Mcdienl Center 

Colorado General Hospital . Denver 

Denver General Hospital i-a. Denver 

•S’t. Mary—Corwin Hospital . Pueblo, Colo. 

Bridgeport Hospital . Bridgeport, Conn. 

(•reenwieh Hospital ’-a. Grccnnlch, Conn. 

< Imrlotte Hungerford Hospital . Torrington, Conn. 

Wilmington General Hospital . Wilmington, Del. 

Kastern Dispensary and Casualty Hospital Washington, D. C. 

Halifax District Hospital . Daytona Beach, Pin. 

Baptist Memorial Hospiinl ’-=>. .Incksonvllle, Fla. 

St. LuVe’.s Hospital . .Tncksonvillc, Fla. 

St. Vlneent'.s Hospital ■i. .Tncksonvillc, Fla. 

Baptist Hospital . Pensacola, Fla. 

Sacred Heart Hosp'tal . Pensacola, Fla. 

Mound Park Hospital *. St. Petersburg, Fla. 

Grady Memorial Hospital ’. Atlanta, Gn. 

Medical Center . Columbus, Ga. 

Tri-Coimty Hospital ’. Foit Oglethorpe, Gn. 

.Macon Hospital ^. Macon, Gn, 

.'lacN'eal Memorial Hospital .Berwyn, Ill, 

Grant Hospital >-». Chicago 

Illinois Masonic Hosidtnl T"’. Chicago 

l.oids AVelss .Memorial Hospital ’... Chicago 

St. Mary of Xarnreth Hospital **''. Chicago 

South Shore Hospital . Chicago 

Decatur and Macon Cotioty Hospital . Dccattir, in. 

.Methodist Hospital of Ccntrnl llilnol.s .Pcorm, in. 

.Methodist Hospital >-».. Gpry. In,"- 

Methodist Hospital ' . ‘'"''ilSln 

Brondlawns.Polk County Hospital t . Des Moines, Iowa 

St. Prarcls Hospital .vnn' 

M'm. Booth Memorial Hospital ». Kv‘ 

St. Anthony Hospital ‘-L.. ..Tn' 

Lafayette Charity Hospitid .Charles' L ' 

K. A. Conway Memorial Hospital '. Sionroc, La. 


Huey P. Long Charity Hospital .For^S Ma^^nc 

Doctors Hospital .. ulJulmom 

University Hospital . Md. 

Suburban Hospital t .. "Boston 

New Kngland Hospital ..Kail'lilvcr Mass. 

Worcester ‘.;; ]i! .'karborn. Mich. 

Onkwood HospUnl . ... _ ..Detroit 


. “ ' .. New Orleans 


Brent Gonernl Hospital 


Chief of Service 

D. M. Caldwell.. 

H. D. Stnilcy. 

H. E. Jakes. 

R. W. Homer. 

E. B. Craven. 

M. Bertbrong. 

R. IV. Dricb.; 5,274 

F. B. MeGIone. 


2,532 

3,757 

3, CC0 

4, C44 
4,227 
G,20S 


C. W. Elsele. 


F. IV. Barrows. 

E. R. Connors. 

G. Carter.,,.. 

M. E. Globbe. 

F. S. Skura. 

J. R. Toung. 

H. A. King. 

A. M. Manson. 

E. E. Lcltncr. 

L. M. Wachtcl. 

J. R. Lundgulst.... 

F. E. Williams. 

P. B. Kersket. 

IV. Glenn. 

E. B. Horn. 

F. H. Simon ton. 

J. W. Daniel, Jr. 

O O. Kohivck. 

R. M. Mandcl. 

.1. Potichn. 

R. L. Simons. 

S. A. Motto. 

S. H. Gumblner. 

C. T. Johnson. 

H. G. .lohnson. 

M. Shellhouse. 

D. Hampshire. 

V. L. Schlaser. 

V. D. Schwartz. 

,1. Tiller. 

C, IV. Air. 

T. V. Gudex. 

E. Hull. 

V. A. McCann. 

F. M'. Sartor. 

A. Goldman.. 

M. Hon'grann. 

S. R. Branson. 

F. J. Gcragbty. 

IV A. Anderson.... 

T. E. Woodward... 

W. T, Joyce. 

R. A. Draper. 

J. 0. Corrigan. 

.1. A. Lundy. 


14,.)77 

8,108 

5,914 

7,380 

1,441 

9,939 


< 

77 

119 

99 

■M 

45 

93 

140 


92 

iir 

05 

.53 

32 

128 


Inch in Int. Med. 


10,200 


4,230 


1,239 


3,271 


10,179 

7,247 

5,203 

2,843 


83 


SO 

"so 

183 

79 

71 

81 


11,783 


Evangelical Deneonc.'s Iloppltnl ..Detroit 

Honry Ford Hospital .. Detroit 

Lynn Hospital .-.i-; ;:;. . .. Detroit 

North Detroit General Hospital .. j{,ch. 

Hurley Hospital V. . Flint. Mich. 

McLaren General Hospitnl .. jjleh. 

St. .Tosoph Ilospltid.'.'.■■.VKainmn/oo, Mich. 

Borgess Hospit.al —. .. Pontiac, Mich. 

St. .Toseph Mercy Hospital . Saginaw, Mich. 

St. Mary’s Ho'-pltal...... .Traverse City, Mich. 

.Tames Decker . .. Wyandotte. Mich. 

IVvnndotIc General Hospital . Minneapolis 

Fn'lrvlew Hospital .:;:rTTnsiVltni’i-»"’"ii"i Minneapolis 

Lutheran Deaconess Home and Hospital .. 

Midway Hospital *. St. Paul 

St. Luke's Hospital . 

, 1 -^ Jackson, Miss. 

.Mississippi Baptist Hospital . Jackson, Miss. 

University Hospitnl "J’;i'..... V!ck.sburg, Miss. 

Mercy nospltnl-Strect p , j. iV,’. Columbia, Mo. 

University of M ssourl Medical renter ^ -Kamm City. Mo. 

Monorail Medical Center . St. Joseph, Mo. 

Missouri Methodist Hospital . Jjouls 

De Paul Hospitnl ... gt. Louts 

Lutheran Hospitnl ‘ . .. St. Louis 

St. Anthony's Hospital - ...Omaha, Neb. 

Immanuel Hospitnl " .Ficmlngton, N. J. 

Hunterdon Medical Center •.yontclnlr, N. J- 

Mountainside Hospitnl . ^ Princeton, N. J- 

Princeton Hospitnl . Somcrsville, N. J- 

Somerset Hospital..... .. Summit, N. J- 

Overlook Hospitnl ... _ Buffalo 

Mercy Hospitnl.. ... Buffalo 

Millard Fillmore Hospital . — 


Detroit IV P. Curtiss 


t- " 

S o* 

tr-i «« 

3 

4 


ft O 

tn ^ O b 

g-0 

521 |£s =|7 

>4 Rtf qxS 

0 
8 
0 


- 4 
1 
1 
3 
10 


10 


18 


1 

3 

10 

10 


4 

3 
2 
8 

4 
0 

10 


1,433 

17 

1 

1 

792 

17 

12 

12 

8,910 


1 


3,000 

112 

IS 

18 

9,.)1C 

40 

2 

4 


10 

15 



1 

1 

9,103 

71 

12 

1 

12 

1 



1 

2 

4,599 

24 

5 

10 

• ■ t 


S 

8,134 

129 

3 

2 

0 

4 

0,220 

GO 

I 

4 

4 

(> 

0,093 

Is 

4 

8 

0 

7,108 

54 

3 

721 

9 

1 

** 

Inel. in Int. 

Med. 

2 

4 


450 

iri 

CO 

434 

2(0 

200 

200 

200 

ISO 

2S.5 

210 

150 

200 

2 (» 

300 

315 

."lOO 

225 

200 

225 

200 

100 

2.50 

2.50 

2.50 

350 

^25 

115 

3S5 

200 

250 

275 

200 

son 

278 

250 

275 

.310 

8T5 

2 ,‘i0 

400 

125 

375 

125 

270 

2.50 

75 

175 

85 

200 

215 

250 

450 

307 

250 


J. G. Mnteer. 

E, W. Erickson. 

3,492 

4,424 

24 

20 

(► 

3 

12 

5 

2 

2 

1 

5 m 
. 4i5 
3i5 



'39 

2 

5 

St’iO 


3,314 

3 



... 10,120 

205 



*» 

275 

F. M. Doyle. 

H. .Amkoff. 

5,298 

5,423 

122 

77 

4 

1 

1 

2 

2 

2 

i) 

.">15 

400 

300 





8 

ft 

400 


... 10,703 


ft 

300 

jV »l . JL/LLl 4*1^* ••••«»' 

2,020 

150 



n 

200 


8,592 

S3 

SS 

- 


n 

500 


0,103 





R. C. Knutson- 

7,028 

67 

4 

8 

1 

2 

0 

200 

250 


2,931 

17 


0 

250 


8,202 

276 


0 

1 

275 

T. H. Mitchell. 

Zi) 

Inch in Int. Med. 

3 

2 

3 

0 

2 

2 

sm 

300 



67 

102 

2 

a 

225 


... 4,280 

f} 

2 

200 




4 

c, 

0 

200 


0,870 

105 

20 


2 

200 


3,801 


1 

0 

471 


... 5,842 

07 

74 

26 


0 

2 

150 

e! D. Pcllogrino. 

1,300 
... 0.583 

i 

2 

0 

2 

2.V) 

soo 

B. B. Senssorra. 

0,834 
... 10,642 

'95 

1 

1 

t> 

2 

1 

215 

200 

250 


... 11,316 

154 

3 

6 

3 

0. F. Banns. 

M. Oheplove...- . 

... 10,524 

1,350 


2 

3 

0 



Numerical and other referenees will be found on pages 640 through 642. 
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7. GENERAL PRACTICE-Continucd 


Nntiio <>{ nn*.j»Unl T.(»cj\ti(in 

rommnnlty llo<:pUnl nt Glon Covr .Glrn Cove, N. Y. 

Kin>:5ton .. Kingston, N. Y. 

Our I.acly of Victory no-ipital *. l.nckjuvunnn, N. Y. 

St. Mary*? Uo^pltnl . lU»clio?ler, X. Y. 

North Carolina .Mnnorlnl Ho'-]>itat . Chapel Hill, X. O. 

Mercy Uofpitnl ... Charlotte, X. C. 

Cjty Memorial Hospital .AVln«ton-Snlom, X. C. 

AVron City Hospital . Akron, Ohio 

Akron (Irnonl Hospital '.\kron, Ohio 

St. Tlininn? Ht»«pU.al . .\kron. Ohio 

Itarlvorton Citizens Hospital . Itarlverton, Ohio 

Mercy Hospital ***. c’anton. Ohio 

ChrNt Hosplti-1 '. Cincinnati 

Oooil Samaritan Hospital . Cincinnati 

Faii^'lcw Park Hosjiilal . Clevelantl 

Polyclinic Hospital. I'lcvelaml 

Woman's Uosi>itnl . t'levclnml 

Mount Carmel Hospital Colninl)U«, Ohio 

St. Anthony's llospltal . t'nliimhus. Ohio 

White Cross Hos'ital . Colunihus, Ohio 

Good S.amatitnn Hospital . Dayton, Ohio 

Miami Valley Hospital . Dayton, Ohio 

Klyria Memorial Hospital . Elyria, Ohio 

EuclM-Olenville Hospital . Euclid, Ohio 

I.ima Memorial Hospital . IJmn, Ohio 

St. Itita's Hospital . I.hnn. Ohio 

Ohio Valley Hospital *. Stenlictivllle, Ohio 

Mercy Hospital . Tolfslo, Ohio 

St. Charles Hospital . Toledo, Ohio 

St. Vincent’s Hospital '**. Tolrslo. Ohio 

Toledo Hospital . Tole<io, Ohio 

St. .Tosepir? ilivcr.sidc Hospital . Warren, Ohio 

Voimcstoun Hospitm . Youngstown, Ohio 

University of Oklahoma Hospitals .Oklahoma City 

St. Vincent'? Hospital ***. Portland, Ore. 

Altoona Hospital .Mtoono, Pa. 

St. Luke's Hospital . llethlehcm. Pti. 

Che.ster Hospital *. Chester, Pa. 

(5eo. r. <>cl<lni;cr Memorial llo-pitul .Danville, Pa. 

'riiomh*- M. PitruoruM Mercy Hostiltal.Darby. Pii. 

Montpomery Hospital. Xorri<lown, Pa. 

Sacred Heart Hospital . Xorrl«town. Pa. 

St. Mary's Hosjtitiil *. riilhulelphla 

St. Clair Memorial Ho'-pUal *. Pltt«lnirch 

\. C. MlUlken Hospital «. Pott^Tille. Pn. 

Community CtencMl Hospital . Headint'. Pa. 

Newport Hospital . XewTort. R. I. 

Memorial Hospital ’■*. Pawtucket, R. I. 

W(ion«ockvt Hospital . Woonsocket, R. 1. 

fireenvillc General HO'^pital '. Greenville, S. C. 

SpartanhiirK General Ho-pRal '. Spartnnhurp, S. ('. 

SioiLV Valley Hospital ’-a...SJoux Falls, S. Dak. 

Sacre<l Heart Hospital . Yankton. S. Dak. 

St. Mary's Memorial Ho-pltal . Knoxville. Tenn. 

Cnlver.sjiy of Tennes-«v Memorial R^’^earch 

Center and Ho-pltal . Knoxville, Tenn. 

Raptlst Hospital . XashvlIIe, Tenn. 

All Saint* Hospital'-*. Fort Worth. Texas 

St. Mary*? Inflnunry '. Galveston, Texu® 

Memorial Hospital . nouston, Texas 

Xan Travis Memorial Ho?pltnl *-'*. .Tnck.sonvlllc, Texas 

Baptist Memorial Hospital . San Antonio, Texn® 

Rof)ert B. Green Jlemorial Hospital .San Antonio, Texn® 

Santa Rosa Ho.spUal . San Antonio, Texas 

Wichita General Hospital . Wichita Falls, Texas 

St. Benedict'? Hospital . Oplcn, Utah 

'fhoinas D. Deo Memorial Hospital '.Oeden, Utah 

De Gocshriaml Memorial Hospital.Burllnpton, Vt. 

Riverside Ho-jdtal ''•*. Newport News. Va. 

Paul Hosjdtnl .Norfolk, Vm. 

Norfolk Community Hospital .Norfolk, Va. 

Norfolk General Hospital .Norfolk, Va, 

Louise Obici Alomorinl Ho.spltal . Suffolk, Vu, 

Providence Hospital .Seattle 

Sacred Heart Hospital *. Spokane, Wash. 

St. Luke’.s Hospital. Spokane, Wash. 

Bluefleld Sauituriuin * .Blucfield, W. Va. 

Charleston General Hospital . Charle.«ton, W, Va. 

Memorial Hospital '■*. Charleston, W. Va. 

Cabell HuntloKtoD Hospital . Huntington, W. Va. 

Camden Clark Memorial Hospital . Parkersburg, W. Va. 

St. Joseph’.® Ho.spltal .Parker.«burg, W. Va. 

Ohio Volley General Ho.spltal .Wheeling, W- Vn. 

Luther Hospital . Eau Claire, Wis. 

Evangelical Deaconess Hospital . SlJlwaukee 

Milwaukee County Hospital . Jlilwaukec 

illlwaukec Hospital . Milwaukee 

St. Luke’s Hospital . Milwaukee 

St. Michael Hospital *. Milwaukee 

Arecibo District Hospital '.Areoibo, P. R. 

Hospital Auxllllo Mutuo '. Hato Rey, P. P. 



It. Parker. 

s.ry^s 

107 

0 

2 

2 

300 

H. L. Itnkov. 

.'>,444 

85 

2 

3 

0 

sno 

T, P. Barrett. 

.. fl,‘2S4 

72 

0 

0 

1 

175 

C. Noonan. 

.. 4,312 

170 

1 

2 

2 

230 

.1 Sessions. 



7 

0 

175 

K. L. Potter. 

3.732 

35 

4 

4 

2 

205 




1 

2 

2 

soo 

D. J. Roberts. 

.. 22,195 


2 

4 

2 

2.50 

H. A. Knrnin. 



4 

9 

3 

250 

M. F. Bossart. 



2 

4 

0 

250 

A. Brown. 

.. 10,072 

1P9 

jj 

0 

0 

350 

J. G. Hemlershot. 

1 , 02:4 

33 

1 

1 

2 

200 

.1. L. Lindner. 


4 

S 


200 

.T. D. MarlonI. 

.. Inch in Int. 

Med. 

4 

4 

2 

250 

R. S. Maurer...... 



0 

. 4 

2 

2<^) 

.T. R. Heller. 



4 

7 

2 

300 

P. Coppe<!gc. 

o.H'/* 

42 

4 

8 

n 

175 

.r. H. Henry. 

l.OC) 

4S 

3 

3 


275 

W. W. Wlltlicrger. 

1,.54G 

' 

.3 

C 


205 

W. P. Smith, Jr. 

1,750 



1 

1 

290 

R. M. Kahn. 

.. 15,233 

90 

2 

4 


270 

D. L. Hirst. 



4 

4 

i 

200 

.f. Wherrv.. 

1,331 

17 

3 

5 

2 

270 

.1. B. Price. 

s-.soo 

80 

9 

12 


200 

E. Murray.. 

.. r .,020 

107 

4 

5 

i 

275 

.T. A. Glor1o«o. 


45 

1 

2 

0 

400 

O. r. Goll. 

.. 10,2S9 

93 

1 

0 

0 

300 

•T. C. Fric.. 

1,.>I0 

49 

1 

2 

2 

275 

.T. S. Kozy.... 


2 

4 

a 

2i5 

M. A. Schnitkor. 



1 

2 

2 

325 

J. L. Kobaeker. 

3,725 

.53 

1 



275 

I,. A. Lorltt. 



4 

7 

2 

300 

.1. L. FMicr. 

7,s:ii 

112 

1 

0 

n 

325 

I. U. Brown. 



S 

8 

0 

275 

(r. T. Hari'ole. 



»> 

4 

0 

275 

R. S. Magee. 

2,10^ 

01 

i 

3 

0 

325 

P. Biidura. 



1 

1 

1 

225 

n. GoM. 

.. 11,S40 

150 

•y 

4 

2 

350 

.1. ColllDS. 


1 

0 

0 

■ 175 

E. G. Torrance. 

.. 12,TC« 

114 


1 

i 

200 

S. C. fiirfncno. 

.. S-,329 

OS 

0 

2 

1 

400 

. 1 . 0. McLoone. 

2.S.51 

51 

0 

0 

1 

’ 350 

J. Daly. 

7,*>« 

• 0 

4 

8 

0 

250 

I. L. Knufmnn. 


35 

•> 

3 

•> 

500 

N. M. Wall. 



3 

G 

2 

400 

C. S. Kring. 

7,741 

94 

•> 

2 

0 

300 

A. M. TartnKlino. 

1,914 


T 

1 

2 

150 

K. J. Mara. 

... Incl. in Int. Med. 

>> 

4 

0 

250 

H. J. Gauthier. 

0,401 

94 

3 

0 

0 

200 

W. H. Tlininos. 

7.129 

150 

•> 

3 

•> 

250 

L. AV. Luttrell. 

.. 18.P27 

no 

:» 

3 

2 

200 

E. E. Orcenougb. 

0.739 

122 

1 

2 

2 

‘'00 

K. F. Thompson. 

4,029 

So 

4 

4 

2 

300 

.1. UmiDton. 

.. 13.007 

93 

1 

2 

0 

250 

J. H. Burkhart. 

.. 11.951 


»> 

4 

0 

320 

•T. P. Lindsay. 

1,021 


3 

3 

1 

300 

E. Davenport. 

0,727 

40 

4 

4 

1 

250 

M. L. Ross. 

7,923 

74 

4 

s 

0 

400 

P. .1. Cecaln. 

19,070 

l.h) 

0 

12 

2 

OOQ 

.T. M. Travis. 

.5,473 

:y) 


•> 

2 

2.50 

L. B. Jones... 

9,049 

140 

1 

2 

2 

150 

L. B. Reppert..... 



.> 

2 

350 

F,. L. Mueller, Sr. 



1 

2 

0 

2.50 

J. B. Hatbom. 

]0,4S9 


3 

3 

1 

300 

L. D. NeDon. 

737 

87 

4 

4 

1 

2.50 

G. F. Kearns. 

J. Lantman- 

.. 12,820 

197 

3 

5 

>1 

325 

A. B. Lawrence. 



1 

2 


107 

M. L. Home. 

Inch in Int. Mcil. 

0 

0 

.1 

2.50 

I. Hancock. 



1 

2 


200 

G. H. Francis. 

3,343 

40 

2 

4 

2 

SOO 

G. H. Rector. 

.. fncl. in lot. 

3Ied. 

4 

4 

2 

215 

A. H. Taylor. 

5,540 

00 

4 

4 

2 

• 2-50 

M. J. Buckley.... 



4 

4 

1 

215 

E. B. Saxon.. 

20,3aj 

207 

2 

4 

1 

250 

D. E. Babcock. 



2 

2 

0 

225 

J. R. Shanklin. 

2,253 

2S 

4 

4 

1 

400 

M. Barber. 

.. Inch In Int 

Med. 

0 

0 

0 

225 

J. W. Hash. 



1 

i 

1 

250 

F. 3f. Booth.. 

.. fncl. fn fnt. Med. 

2 

0 

0 

250 

W. R. Yeager.. 

8,0C9 

C3 

i 


0 

COO 

It. W, Hovis. 

8,701 

78 

1 

i 

0 

300 

G. V Armbrecht. 

3,177 

28 


4 

2 

300 

R. R. Richards. 

9,4S7 

127 

0 

0 

1 

300 

A. H. Hermann. 

W. W. Engstrom- 

0,090 

105 

2 

s 

2 

2.50 

J. 31. King. 


. . 

0 

4 

0 

207 

E. R. Daniels. 



1 

1 

1 


31. Landsberg. 

4,35S 

50 

1 

ty 

0 


E. Kay. 



3 

6 

0 

275 

M. de J. Gonzaler. 



4 

6 

0 


P. H. Morales. 


... 



2 

250 


Numerical and other references will be found on pages 640 through 642. 
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APPROVED RESIDENCIES AND FfiLLOWSHIPS 


J.A.M.A., Ocl. 4,19jS 


8. INTERNAL MEDICINE 

Residency proornms In the following hospitals have been approved by the Council, th* ft—- 
Internal Medicine, and the American College of Physicians through the Resid - i;,' 

Internal Medicine, as offering acceptable training In the specialty under an> '•! !’■ ■ 

leading to eligibility for.examination by the American Board of I: '." ' ;•«.■■■ 
Hospitals, 586; Assistant Residencies and Residencies, 5,535 


Location 


Katnc ot Ho^pUal 

UNITED STATES AIR FORCE 

I'. S. .\!r Force Hospital. Sail Antonio, Tcxii.e P. G. Kell 

UNITED STATES ARMY 

l.cttcrmim Army Hospital . San l^rsmclsco 

ritz«!in(>ns Army Uospital .;,vV-“ 

Army Mctllcal Center . W aslnnKton, D. C. 

Willlain llenumont Army Hospital ».. LI Paso, Jexns 

Itfoobe Army Hospital >-=■. .San Antonio. Icxns 

.Madipan Army Hospital .. ')> h' 

Tripler Army Hospital . Uonolalii, t. H, 

UNITED STATES NAVY 

i-a-sr.. Oakianii, Calif. 

Kavai Hospital ‘... 

Savnl Hosidtal 
Naval Hospital 

Kaval Hospital >'».. T y' 

Naval V.V.PWla.Vlphia 

Naval HoJpu.il ^a- 

UNITED STATES PUBLIC HEALTH SERVICE 

u. S. I-ntillc Health Service Ho-H'Uaj . Oricans 

h. N. Viihlle Hcaltl. Scivlce Hospital *-».. inatlmore 

V S. I’nI-lle Health Service HospUal . mwimo 

.Vatlonal IiKtltntes of Health liPtUcsilu, Md. 

<•llnleal .('‘'hl'T.A .■.n;;,::-iVV ’'' . Boston 


CWoi of Service 


« a 

w 

S.3 

ac 


Hoard 

of 


‘ for 



. -ns 



hS 

X 

Z) 

-s| 

s"s® 



>< Rsj 

ct; 

WX ^ V 
CS’C ^ 

ti)>S 

.iSfe: 

0 

c 0 c 


r^CSO 



c'Ss 
= § = 
a.?® 


V. s. 

r. .s. 
V. s. 
f. s. 
V. s. 
V s. 

S, 
U, S. 


Naval Hospital i'"-”.k.m Dlii^m CaUL 

. Great Lakes, 111. 
.... Bethesda. Mil. 
Chelsea, Mass, 


P. H. Moivfcy... 

G. M. PoivcII. 

'V. \V, Mattingly. 

R. C. Hunter, .3r. 

D. ,1. Sheehan... 

W. C. Berry. 

A, A. Biedcrman.; — 


R. 0. Canniln, .Tr. 

.7, E. Gorman. 

G. M. Davis. 

.f. B. MacGregor. 

H. L. ‘.tones, Jr. 

G. L. Calvy. 

.1. S. Cowan. 

R. J, Whipple. '.■■■ 


K. H, Linn. 

.1. K, Irion. 

G, P, Ellinger.... 


t; ^ 'KtWIe Hoaltli service Hospital si'irx " 

li; t-a;;,!:'”!!,:...’..cattle 

department O^HEALTH. EDUCATION. 

.. Washington. D. t. 

nqnfeoeral and veterans administration 

Ciirraway Methodist Hospital >. 

University of C«n^ i-c i. Blrminghata. Aj"- 

University Hospital «« ! . Birmingham. A a. 

Veterans Admin. Hospital . Fairfield, AU'- 

Lloyd Noland Hosi'U«\ , ,.i'.;;. Motdle. Ala. 

Mobile County Hospital . . . Tnshegoe. Ahi. 

Veterans Admin. Hn_spjtfll^^._.^-^^' ■ •. Phoont.v, Arw. 


L. Terry. 

D, .T. Tenci.berg. 
O. G. Spick-nail... 
\V. H. Sfimson.. 


5,9.33 

20 

5 

1,014 

53 

.7 

1,750 

25 

3 

90!) 

58 

8 

7,748 

80 

3 

.3,.53l) • . 

133 

7 ■ 

2,492 

27 

2 

4,955 

57 

y 

3,250 

. 51 

5 

1,733 

3,573 

■ 09 

5 

23 


773 


•i 

2,2.38 

'3’) 

2 

1,59S 

IS 

J 

2,0.38 

84 

0 

4.f>4« 

20 

4 

2,159 

34 

2 

1 

2,781 

3.3 

33 

1,782 

0 

751 

43 


1,430 

SO 

'i 

2,774 

1,771 

8.3 

3 

1 

38 


Blrnilnghum, Ala. 
Bliiningliaw, Aja- 



1 


Vctcrnn« 

S'cU.« ti'wt'Sf';.".' ’ 

S m .tonmiln General Hospital 


.. Bakersnch!. Unlit. 
.. Berkeley, t a] 1. 

,. Dnartc, 

French Camp, Ca 'J- 

, ...»—, - . ,3 Fresno, i 

Gcne^td Hoaidtal 

Cniit. 
Calif. 
..ngelcs 
1 , 0 s Angeles 



. 3.280 

SS 




E. D. Lincbcrry— 


■17 

0. E. Porter. 

■VV. J. Atkinson.. 

, 5,597 

571 

3,109 

1,812 

1.931 

iss 

43 

09 

9S 
5.3 ■ 

M. H. Green. 

951 

;. 2,002 

61 

C. A. Stephens. 

R V. Murphy. 

R, V. Ebert. 

H. B. Hlpp. 

G EtUgenbauer. 

H 1. Harvey. 

H. R. Bicrmnn. 

l! Annnnino. 

B R. Packer. 

D. L. -lohn . 

5,001 

4,021 

1,117 

■■ „ 3,493 

1.077 
. 1.3S0 

2,429 

29-2 

2.031 

2,440 

4,817 

2,110 

132 
01 

118 

l'>9 

10! 

89 

55 

221 

133 
154 

26 

a'. H. Buell. 

4.901 

2.431 

7n 


3a 


36 

30 


35 


32 
35 

1 

33 
4 
8 
32 


6 

4 

0 

3-2 

8 

it 


14 


univeist^a .. T o.^ Angeles 

. 




Franklin Hospital . 
French HospHnl 
KalBor Foundation 

jMary's Help Hospital 


., vTa.SanPtancisco 

Hospital . __ San Francisco 


,t' Reynolds—L. Guntricr 

.t". L. Reynolds. 

\V. Graf. 

.. 

.. 

Boland. 

Lawrence. 

j. Johns, Jr. 

K. W'. Benson-. 

F ,1. .. 

e' R. .. 

R, W. OppcU- 
Q p, W'arncr. 


R, M. Shelton 
tV. L. Cover. 

E. M. Potter. 
A. M. Bassett 
p. M. Aggeler 
D, Gorman... 
D. L. Wilbur. 
0. 0. Herbert 

F. Roches 


3,36S 

10,067 

2.052 

.3,2IS 

.SJiSP 

1,772 

5.260 

1,748 

5,703 

2,001 

0,10.3 


303 





840 through 
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S. INTERNAL MEDICINE-Continucd 


Name ol Hofpltnl T.orntlon 

Mount Zion Hospltn^ *-•. Snn Fr«ncl«eo 

S:. JoMph’s Hospital '■*. San Francisco 

St. l.nVc’s Ht»<rttal . San KranrWco 

St. MaryV Hospital San Kninci’«f.f» 

San FranpI«ro Hospital 

Stanford UnicerfUy Sendee '.San Francisco 

VnIvcr«Uy of rnllfomla Servlo' '. San Krancl^ro 

Southern Pacific General Ho?pUal ’*3.Francisco 

Stanfonl CnlvrnsHy Ilo«pitnl« .San Frnnel?co 

Unircntlty of CalUomla Ho^pllalf . Snn Francicco 

Veteran? .\dmln. Hospital '*•'.San Franel«c<» 

Santa Clara County no«pIlnl '-*.Snn .Toec. Onllf. 

Community Hospital of San Mateo (’otmty San Mateo, Calif. 
Santa Barbara Cottage Hospital Santa Barbara, (tnllf. 

Veteranc Admin. Il05pltBl .. SepiJlveda, CnlH. 

Uarhot General Hospital .Torrance, Calif. 

Mercy Hospital . Denver 

Presbyterian no«pUal a-*-**. Denver 

St. Joseph’s Hospital . Denver 

St. Luke’s Ho.-fpltal '. Denver 

Fnlverslt.v of ivdorado Mc*lieal Center. 

Colorado General Hncpltal '-*. Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital Denver 

Colorado State Hospital . piiehlo, Colo. 

St, Mary'Corvrln Uo«pUnl ... Pneblo, Colo. 

Ilridcepori Hospital '-*. Brbk*eport, Conn. 

St. Vincent’.* Hospital '■*. Bridpeport, (Tonn. 

tireenwieh Hospital ... Greenwich. Conn. 

Hartford Hospital ... Hartfonl. Conn. 

Hartfonl Municipal Hospital 

and Health Center . Hartford, Conn. 

St. Franel* Ho«pItal .. Hartford, t’onn. 

New Britain General Hospital *•». New Britain, Conn. 

t;raee*New Haven Community Hospital N>w Haven. Conn. 

Hospital of St. Raphael i®*. New Haven, Conn. 

Veterans Admin. Hospital i-*. Nowincton, Conn. 

Lawrence and Memorial Hospital* '•*.New London, Conn. 

St. Mary’s Hospital . Waterbury, Conn, 

Waterlmry Hospital '...’Waterbury, <?oan. 

Veteran.® Admin. Hospital ’•*. lVe«t Haven, Conn. 

iVlaware Hospital *•«. IVilmlnpton, Del. 

Memorial Ho'idtnl *•*. M’ilmincton, Del. 

lYfimlupton General Hospital . Wilmlnuton. Del. 

District of Columbia Geniral Hospital '**.Washington, D. C. 


Georgetown University Hospital *•*. Washington. D. C. 

George Washington University Uospital 'Washington, D. C. 

Providence Hospital •.Washington. D. (\ 

Veteran.* Admin. Hospital »-3-«5. Washington, D. C. 

Washington Ho.spltal Center .IVoshington. D. C. 

Veterans Admin. Hospital *'•. Coral Gables, Fla. 

Duval Medical Center '**...facksonvllle. Fla. 

Riverside Hospital...Tncksonvllle, Fin. 

.‘'t Luke's Hospital *-*. Jncksonvlllp. Flo. 

Vincent’s Hospffal *.racksonvIHc, Fla. 

Jackson Memorial Hospital »-*. Miami, Fla. 

Mount Sinai Hospital of Greater >UanjI '■*-.. Miami Beach, Fla. 

St, Francis Hospital ..... MJaini Bench, Fla. 

Orange Jlemorial Hospital '. urlando, Fla. 

Tampa General Hospital ^.....Tampa. Flo. 

Crawford W. Long Memorial Hospital '**.Atlanta, Ga. 

Georgia Baptist Hospital Atlanta, Ga. 

Grady Memorial Hospital '. Atlanta. Ga. 

Piedmont Hospital . Atlanta, Ga. 

Joseph’s Infirmary .Itlanta, Go. 

Veterans Admin. Hospital . Atlanta, Ga. 

.MMIcal College of Georgia Hospital®. 

Kogene Talmodgc Memorial Hospital '**.Atigusta, Ga. 

Unlverilty Hospital ' . Augusta, Go. 

^Veterans Admin. Hospital . Augusta, Ga. 

Kinory University Hospital .Kmory tjolvcrslty, Ga. 

Memorial Hospital of Chatham County .Savannah, Ga. 

•Kugnstana Hospital . Chicago 

Columbus Hospital •. Chicago 

Cook County Hospital... Chicago 

Grant Hospital . Chicago 

Illinois Central Hospital '-*. Chicago 

Illinois Masonic Hospital *'». Chicago 

Mercy Hospital . Chicago 

Michael Reese HospltalA"*. Chicago 

Mount Sinai Hospital Chicago 

-Northwestern University Me<llcal Center ** 

Chicago Wesley Memorial Hospital i-*. Chicago 

Passavant Memorial Hospital . Chicago 

Veterans Admin. Research Hospital *-*-*«*. Chicago 

Kvanston Hospital .Evanston, Ill. 

Norwegian American Hospital.Chicago 

Presbyterinn-St. J.uVe’s Hospital 

Presbyterian Hospital Division . Chicago 

Nt. Luke’s Hospital Division . Chicago 

Provident Hospital . Chicago 

Joseph Hospital . Chicago 

Ht. Mary of Nazareth Hospital .(^icago 


Cliicf of Ser\-lce 

X 

^ S 

1 

—.S 

5 

V 

VI* 

- c t: 

S££ 

ft tC 

S s 

J. J. Suinp'On. 

3,007 

126 

3 

c 

3 

350 

M. E. I.eonard. 


46 

1 

1 

1 

300 

E. Bnick. 

2.797 

C9 

2 

4 

Z 

3^J 

.1. .1. McCInnIs. 

2,321 

oo 

2 

5 

3 

200 

.1. K. Ijcwi?. 

2A30 

133 

5 

6 

3 

205 

I. S. Edelinan....... 

2,4S7 

21S 

r, 

7 

3 

205 

K. E. Allen. 

4.014 

170 

o 


3 

175 

D. A. Uytaiid. 

2.021 

122 

9 

15 

3 

100 

11. D. Bralnerd. 

2,n7 

134 

9 

29 

3 

231 

F. M. Willett. 

i;3S4 

117 

13 

22 

o 

. 

J. M. Stone. 

],3S4 

2 fi 0 

2 

5 

3 

260 

\V. F. Knorp. 

1,073 

S3 

o 

5 

o 

300 

T. K. Mill. 

2,194 

78 

3 

6 

3 

200 

R- Goldman. 

7C7 

105 

4 

4 

1 


K. M. DiubII-F. KbIIokk.. 

4,151 

*>'•> 

S 

24 

3 

246 

A. W. Mutz... 

4.130 

1,073 

SO 

1 

1 

1 

225 

M A. Bradford.. 

73 

1 

3 

o 

<>••>- 

B- Yeggc. 

3,375 

01 

3 

6 

2 

200 

M. G. Nlin®. 


171 

1 

1 

o 

225 

G. Melkl^john. 

1,41' 

2 JO 0 

2 Jil.'» 

155 

S 


3 

iso 

179 





140 

c 


3 







R- H. Finney. 

3^72 

.51 

o 

o 

T 

2S5 

D. B. Uardenbergh. 

3.099 

97 

o 

4 

2 

240 

\. Lynch.. 

3.0S0 

95 

3 

3 

3 

300 

,1. Lockwood. 

2.153 

114 

1 

2 

2 

150 

M. 0. Phelps. 

4,053 

2iiS 

16 

24 

3 

125 

R. Donner. 

931 

70 

1 

3 

o 

25.5 

•T. .t. Moher. 

3.S97 

127 

•> 

5 

3 

17.5 

.1. c. White. 

2.C42 

133 

3 

.3 

Z 

210 

P B- Beeson-T. S. Evans 

3,597 

294 

8 

18 

3 

140 

T. S. Evans. 

2.201 

91 

4 

8 

Z 

150 

P. Llpton. 

1,300 

71 

.3 

i, 

3 

r ■ r 

K. Glp'tclD. 

2,S7S 

95 

3 

3 

1 

2.50 

M. Co«hak...... 

2,Ss'7 

SO 

o 

't 

2 

223 

O. J. nizzoicro. 

3,i>47 

307 

1 

. 3 

3 

225 

J. W. Hollingsworth. 

»'A 

C2 

2 

3 

Z 


1.. n. Fllnn. 

2A3I 

157 

o 

5 

3 

220 

I. P. Lang. 

ix' 

130 

1 

3 

3 

’22.5 

.1. R. Durham, Jr. 

H. H. Hnssey* 

1,590 

43 

2 

o 

1 

2 f }0 

M. J. Roman. 

5.207 

435 

20 

«o 

3 

233 

H. H. Hus'cy.... 

2,S39 

164 

8 

21 

3 


T. .M. Brown. 

4,534 

3S9 

Z 

S 

3 

350 

T. F. Collins...,.. 

2.022 

67 

2 


3 

350 

K. D. Freis. 


130 

o 


3 

T. .1, Alwmethy. 

.5,345 

2 (K 

4 

10 

3 

215 

J. 31. Ruroball. 

•>;y« 

261 

9 

17 

3 


K. B. Hanson. 

J,7.Vl 

144 

3 

6 

3 

150 

D. MTiltc. 

J.CSl 

1.5 

1 

I 

1 

200 

J. 51. Borland.. 

2,34.'» 

35 

1 

1 

1 

300 

L. E. GeesHn. 

2,700 

56 

n 

4 

I 

0.77 

R. Jones, Jr... 

.3,.343 

.319 

30 

34 

3 


D. .\. Nathan. 

4;?a5 

149 

4 

10 

3 

250 

I>. G. Rtannu®... 

3,324 

.53 

2 



215 

M. D. Steward.. 

2,035 

78 

1 

3 

1 

325 

K. Gould.... 

.5AV) 

HO 

1 

3 


2.50 

L, H. Bishop, Jr. 

«>A70 

•)( 

4 


3 


M. Johnson. 

4,002 

118 

3 

6 

3 

305 

J. W. Hurst. 

2Jil3 

SOI 

10 

19 

3 

KO 

C. Smith... 

i;i57 

29 

1 

3 

3 


T. r. Blaiocl-. 

.3J239 

30 

1 

.3 


270 

J. C. Crutcher. 

1.722 

119 

7 

15 

3 

T. Findley. 

591 

58 

6 

19 


So 

.1. D. Gray. 

1J>5.3 

79 

1 

3 


200 

J. G. Bohortoush. 

3,321 

.5.3 


1 


R. B. Logue. 

3J33 

87 

6 

14 

3 

235 

F. T. Nichols. Jr. 

3J>95 

81 

1 

3 

3 

350 

C. A. Hedberg. 

4.478 

118 

3 

3 

1 

150 

E. Foley... 


in 

2 

6 

o 

100 

R. F. Foley. 

1.5JSS 

cw 

14 

40 

3 

no 

-A. Tondcr Kloot. 

3.425 

no 

1 

o 

o 


W. J. Hand...... 

3.46S 

ss 

3 

3 • 

n 

552 


1.590 

2,047 

50 

57 





G. F, O’Brien. 

4 

9 

3 

200 

R. Levine. 

3,902 

1S3 

5 

15 

2 

125 ■ 

H. Zimmerman. 

3,2^ 

126 

4 

13 

3 


P. S. Rhoads. 

4,594 

155 

4 

6 

3 

125 

H. Alt. 

2.C78 

63 

1 

4 

3 


C. Borden. 

1,104 

35 

12 

26 

3 


L, F. Jourdonals. 

3,074 

1G4 





51. P. Gcthner... 

1,054 

44 

2 

2 

1 

3M 

J A. Campbell. 

4,190 

149 

6 

18 

3 


T. J. Coogan. 

3,783 

135 

4 

12 

3 


A. T. Connor. * 

3.105 

3S 

1 

o 


200 - 
SCO 

200 

D. Jj Kessler.,. • 

3,758 

69 

2 



S. A. Motto. 

2,U7 

93 

2 

2 

1 


Mtimerlcal and other refereneet will be found on pages 640 through 642. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


J.A.M.A., Oct. 4,193S 


8. INTERNAL MEDICINE-Continued 


XnniP of Ilcspltnl Locution 

University of OhIenKo Clinics ... Olilcajro 

University of Illinois Ilp^enrcli iind 

Kdiicntlonnl Hospltnls . UWeiivv) 

Vcferniis Admin. 'Wc.st Side Hospltnl J-a-iaa. Clilcasp 

Kt. Urnlicls HospUnl >. Lviinston. 111. 

Veternns Admin. Hospltnl r-a-’ar.i!!‘ 

.St. rrnticls Hospltnl... P/orln. 111. 

. ■ . /, ■ ■"nospl'tiil J-». ludlnnnpolls 

; ■ ■'!■.■■■ ■■ Mcdlcid Cenlcr >. indlnniipolis 

ti., ■ .. .. 

St. Vlnccnt'.s Hospltnl . Indlaniitiojj-s 

Voternn? Admin. Hospltnl a-’.rntnviX" iml 

St. Ellrnlteth Hospltnl »-•>. ; 

lotvn Mcfliodlst Hospltnl a-’. ^ ^ 

Veternns Admin, flpspltnl .. - lowli City 

... lown city 

Kansas City, Kan. 


Chief of Service 
IV. Adams. 


Stnto University of lown Ho.spitnl' 
Veternns Adimn. Hospltnl a^a"...... 

University of Knnsns Medical Center 

Veternns Admin. Hospltnl . 

Veternns Admin. Hospltnl a-a.. 

.‘tt. rrnncis Hospltnl a-a. 

Wesley no.spllnl a-a..... 

Ifnrlnii Memorlnl Hospltnl . 

Good Snmnrltnn Hospltnl . 

St. .Toseph no.spltn! .. 

l.oiilsville Gencrnl Hospital 
■St ■' : ’■ 

VC : ■ 

Cl; vV r 


*Hn.-— 


■ J-J-KV. 

slnnn 


Knnstts City, Mo. 

. Toitekn, Kan. 

.... Wiclilta, Kan. 

_ Wletiita, Kan. 

. Harlan, Ky. 

... Le,\int.'toii, Ky. 
... l.e.vlncton, Ky. 

_ i.iati'vlllc. Ky. 

.... !.(mW\lUe. Ky. 
l.onl'Vllle, Ky. 

.Now Orleans 

. Mew Orleans 

'.Mew OrlcHiis 

■.New Orleans 

New Orlean.s 


University Unit 
U; Unit ■>. 

I. : ■ : '-a. . 

Sontliern Baptist Jfospltnl ..New Oiiean 

Toiiro Inflnnnry ..New Orleans 

Votcrnti-s Admin. Mp„^l’Vf»i(-Mr(VrVrer‘'‘..Shimeport. Un. , 

Confedernfe Memorlnl .Medical tenter .. LawWon. Maine 

fvn»rnt Mnlno Gencrnl Hospltnl . Portland. Maine 

||fnlnc Jfcdicnl Ccntei .... Uultlmore 

Bnitimoro City nospllnls i*-..•;;;. nalUmore 

Church Home nnd Hospltnl» a. . Boltiniorc 

rrnnfclln SOunro Hospltnl y’.y. Baltimore 

Lutheran Hospltnl ••■.‘Vi-a-tir. Baltimore 

Mnrrlnnd Ocncrnl Ho.spltnl ’ » . . Ualtiinoie 

Merey Hospltnl ... Ualtlmorc , f ■\,„,„!Molt 

itt Joseph’s Hospltnl . . Baltimore A. I. .MimlelolT 

StAnl Hosn'tnl . Baltimore 

south BnUImorc Gencrnl Hospllnl Bnlttmoie 

ijnton Memorlnl Hospltnl .... Buitimore 

SSrormrSKi--:::: 


Boston 

Boston 


H. I’. Dotviiutr. 

H. D. Eekimrdt. 

.1. T. Pniil. 

L. A. Bilker. 

R. B. Rutherford. 

A. A. O. Nickel. 

■p. ,1. Fonts. 

G. Irwin. 

H. Van Vnetor. 

.1. O. Ritchey. 

R. H. Belinkc. 

R. C. Bolln-B. Z. Kliitch., 

A. L. .lenks, .Ir. 

.1. C. Ptr.sons. 

W. B. Bean. 

\V M. Kir'tendnll. 
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8. INTERNAL MEDICINE-Conlinucd 


Nniiipof Uo«nitnl I.ocntlon 

H<*ury Foni llo«pUnl Detroit 

Jrnnlnps Mcmorinl Uo«pitnl . Detroit 

Mount Cannel Meiey Uo'^pUal *'*.Detroit 

Provlilcace I3o?pltnP-*». Detroit 

n«'eelvlnp Ho«pitnl *'*.Detroit 

vt. John IlofpUnl '-». Detroit 

St. Joseph Merry llo^pUtil *. Detroit 

Sinai Ho'pUnl . Detroit 

Woman** Jlo^p’tnl '. Detroit 

Wayne County Onernl Ho^pltnl nrul Inllnnnrj* Elol*e, Mich. 

nurloy noFpUnl ... Flint, Mleh. 

Mel.arfn General Uo«p!tnl *. Flint, Mich. 

Blmlrctt Memorial Ho'pUal '*=.Grand Rapid*, Mich. 


St. Mary*? no*pUal . Grand Rnpld?, Mich. 

Ron Sewnrs Ho«pItnl *.... Gro««e Polnte, Mich. 

inphlrnd Park General Hospital’’*. Hlphland P.'irk, Mich, 

Brt>n«on MethcMli«t Hospital '. Kalainaroo. Mich. 

Edwani M*. Sparro-w Hospital. Lnn«Inp. Mleh. 

St. Lawrence Hospital . Lanclnc. Mich. 

Pontiac General HoF.pltal . Pontiac, Mich. 

St. Joseph Mercy Hospital '"*. Pontiac, Mich. 

WlUlani Reaumonl llo-pltal ’**... Royal Oak. Mich. 

Saplnaw General Hospital i**..... Saclnnw, Mich. 

.\.sliiiry Jlethodlet Hospital . Minneapolis 

Minneapolis General Hospital. Mlnneopolf* 

Mount Sinai Hospital . Minneapolis 

Northwestern Hospital ’**. Minneapolis 

St. Pamahas Hospital . Minneapolis 

University of Minnesota Affillateil Hospitals 

University Hospital ’**. Minneapolis 

Veterans Admin. Hospital Minneapolis 

Ancker Hospital .. St. Paul 

Mayo p - ' ’ . , Rochester. Minn. 

Charles " ' , ■ ' .St. Paul 

Universl , ... .Tack«on, Ml«?. 

St. Loul.s County Hospltnl . Clayton. Mo. 

University oI Missouri Medical Center ’•*. ColumMa, Mo. 

Kan«a? City General Hospital No. 1 . Kansas City, Mo. 

Menorah Medical Center . Kansas City. Mo. 

St. Joseph Hospital ... Knn«o!» City. Mo. 

St. Lnke'a Hospital ... Kan«ns City. Mo. 

hames Hospital . St. Lr>ul« 

De Paul Hospital . St. Lou!< 

Homer G. Phillips Hospital . St. Louis 

Jewish Hospital . St. I.oul« 

Missouri Baptist Hospital St. Lout? 

Mls.sourl Pacific Ho.spltal St, Lo«I« 

St. JohnV Hospital .St. Loul* 

St. Louis City Hospital i-s-ss*. St. Louis 


Luke’s Hospital ... St, Louis 

St. 31ary\s Group of Hospital? . St. IxiuH 

Veterans Admin. XlospHsl.St. l/)ul« 


Washington University Unit .... 

Montana Dcaconc*? Hospital *'*. Great FaU«, Mont. 

Veterans Admin. Hospital . Lincoln, Neh. 

Creighton Memorial-St. Joseph*? Hospital. Omaha 

University of Nebraska Hospital . Omaha 

Veterans Admin. Hospital Omaha 

Dartmouth Medical School .^fllllatcd Hospital*. 

Mary Hitchcock Mcmorinl Hospital '•*.Hanover, N. H. 

Veteran.® .4dmln. Hospital ’**.White River Jet.. Vt, 

Atlantic City Hospital '. Atlantic City, N. J. 

Cooper Hospital '-*. Camden, N. J. 

Veterans Admin. Hospital .East Orange, N, J. 

Hackensack Hospital . Hackensack, N. J. 

•Tersej City Jlwllcal Center. Jersey City, N, .T, 

Mountainside Hospital . Montclair, N. J. 

Burlington County Hospltnl *•*. Mount Holly, N. J. 

Fitkin Memorial Hospital .Neptune, N. J. 

Harrison S. Martland Medical Center .Newark, N. J. 

Newark Beth Israel Hospital *'*. Newark, N. J. 

St. Michael’s Hospital..Newark, N. J. 

St. Peter’s General Hospital .New Brunswidc, N, .T. 

Bergen Pines County Hospital . Pammus, N. J. 

Mercer Hospital ...Trenton, N. J. 

Bataan 3Icmorinl McthodI«t Hospital i-*.... Albuquerque, N. Mex. 

BemnllUo County-lndlan Hospital.Albuquerque. N. Mex. 

Veterans Admin. Hospital . Albuquerque, N. Mex. 

Albany Hospital ... Albany, N. T. 

Veterans Admin. Hospital .Albany, N. T. 

Binghamton City Hospital .Binghamton, N, T. 

Beth El Hospital *-».Brooklyn, N. T. 

Brooklyn Hospital . Brooklyn, N. Y. 

Jewish Chronic Disease Hospital '"*.Brooklyn, N. Y. 

Jewish Hospital . Brooklyn, N. Y. 

Kings County Hospital 

Division I.....Brooklyn, N. Y. 

Division II...Brooklyn, N. Y. 

Long Island College Hospital ...Brooklyn, N. Y. 
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Numerical and other refereneei will be found on pages £40 through £42. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


J.A.M.A., Oct. 4,195S 


8. INTERNAL MEDICINE-Continued 




JCmne of Hospltnl Location 

Liiflicran Mc<llcal Center^'*... Brooklyn, N. Y. 

Mnlmonidcs Hosiittnl . Brooklyn, N. k. 

Mclliodht Hospital . Brooklyn, N. Y. 

.St, (’athorlnc’s Hospital . Brook yn, I*. Y. 

St. .lolin’.s Kplscoiml Hospltnl '*». Brooklyn, N. Y. 

.St. Mary’s Hospital . Brooklyn, N. Y. 

Voton\n<i A<Uu!n. ...I3roQklyn, N. i- 

BiilTalo Ocncral Hospital . 

lH'iironp‘<‘. Hospital . H* „ , 

i-Mwiinl.Meyer Moinorlnl Houpltal ., 

Mlllanl Fillmore Hospital .MufTalo 

Kosnell Bark .Memorial Institute . 


.'elerans Admin. Hospital .. H'jttnlo 

,'!!ttnn SprinKS Sanitarium and Clinic Clifton SprlnKs, N. Y. 



Chief of Service 

YV. F. Rexer. 

Jf. Michael, Jr. 

H. D. Fcaron.. 

M, A. Jliirpliy. 

E. K. Mamtllo. 

V. Anminxlata. 

P. YY’. Spear. 

,1. H. Talbott. 

YY'. T. Zimdahl. 

H.K. Miller. 

3. F. Painton. 

.T. E Sokal. 

G. YY'. Bissell. 

B. A. YY'atson. 

£. D. Thomas. 

C. Cramer. 

A. YY*. Frcirelcb. 

N. S. Sloorc. 


.tiilimlen Hospital .. Tnlllntea’ n’y’ 

t}mH>ns Hospital center.^olVn^on City: n! y! 



iiet'khmn-botrntown Hospital 

Bellevii’ Hospital Center „ y p-, 

Hlv. 1-Colnmbln Cnivepity . 

Hlv. H-Y’oroell UtdversUy >-»-'*. 

.s">- 

”■.i;s i'H 

Israel Hospital ... ^ York City 


D. Porte. 

A. A. FlscW. 

K. Oechino.. 

YV. 3. McssinRcr. 

H. Belsky. 

E. Mcilman..:. 

YV. C. Meredith. 

Jf. .YfeCall. 

D. YV. Richards. 

T. P. Almy. 


L. Thomas. 


Beth 


Bronx .xw York- city 

Bronx Municipal Hospital t enter . 

(’oluinlms Hospital ['.i .. ’ Kew York City 

tam .street llcth Havid Hospital . . York Cfty 

Vrnneis iviafleld Hospital .. . New York City 

French Hospital . 

lioidwater Jfcmorial Hospital 

Co'iimlila University _ York City 

and Besenrch Hlvlsmn .. 

Third Sew York .Sew York City 

Medical Research Service . 

. Sew York City 

Harlem Hospital ... .. , New York City 

Hospital for .Tolnt W-ea*-.;^ '..New York City 

Knickerbocker Hosidtal . ...... Sow York City 

Lenox Hill Hospital .. 

.Ncu' York City 

1 Inrnln Hospital ... 

Memorial Center (or Cancer ...... Sew Y'ork City 

■ ami sYllled PI.sea«e.s ... 

.lames LwIdr Hospital. .. 

Memorial Hosidtal .. New York 0 ty 

Miserleordin .:::. 

Ssanin City Hosi'ICjl .sew York C ty 

nSJfil-;--:----'--. S 5-S SIS? 

^Blrd S. Coler Memorial .New York C t> 

Hospit^is•i-^...^^ Sew Yo^ gty 


0. F. YVilktnson, Jr., 

A. U. Fishbore. 

E. E. Flschel.^ 

I. M. London. 

.Y, Slroeusa. 

H. -Y. Solomon. 

R. P. Loch. 

H. J. McNellc. 
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k. S. Bruno. 

E. Lnwrenee- 
C. E. do la Chapollc. 
C. R. YlesscloH. 


R, YV. Rnwson. 


L. Y'. Booncy. 

L. LcUer. 

S. Biloon. 

A B. Gntinan... 
E. H. Luckey — 
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.1. F. Croce. 

Q p Wilkinson, Jr.. 

r! P. Loeb....;. 

A J. Antcnucci- 
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^^Iversity Hospital ....New York O ty 
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Roosevelt Hospltnl . ^ 
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It.S'a Hospital .i;;;;:;:.:...- sew York o ty 
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8. INTERNAL MEDICINE—Continued 


Nninr ol L<»cntlon 

Grti'i'laml’S Uo^pltal . Ynllmlln, N. T. 

A\liitc rin!n< . White PlnlnF, X. Y. 

Xorth Cnrolinn Mmorlal Hospital . ChniH’l Hill, N\ C. 

Charlotte Mcmorinl Hospital *. Charlotte, X. C. 

Duke rnl\erj;ily Alhliate«l Ilo^pllnl'^... 

DuVe Ho?pitnl . Purhnin. X. C. 

Veteran^ A<lmln. Hn«pitnl .Durham, X. C. 

\Vatt.« Hospital . Durham. X. C. 

City Memorial Hospital . \Vln«ton-Salcm, X. C. 

Xorth Carolina Baptlft Hospital Wln«ton-Salcm. X. O. 

Bi«marck Ho-^pllnl ^. Dl‘?mnrck, X. Dak. 

St. Luke’s Hospital ^. Fiitko, X. Dak. 

Akron City Hospital . Akron, Ohio 

Akron General Uospitnl ^. Akron, Ohio 

St. Thomas Hospital . Akron. Ohio 

Aultman Hospital . Canton. Ohio 

Mercy Hospital . Canton, Ohio 

Christ Hospital ^. Cincinnati 

Cniversity of Cincinnati Coll*'V'o of Me«!icine Hospital Group 

Cincinnati General Hospital '■*. Cincinnati 

Veterans Ailinin. Hospital . Cincinnati 

Good Samaritan Hospital . Cincinnati 

.Teuish Hospital '**. Cincinnati 

St, Mary's Hospital . Cincinnati 

Cleveland Clinic Hospital . Cleveland 

Cuyahopa County Hospital . Cleveland 

ralrriew Park Hospital .Cleveland 

Hlphland Metr-Cuynhopa County Ho-pilal .Cleveland 

Huron Road Hospital . t'leveland 

Lutheran Hospital . Cleveland 

Mount Sinai Hospital . Cleveland 

St. John's Hospital . Cleveland 

St. Luke's Hospital . Cleveland 

St. Vlucent Cnarlty Hospital . Cleveland 

University Hospital* . Cleveland 

Veteran* Admin. Hospital Cleveland 

Mount Carmel Hospital . Columhus, Ohio 

Ohio State University Hospital* 

University Hospital '**. Columhu*, Ohio 

White Cross Hospital '•*. Columhu*, Ohio 

Good Samaritan Hospital . Dayton, Ohio 

Miami Valley Hospital . Dayton, Ohio 

Veterans Admin. Hospital . Dayton, Ohio 

Marymount Hospital . Garfield Hcichts, Ohio 

Jiercy Hospital . Hamilton. Ohio 

Laketrood Hospital . Lakewood, Ohio 

Lima Memorial Hospital . Lima, Ohio 

St. Rita’s Hospital >•'». Lima, Ohio 

Maumee Valley Hospital ’•*. Toledo, Ohio 

Mercy Hospital . Toledo, Ohio 

St. TTneent’s Hospital .Toloilo. Ohio 

Toledo Hospital .Tole<lo, Ohio 

Tnimhull Memorial Hospital ’.Warren. Ohio 

St. Elizabeth Hospital . YounK^town, Ohio 

Younpstown Hospital . Younestown, Ohio 

St. Anthony Hospital . Oklahoma City 

University of Oklahoma -Meillcal Center 

University Hos;dtnl i-s-sss. Oklahoma City 

Veterans Admin. Hospital *.Oklahoma City 

Wesley Hospital ^. Oklahoma City 

St. John's Hospital . Tulsa, Okla. 

Emanuel Hospital . Portland. Ore. 

Good Samaritan Hospital . Portland, Ore. 

Providence Hospital . Portland, Ore. 

St. Vincent’s Hospital . Portland, Ore. 

University of Oregon Medical 

School Hospital* and Clinics . Portland, Ore. 

Veterans Admin. Hospital . Portland, Ore. 

Ahington Memorial Hospital . Abington, Pa. 

Allentown Hospital . Allentown, Pa. 

Sacred Heart Hospital . Allentown, Pa. 

St. Luke’s Hospital . Bethlehem, Pa. 

Bryn Mawr Hospital . Bryn Mawr, Pa. 

Geo. T. Geisinger Memorial Hospital i-*. Danville, Pa. 

Easton Hospital . Easton, Pa. 

Hamot Hospital . Erie, Pa. 

Harrisburg Hospital . Harrisburg, Pa. 

Harrisburg Polyclinic Hospital . Harrisburg, Pa. 

Albert Einstein Medical Center 

Xoithern Division ^. Philadelphia 

Southern Division . Philadelphia 

Chestnut HIU Hospital ^. Philadelphia 

Episcopal Hospital . Philadelphia 

Erankford Hospital . Philadelphia 

Germantown Dispensary and Hospital . Philadelphia 

Graduate Hospital of the 

University of Pennsylvania . Philadelphia 

Hahnemann Medical College and Hospital .Philadelphia 

Hospital of the University of Pennsylvania .Philadelphia 

Hospital of the Woman’s Medical College 

of Pennsylvania . Philadelphia 

Jefferson Medical College Hospital . Philadelphia 


Chief of Service 

W, P. Reed. 1,101 

D. Fertlg. 1,3M 

C. K. Burnett. 1,430 

J. .'I. Alexander.. 2,304 


E. .A Stead, .Tr. 2,702 

W. p. Dciss. 2,142 

I. H. Manning, Jr.... 3,041 

C. H. Reid. 

K. H. Yount. Jr. 4,.vt9 

C. H. Peters. 1,S50 

A. C. Fortney. 1,S15 

T. L. Bliss. 4,432 

H. Kraus. 2,235 

M. G. Wince. 2,C30 

H. »T. Ickes. j,452 

M. F, Moots. 3,271 

W. O. Ramey. 1.201 


R. W. Vlltcr. 2350 

X. Fowler. 13^0 

L. B. Owens. 3,4.57 

H. Scliiro. 2,C.j7 

R. S. Green. 2.272 

.A. <\ Emstene. 1,219 

• H. Raininelkamp. 1,001 

H. E. Chri«tinnn. 2,700 

D. R. Weir. 970 

K. A- Marshall. 2,.3l7 

M. August. 1.492 

M. L Siegel. 3,045 

W. M. Xovince. 2,007 

A. D. Xlchol. 3,804 

F. R. Hnnrahnn. 4,039 

R R. Ebert. 3.090 

X. P. Shumway. 2,804 

r T. Knies. 1337 

B K. Wiseman. J/OG 

D. J. Vincent. 2,3oC 

J. P, Kupennan. 4,134 

.A. J. Gabriele. 5,SSS 

S. Simerman. 1,414 

F. J. Hruby. C,2G1 

C. A. Schuck. 2,724 

J. T. Ledman. 2,036 

L. X. Irvin. 3,210 

F. G. Maurer. 2,782 

3t. E. Green. 1,2.55 

G. W. Bnscom. 613 

.M. A. Schnitter. 4,730 

J. L. Kobacker. 3.800 

J. R. McKay. 3,071 

P. J. Mahar. 0,319 

J. Xoll. 2,052 

P. M. McXciU. 22248 


8. G. Wolf. Jr. 1A23 

J. F. Hamraorsten. 2,034 

W.W. Rucks. Jr. 1.2S9 

AV. J. O’MeiUa. 4,200 

R. AUeman. 3,067 

W. Larson. 3,080 

R. McAIahon. 3,515 

E. E Rosenbaum..... 5,092 

H. P Lewis. 3.100 

L. W. Ritzmaim. 2,314 

J. T. Beardwood, Jr. 1,840 

C. H. Kelchner. 2,332 

A. W. Dubbs. 2,520 

R. K. Shields. 2,320 

W. W. Dyer. 2,903 

.7. A. Collins. 2,523 

J. Kincov. 2,120 

J. B. Tredway. 3,3S3 

J. A. Daugherty. 3,044 

A. W. Cowley. 3,133 

B. A, Gouley. 2,S17 

T. Mendell. 2,480 

R. M. Tmitt, Jr. 1,186 

S. R. A’ogcl. 2,2S4 

G. E. Mark, Jr.. 1,285 

R. W. Mays. 2A77 

H. L. Bockus. 1,480 

.7. H. Moyer. 2,C3S 

F. c. Wood. 5jog 

AV, G. Leaman. 1,436 

AV. A, Sodeman...,,. 4,098 






c- 

*S* 


i£ 


i|-£ 

C-' 

^ c< S 

lit 

5 

goe 

11 ? 

< 

SkS 

c-tO 


mxw 

113 

o 

3 

3 

175 

57 

1 

3 

3 

175 

54 

7 

15 

3 

175 

81 

1 

3 

3 

250 




3 


ios 

14 



iw 

104 

7 

13 


... 

48 

2 

5 

*3 

300 

78 

i 

3 

3 

300 

84 

5 

11 

3 

106 

• 41 

o 

o 

1 

300 

01 

n 

e> 

1 

SOO 

211 

•■> 

6 

3 

250 

89 

3 

9 

3 

2.50 

115 

-y 

5 

.■> 

250 

ns 

3 

0 

3 

275 

65 

2 

3 

3 

200 

S\ 

2 

C 

1 

200 



.. 

2 


240 

12 

30 

.. 

ic-c 

120 




... 

131 

2 

‘g 

3 

• 250 

124 

0 

11 

3 

195 

63 


4 

3 

250 

27 

19 

46 

3 

175 

165 

4 

20 

3 

162 

102 

o 

4 

2 

200 

90 

5 

9 

1 

11?0 

115 

2 

6 

3 

210 

94 

2 

4 

1 

250 

160 

6 

10 

3 

215 

49 

2 

3 

o 

1S5 

148 

3 

s 

3 

' 140 

13S 

4 

s 

3 

* 210 

275 

12 

30 

S 

150 

190 

6 

IS 

S 


68 

4 

7 

3 


229 

C 

25 

3 

177 

77 

1 

3 

3 

290 

77 

1 

1 

1 

270 

194 

<> 

0 

3 

250 

190 

10 

24 

3 

,,, 

29 

i> 

o 

1 

200 

97 

3 ' 

9 

1 

200 

93 

3 

7 

3 

200 

.59 

1 

3 

1 

275 

40 

1 

3 ' 

3 

400 

06 

2 

5 

3 

285 

23 

1 

3 

1 

275 

121 

1 

3 

3 

325 

in 

1 

3 

3 

275 

66 

1. 

3 

3 

300 

93 

o 

5 

2 

300 

95 

3 

8 

3 

325 

04 

1 

9 


SOO 

97 

io 

2S 

*3 

200 

335 

5 

16 

2 


50 

1 

1 

1 

2 ^ 

03 

2 

c 

2 

175 

no 

1 

3 

3 

275 

SI 

2 

C 

3 

275 

160 

o 

5 

3 

275 

157 

2 

6 

3 

275 

247 

3 

9 

3 

125 

163 

S 

19 

S 

... 

109 

1 

4 

3 

150 

133 

1 

3 

3 

225 

OG 

1 

o 

2 

225 

lOS 

1 

2 

3 

225 

144 

2 

6 

3 

200 

85 

3 

8 

3 

175 

105 

2 

3 

2 

250 

305 

1 

3 

2 

250 

133 

2 

4 

3 

250 

149 

2 

4 

3 

250 

129 

S 

18 

3 

125 

86 

2 

5 

3 

125 

56 

o 

2 

1 

350 

90 

2 

0 

3 

150 

57 

1 

2 

1 

250 

101 

1 

3 

3 

175 

65 

3 

6 

3 

100 

U7 

4 

12 

3 

75 

192 

14 

43 

3 

... 

51 

1 

5 

3 

no 

163 

S 

12 

3 

100 


Numerical and other references will be found on pages 640 through $42. 
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8. INTERNAL MEDICINE-Continued 


Sninp o{ Ho?])Unl Ijociition 

l.nnVcnnu Bos))ltnl ’■*. PlilladcIpUIn 

Mcrcy-Doticlnss Itospltnl . Plilladclphla 

Mfiliodlsl Kpiscnpn) Jlo.“piJnl . Phllndelphis 

Hospital ’. Phtladciphiii 

tVimsvlvanla Hospital . Phllatlclpliia 

PlilladpIpWa Honarnl Hospital . Phlladelpliln 

Po'sliytprlnn Hospital . Phmulclphla 

Temple University Hospital . Phlladclplilu 

Vpternns Ailraln. Hospital . Phllndclptiin 

Alleulmnv Genmil Hospital ’. PittslnirKh 

Health t’ciiter Hospital of the University of Plttshiirph 


Olilcf of Service 
I). B. Plcrson- 

- E. h. Sortx . 

E. E. HoHotvay. 

H. P. Robertsoa..., 

S. J. Skwwak. 

G. G. Duncan. 

C. 5f. Thompson_ 

G. P. Rouse_..... 

T, H. Durant. 

H. P. Close. 

V. B. Callomon_ 


■ ■■■ ■ '■ . Ho.spltnl''-*. 

‘ 1-n .. .. 

.Pittsburgh 





.St. Francis General Hospital and 

Rehahiliiatimi Institute ... 

St. Mftrirnrct McinorJnl nl . 

A'elerans -Admin. Hosjiital . 

Pcnn'^ylvnntn .. 

Reading Hospital ... 

nnUf'rt PnrVi'r HosDllal . 


Rhode Island Aftllfateit IBuplfals. 

Mmorinl Hospital .. 

.Miriam Hospital .. 

Khoili' Hospital . 

. Newport. R. I. 

.... Pawtucket. R. 1. 
.... Providence, R. 1- 
.... Providence, R. f- 
.... Providence. R. B 

\ctcrnn.s Aiinjin. iiospiim 

Toachln^: Hospitals ot tlic Mwllcal t nll(*>:c 

Columhln no.spUal ol Rlehland County .. 

_ Charleston, S. C. 

. Columhla, S. C. 

... Columbia, K. C. 

Veterans .Admin, .. 

Tieroness Erlangcr Hospital . 

. CtiattanooRa, Tenn. 


C. R. Scliacfer,., 

.T. D. Myers. 

,V M. .Tohnstoii... 
.1. H. Sllvcrborf,'. 
A. V. Mortran.... 


F. Conciliis. 

t^ .T. Bowen. 

.A. S. Glusliicn. 

R, D. Forsyth. 

•T. R. Spannntl). 


H. AY. Brownell. 

A. M. Btirms. 

E. A. Starp. 

M. X. Fulton. 

B. AY. Phillips. 


V. Mo-^cley. 


AY. 0. MeUain. .Ir. 

S. D. Zimmerman. 
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2,240 
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fi 
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127 - 
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12 


I2I 
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Id 

2,490 

137 
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1,005 

57 
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2,888 

131 
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13 

1,146 

14 

r» 

0 

,3,011 

109 

li 
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1,627 

44 

1 

3 

4,370 

112 

2 

4 

1,.32S 

415 

i 

1 

S,')"!) 

2.5S 

8 

20 

3,449 

340 

O 
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2,421 

196 



3,995 

6t 

3 

•) 

1,314 . 


1 

1 

587 

07 

. . 


l,5i(i 

SI 


1 

3,8.55 

211 

5 

0 

1,713 

76 

2 

4 

2,600 

110 

7 

14 

4,.521 

'iii 

'i 

i 

3,914 

129 


0 

4,854 

3.31 

4 


'4,657 

69 


3 


vt Afarr's Afemorial Hospital 
'university ot Tennessee Atetiiorlnl Research KnosviUe. 'I'onn. 

Center and Hospital...... AtemoWs. Tenn. 

City of Memphis Hospitals .. Memphis, Tenn. 

.St. Joseph Hospital ■••••: . I], Memphis, Tcnn. 

A'eferan.s A<ltnln._ Hospital . ... jtnsUviUe, Tcnn. 


Baptist Hnspital 
Georcc 


... Xashvllle. Tcnn. G. B. 


R. B. AA'ood. 

I. P. TiUlis. 

S. B. Bluckwoll... 
F. S. Dietrich.... 
0. C. AVOotlcocl: 


1,070 

2,775 

3.07.2 

3,500 

2,820 


KC AV. Huhhard .. Snshville, Tenn. 

.Vashviile General Hospital .. jIttSUvIUo. Tenn. 

St. Thomas Hospital V,'’i-i .. Xashvillc. Tenn. 

A'anderhllt University . , Snshvlllc. Tenn. 

A'elerans Admin. v”! rm,r>iiiV,ile< Oak RKlSC, Tenn. 

Oak RldKC Inslllutc oI . Dallas, Texas 

Baylor University Hospital . Dallas, Texas 

.Methodist Ho.spUnl .. Dallas, Texas 

Parkland Mpsiiorlal Hospital .. Dallas. Texas 

.St. Paul's Ho.spltnl ’*••••,• .Dallas. Texas 

Veterans Admin. Hospital ‘ . AVorth, Texas 

Harris Hospital *.. 

University of Texas Medical . (talveston. Texas 

SS»'- .r.S»;S 

.Methodist Hospital .Houston.'rcxiis 

A'eterans .Admin. Hospital . .Houston, Texas 

. Houston, Texas 


Brothers. L2W 


AAU J. Card. 

.T. .1. Callaway.... 

H. J. Morgan. 

R, France. 

G. .A. .Andrews.... 
R. Tompsett. 

A. E. Haley. 

D. Seldin. 

p. Q. Needham— 

B. Friedman. 

M. Church. 


.T. 


T. Stone, Sr. 


Houston, Texas 
.. McKinney. Texas 

V-V .San Antonio, Texas 

. San Antonio, Texas 

Temple. Texas 
Ogden, Utah 

Salt I.akft City 
Salt Bake City 


Ueruninn nnspltal ^ ^ . 

nS* ."■ 

I)r. AV. U. Groves I.atter imy . 

Saints Hospital • . . 

Ho)v Cross * v;.V. 

Hnd 

Veterans Admin, jlospltal .Bake City 

Uii)m“ity''of Vermont .Burlington, Vt. 

^ De Goe.shriand Memorial Ho'idtal. Burlington, A/- 

Mary Fletcher Hospital . .Alexandria, A«- 

Alexandria Hospital CharlottMVlllc, A»- 

University of A irginia Hospit!i! ^ Clifton Forge, An- 

Clicsapcakc and Oldo Hosidtul • ■ • • • ■ • • ■ ■ • • Sews, Va. 

lllvcrsldc Hospital ’ .. Norfolk, Va. 

De Paul Hospital .. Norfolk, A a. 

Norfolk General Hospital . ... Riclnnoiid, A®- 

johnston-AVdlls Hospital .. 


.7 .A. Greene.- • • ■ 

H. AV. Onmmlngs, .Ir.. 

H. D. Bennett. 

E. A. AA’llker.son. 

S. .. 


1,202 

2,310 

3,449 

2,510 

352 

.5,030 

.->90 

3,054 

3,708 

2,509 

5,007 

3.001 


1,829 

3,387 

4,079 

5,772 

1,844 


981 

1,4.55 

1,007 


C. D. Howe. 

G A. Edwards. 

1,’, B. .. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


S. INTERNAL MEDICINE-Continucd 


Nnin*' ot T.orntlon 

MMkal Collppe ol V*rcinln— 

Hospital Division Illchmond, Va. 

Veterans Admin. UospUal i-s-ars. Ulchmond, Vn. 

JctTcrson Uo^plfal *■*.. Koanolrc, Va. 

Doctors Hocpltnl . Seattle 

Providence Uo«pltaT . Seattle 

STTCtllsh Hospital Seattle 

mivcrsity ol Wn«hlnr:ton Colloue ot 

Mctlicine AtllUateil lIo'-jdlnN. 

Kinp County Hospital Unit No. \ (Hjirlior\low) '.Seattle 

Veterans Admin. Hospital . Seattle 

Vlrplnla Mason Hospital . Seattle 

DecVJey Memorial Hospital . lleckley, W, Vn. 

Cljnrleston Genernl Hospital '•*. Charleston, W. Vn. 

Memorial Hospital . Charleston, W. Vn. 

CaMl Huntlncton Hospital ... HuntliiL’ton. \V. Va. 

Ch<sapeaVe and Ohio Hospital . Hunllnctori, W. Vn. 

Ohio Valley General Hospital . Whoellni:, W. Vn. 

Ln Cro««e Lutheran Hospital . La Cms>*e. \Vi«. 

Madison General Hospital . Madison, Wls. 

St. Mary’s Hospital . Madison, Wls. 

University Hospitnls . .. Madl-on. \Yl«. 

St. .loscph’s Hospital... Mnrshtleld. Wls. 

Columbia Hospltnl . .Mllwniifcee 

MllwauVce County Hospital . Milwaukee 

Milwaukee Hospital Milwaukee 

Mount Sinai Hospital . Milwaukee 

St. Joscph’.s Hospital . Slllwuiikee 

St. Luke’s Hospital . Milwaukee 

St. Mary's Hospital . Milwaukee 

Veterans Admin. Hospital Milwaukee' (Wood), Wi-*- 

Gorpas Hospital ’..... Ancon, C. Z. 

Queen's Hospital x-a-a'-T.... Honolulu, T. U. 

St, Urancis Hospltnl •’*... llotiolulu. T. H. 

Dayamon Charity District Hospltnl ***. Uayauion, P. U. 

Ponce General Dbttict ■ • **'*’ Ponce, P, U. 

San .Tuan City Hospital .tunn, P. U 

Veterans Admin. Hospif * .funn, P, H. 


Chlel o( Service 



H. Walker. 4.575 

W. T. Thompson, .Tr. 4,8S1 

K. CTflwford. 1,1S3 

Q. B. Demnrsh. t!,4C6 

K. K. Hyne.s.... 2,TOG 

I). K. Sparkman. 4,078 


!l. H. M’iUlnin.s. 4.130 

It. S. Kvnns. T.-MO 

It. L. Kinir. 2.0^ 

A. I>. KIstin. 1.SSI 

W. .\. Thornhill, dr. 2,‘’d7 

W. <\ Stewart. 2.310 

.1. F. Carr. 2,137 

.! r. Ono. dr. 2.-^0 

C. IL llite>. 3,0IS 

T. K. Gundcr-en. 2.075 

A. d. Itiehtvineier. 2,700 

It. N. Allln. 1.0IS 

O. O. Meyer. 

G. K- Mnvnin..... 200 

JL W. Pohle. 2.775 

W. W. Knp^troin.. 13.715: 

K. It. Daniels. 2;:i3 

S. Gro'Sinan. l.'ifd 

P. G. La lllssonicre.2,217 

d. Mever. 1,053 

M. C. F. Linden. 1.402 

.M. W. tJ.arn*. 4.101 

,1. It Vlviif. 2,W 

II Gotslialk. 3,2.51 

C. M. Lum. J.StO 

i:. Itodriuuez. l,2."d 

H. r Kodrlinicz. l.'JOG 

It S. Dliir mvera. l.ool 

K. A. Kauticcr . 7,401 
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9. N'EUROLOGICAL SURGERY 

RejWeney prooraim In the following hoipltals have been approved by the Council and the American Board 
ot Neurological Surgery, through the Residency Review Committee for Neurological Surgery, 
as oherlng acceptable training In the specialty. 

Hospitals, 117; Assistant Residencies and Residencies. 3S7 


Name of Hospital 
UNITED STATES ARMY 
.\nny Medical Center 3-*.. 


I.oi'utifin 


Chief of Service 


AVashlnitton, D. C. G: d Ilayrs. 


NONFEDERAL AND VETERANS ADMINISTRATION 


University of Aluhainn 5Icdical Cente~ 

University Hospital and Hlllinan Cl ' 

\eteraDs Admin. Hospital . 

Lo« Anireles County Hospital '. Los AdjtcIcs 

Lnivcrslty of ('alifomia Medical ('enter. 

University Hospital *-3.. Los Aoj;clos 

Veterans .Admin. Ho«pItal . Los .Angeles 

M’hitc Memorial Hospital ... Los .\ngcles 

CoIUs P. and Howard Huntington 
Memorial Hospital . Pasadena, Calif, 

University of California Hospital®. 

Franklin Hospital . San Francisco 

University ot California Hospitals ®.Kan Francisco 

\eterans Admin. Hospital . San Francisco 

University of Colorado iledlcal Center. 

Colorado General Hospital . Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital . Denver 

Grace-New Haven Community Hospital—Hartford Hospital. 

Hartford Hospital . Hartford, Conn. 

Grace-New Haven Community Hospital New Haven, Conn, 

Georgetown University Affiliated Hospital®. 

Children's Hospital . Washington, D. C. 

DIstriet of Columbia General Hospital Washington, D. C. 

Georgetown University Hospital i-a-n*.Washington, D. C. 

George AVashlngton University Hospitals. 

Children’s Hospital.Washington, D. C. 

District of Columbia General Hospital.AVashlngton, D, C. 

George Washington University Hospital.Washington, D. C. 

Fmory University Affiliated Hospitals. 

Grady Memorial Hospital.Atlanta, Ga. 

Kmory University Hospital .Kmory University, Ga. 


,1. G. (lalbrailh . 

A. D French. 

C. W. Hand. 

W. E. SteVo 

W. E. Stem. 

P. A. Vogel. 


C. H. Shelden- 
IL H, PiifSenz, 


H .A, Brown. 

j. E. .Adams. 

O. W. .]<rncs. Jr.. 


O G. FrvH-d. 
C. G. Freed. 
K. Wclelu... 


W. B. Scovilie, 
W. J. German., 
O. H. Fulcher.. 
A. wniinms.... 


J. W. Watts, 
A. Williams.. 


E. F. Fincher. 


Numerical and other references will be found on pages 640 through 642. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


JA.M.A., Oct. 4,195S 


9, NEUROLOGICAL SURGERY-Continucd 


Nniiie of Hosiiltiil I.ocution 

I.oj’olft Unlvortiity (Strifch School of Medicine) 

AlllUnti'd Hosidtiils. 

Mercy Hospital >-=. Chicittro 

Veterans Admin. Uo.spitiil . Hlne.s, 111. 

Nortliwestcni University Mcdtcnl Center 

CtiicuKo Wesiey Memorial Hospital . Oliicafro 

rns«nvant Memorliil Hospital Chlcatro 

Veteran.s Admin. Uesearch Hospital . ChicaKO 

Kvan.ston Hospital . Evanston, 111. 

I’re'-tiyterian-St. Lnke’.s Hospital 

Ureshyterian Hospital Division . ChenKO 

.St, I.tike's Hospital Division . 

University of Chicafro Clinics . tlncafro 

Unlver.sity of Illinois Nrnropsyehlatrle 

Instlliite <-»-'">. 

Indiana University .Medical Cente- 
Indlana University Medical Cci ■ 

Veterans Admin. Hospital . 

State University of Iowa Hospitals 
University of Kansas Medical Center *' 

Universitv of Uonisville Medieal C 

Children's Hospital. 

Uonisville fieneral Hospital 

Norton .Memorial Hospital. 

V'terans .\dmln, JlospiDil . 


Chief of Service 


H. C. Vorls. 

E. Oldhcre-H. C. Vorls...' 

p.' b.’ Bucy.’.’.. 

U. Dnvi.s.. 

U. Davis. 

.T, TarklnKton. 


E. OldbcrR.. 
E. OldherK.. 
.T. P. Evnn.s. 
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Baltimore City Hospital.. 
University Hospital ’•••••••• 

Boston City Hospital 
ChlMren's Medical Center. 


New Orleans 
New Orleans 
Baltimore 
Baltimore 

.Baltimore 

. Boston 

". Boston 

Boston 



E. OldherK. 

R. F. HolinhtirKcr. 
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432 iio 


110 

13 

R. Meyers. 

W. YViliiam.son. 

030 
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it. G. Spurling. 

241 
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E. Grantham. 

190 

0 

D. H. Echols. 

09 s 
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M■. : ■ ■ ■ ,■ . ■ , .. 

. ' ■ ■ ■ ' .lackson, .Miss. 

University Hospital ....lackson, Miss. 

Veterans .tdmin. Hospital.. gl umii.s 

Bariie.s Hosjdtal''‘’- 


.1. C. White. 

. 1 . H Drew. 

B. Sclverstonc.. 

E. A. Kahn. 

E. S. Gnrdjinn.. 
R. S. Knik'hton.. 
IV. T. Peyton... 
.1. G. I.ovc. 
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UnSy Hospitals .;;;;;;;;;;;. Cleveland 
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Ohio State University Hospitals. Columhiis, Ohio 
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^ ivhfto Cross Hospital i 'i-'iao 
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"" unwerslty of OrcKon Medical hehool. Ore. 

Hospitals and ClIiMcs •. 

Veterans Admin. Hospital 


T. I. Hoen. 

S. YV. Gross. 

B. .S. Ray. 

.1 U. Pool. 
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F. P- Smith. 
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E. Alexander, .Tr... 
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9. NEUROLOGICAL SURGERY-Conlinued 


Nsiinc of Ho-n(tnl LociUlon 

GraJfiat^ Uo«p!tal of the Unhrr>'Ity 

-• T'-. rhllndcIphJR 

■ ' "• . ■ ‘uc nnd Hoc^iUnl ***.rhllndclphln 

' ■ of rennsylvnnlfi . rhlladolphla 

' * ■ * • Hospital .. Philndeiphln 

Temple University HospUnl .Phllndelphln 

Health Center Ho<pltnl« ot the University of 

Pjttil'urjrh School of Mcrllclne '■*. Plttshurph 

Children’s Hospital . Pittslmrch 

Presbyterian Uo-pltnl and Women’s Hospital Plltsburph 

Mercy Hospital . Plttsljurph 

Robert Packer Hospital '■*. Sayre, Pa. 

UnlvcnjUy tf Tenn''ssoe Mcillcal Center Hospitals. 

Baptist Memorial Hospital . Memphis, Tcnn. 

City of Memphis Hospitals '**. Memphis, Tenn. 

Vanderbilt University Hospital Nashville, Tcnn. 

University of Tcxo« MMical 

Branch Hospitals . Galveston, Texas 

Baylor University Collc^re of Mcilfclne Afllllated Ho«pltal«. 

Jefferson Davi* Hospital . Howston, Texas 

Methodist Hospital . Houston, Tcxa« 

Veterans Admin. Hospital Houston. Texas 

University of Vennont AfflUateil Hospital*. 

PeGoesbriand Memorial Hostdtnl .llurllnKton. Vt. 

Mary Flcteher Hospital . Hurllnpton, Vt. 

University of Ylrplnln Ho'^pitaU. 

University Hospital ***... Charlottesville, Vn. 

Veterans Admin. Hospital '**.,. Richmond, Va. 

Medical College of ■’nrclnla— 

Hospital Division . Richmond, Yo. 

University of Washlnpton AfTHlate^I Ifospital*. 

King County Hospital Unit No. 1 (Ilarborvlew) '.Seattle 

Veterans Admin. Hospital i-*. Seattle 

University Hospital* J-a. Madl«on, WI*. 


<’hlef of Service 


H. A, GrofT. 
A. K. Olsen 

R. Groff_ 

R. Jncker.... 
M. Scott_ 


.1. P. GninnnKlc. 

S. N. Rowe. 

P. n. Rmpdon... 
A. B. Kinp. 


R. L. Dc Saussurc.... 

P. Murphey. 

W. P. Meacham..... 

S. R. Snoilprass. 


J. Greenwood...... 

.T. Greenwood. Jr... 
.1. W. Koliertson.. 
R. M. P. Donnphy. 


W. G, CrutchfieW, 
J. L. Ulmer.. 

J. M. Meredith... 
A. A. Wnitl, Jr.... 


T. C. ErieVson, 
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10, NEUROLOGY 

Residency programi In the following hospitals have been approved for THREE years of training by the 
Council and the American Board of Psychiatry and Neurology, thi'ough the Residency Review Committee for 
Psychiatry and Neurology. (Applicants Intending to qualify for examination by the American Board of 
Psychiatry and Neurology, Inc., should refer to the Board requirements that the candidate have had at least 
two of the three years of his training In a program or programs approved at the two or three year level.) 
Hospitals, 67; Assistant Residencies and Residencies, 329 


Name of Hospital 
UNITED STATES ARMY 
Army Medical Center '**. 


Location 


Cliicf of Sert'lce 


Washington, D. C. H. W. Hogan, 


NONFEDERAL AND VETERANS ADMINISTRATION 


University of California Hospital . Lo* Angeles 

Stanford University Hospitals . San Francisco 

University of California Hospital* .San Francisco 

Veterans Admm. Hospital '-a-*'*. San Francisco 

University of Coloiado Medical Center 

Colorado General Hospital . Denver 

Denver General Hospital ***. Denver 

Veterans .\dmln. Hospital .Denver 

Grace-New Haven Community Hospital New Haven, Conn. 

Georgetown University Hospital .Washington, D. C. 

Veterans Admin. Hospital i-a-iip.Washington, D. C. 

Jackson Memorial Hospital . Miami, Fla. 

Northwestern University Jledical Center'-*-*®*. Chicago 

Chicago Wesley Memorial Hospital '-*. Chicago 

Veterans Admin. Research Hospital . Cblcogo 

Presbyterian-St. Luke’s Hospital 

St. Luke’s Hospital Division . Chicago 

University of Chicago Clinics . Chicago 

Lnlverslty of Illinois Neuropsychiatric Institute '**.Chicago 

Veterans Admin. Hospital . Hines, HI. 

Indiana University Affiliated Hospitals. 

Indianapolis General Hospital . Indianapolis 

Indiana University Medical Center '.Indianapolis 

State University of Iowa Hospitals . Iowa City 

University of Kansas Medical Center .Kansas City, Kan. 

Veterans Admin. Hospital .Kansas City, Mo. 

University of Louisville Affiliated Hospitals 

Louisville General Hospital . Louisville, Ky. 

Veterans Admin. Hospital .Louisville, Ky. 

Charity Hospital of Louisiana 

Louisiana State University Unit '.New Orleans 

Tulane University. Unit '.New Orleaps 

Baltimore City Hospitals .Baltimore 

Johns Hopkins Hospital . Baltimore 

University Hospital '.Baltimore 

Boston City Hospital '-*.Boston 

Massachusetts General Hospital .Boston 

New England Center Hospital '■*..*. Boston 


S. Rose. 

H. Newman. 

R. B. .4Ird. 

H. W. Newman. 

L. E. Daniels.... 


W. V. Huber. 

G. H. Glaser. 
P. M. Forster 

H. F. Corson 
P. Scbelnberg 
B. Boshes.... 
B. Boshes,,.. 
H. Koenig.... 

R. P. Mackay 
R. B. Rlcbtcr. 
E. Oldbcrg... 

E. Tigay. 

A. T. Koss.... 


A. L. Sabs. 

A. T. Steegmann...,, 
A. B. Williamson, Jr. 

E. Roseman. 

E. Roseman. 

R. Paddison. 

R. G. Heath. 

J. W. Magladery. 

J. W. Magladery. 

O. Tan Buskirk....... 

D. E. Denny-Brown.. 

R. D. Adams. 

J. P. Sulliran,. 
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'i 

205 

Ind. in Med. 

& Ped. 

o 

6 

165 

1,133 

1.5 

«7 

4 

173 

312 

5 

•7 

4 

125 

090 

23 


.. 

... 

733 

CO 

1 

3 

131 

292 

17 




704 

9 

1 

3 

100 

SIS 

10 

1 

3 

100 

916 

37 

2 

3 

12.7 

Incl. In Int. Med. 

1 

3 

ICO 

144 

4 

2 

5 


SC4 

10 

4 

10 

132 

766 

... 

4 

3 

C7 

410 

s 


8 

100 


NumtrUtI and other nfirenett will be found on pages C40 through 642. 
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APMOVED KESIDENCIES AND FELLOWSHIPS 


Oct. 4,1935 


10. NEUROLOGY—Continued 


Kamc of Hospital • location 

. Boston (Jamaica Plain) 

Henry Pord Hospital . Detroit 

Hnlvorslty ot Sllnncsotn Hospital.? 

Mlnncapotla General Hoapital .Minneapolis 

University Ho.spital Mlnncanolis 

VeteraM Admin. Hospital . mSpoIis 

Mayo Poundatlon .Rochester, Minn. 

Bame.s Hospital »-»...gt. lonls 

•llbany Medical School .ifflllated Hospitals. 

Albany Hospltnl r-*.Albany, N. T. 

\ctcrnns Admin. Hospital r-».Albany, N. y. 

KIdrs County Hospital 

Division n «-». Brooklyn, N. T, 

Bellevue Hospltnl Center 

Dlv. 11—Cornell University r-a-:«r. Xcw Vork City 

Dlv. Ill—New York University 

Colkce ot Medicine =*'.New York Citj- 

Bronx Municipal Hospital Center '-•'>. New York City 

•Montelloro Ho-spltnl .New York City 

.Mount Sinai Hospltnl ... New York City 

New York HospUal r-s.New York City 

Presbyterian Hospital (NcuroloRleal Institute) r,, New York City 

North Carolina .Memorial Hospital ■>-’. Chapel Hilt, N. 0. 

Duke Hospital ... Durham, N. 0. 

North Carolina Baptist Hospital t"". M’inston-.Salcm, N. C. 

t'nlversiiy ol Clnelnnat! Colleue nt Medicine 

Hospltnl Group. .. . . 

Cincinnati Gene-. ' ; ■■■; ■ '. .. Cincinnati 

Veterans Admin, j: , . ... Cincinnati 

Unlvers!;. H- .Cleveland 

Itosplta' < r !■•■■■■.■• ■ ' ■ ■■ ..-iinla *-=>. Philadelphia 

JelTerso' Philadelphia 

I’hUndcI, ‘ ■ ■ ■■ :! ■; ■ ■ . Phiimiclphin 

Baylor 

Mclice' ■ ■ !' ■ ■ . Vi’"",— ■«%"■■■ 

.JclTcrs ■ i'!'. Ii‘ : ■■■' '■■■.Houston, Tc.xas 

Metim ■ ■ ■■■ ’ . . Houston, Texas 

Vetcre- t'.‘ .Hmiston, Texas 

Cnlvcrs'.ij ! V r -i I 11 ' tals 

De Goc.sbrIand Memorial Hospital . Biirltiitrtom Vt. 

Mary Plctcher Hospital .. Uurllnptoif. Vt. 

University (il.\Vn“Wni;tou Afllllated Hospitals...-.VW;’ 

KIntr Counti- Ho.spltal Unit No. 1 (Harborvlew) >.Scatt c 

Veterans Admin. Hospital '•»...M.'.mVnn Ivis' 

University Hospitals »•>. t . Madison. IVis. 


Chief of Service 
P. A, Quadfasel...., 
R. N. Da done. 

h. D. PlOCtOT . 

H. H. Horan. 

A. B. Baker. 

R. O. Gray.,.. 

D. SI. Eaton.... 

.T, h, O'teiiry. . 

EV Messer .. 


.4. iM. Rabiaer. 
P, McDowell.... 

31. Bender. 

S. R Korcy..., 

T, Eawycr. 

M. B, Bender.. 
H. G. WoU.... 
H. H. SIcrritt,. 
T. 3V. Parmer. 
E. 0. Kunkle... 
,M. G. Nclsky... 

0. .\rlng. 


0. sVring. 

C. T. Randt, 
G, Gammon. 
B. J. Alpcrs, 
X. Ornstecn, 


W, S. Fields, 



H. 3Iartin. 

G. Schumacher..... 

P. Plum. 


H. Reese. 


<n ' 

4.1 

tn 

'm 

C, 

* 



C3 « 

O 

"2H 



0.9 

4., 

3 

< 

fi(«0 

Q 

0 vt; 

■550 

935 

li 

4 

10 

784 

17 

4 

14 

iso 

389 

18 

1 

3 

• 2sa 

599 

63 

o 

. 4 

220 

552 

16 

S 

8 

203 

674 

18 

2 

0 

3,86,5 

39 

i 

li 

ITa 

m 

31 

2 

4 

75 

4U 

"s 

rt 

’5 

ICO 

284 

15 

1 

1 

1,078 

55 

2 

6 

305 

m 

SS 

3 

4 

305 

500 

8 

4 

31 

3(K 

22T 

39 

o 

6 

IM 

600 

28 

4 

7 

387 

700 

21 

5 

30 

V) 

Ind, in Int. Med. 


1 

IGl 

2,815 

so 

10 

15 

250 

258 

5 

2 

4 

175 

401 

1 

3 

7 

KB 

286 

7 

1 

3 

m 

283 

'C'i 

*2 

0 

135 

177 

16 


1 

... 

240 

32 

ei 

5 

150 

492 

31 

3 

8 

300 

022 

IS 

3 

5 

100 

1325 

184 

0 

e 

321 

119 

‘ii 

'• 

‘i 

7a 

131 

I 

’i 

2 

220 

483 

21 

1 

3 


100 

3 

3 

2 

367 

256 

5 

1 

3 

250 

m 

itis 

’i 

'd 

125 

160 

617 

12 

6 

'2 

5 

ioo 


B«id 
and i 


Hospitals, 21; Assistant Residencies and Residencies, 52 


Same of Hospital 


Location 


Chief of Service 


UNITED STATES ARMY 

Lettcrman Army Hospltnl/;’. ’^^enver 

Pitzslmons Army Hosnital . 


Hospital 

UNITED STATES NAVY 

U. S, Naval H’Spttal . 

iiMiTro STATES PUBLIC HEALTH SERVICE 
Nattoinl institutes ol Healtli-Cllnical Center Bethesda, .Md. 

NONFEDERAL and VETERANS ADMINISTRATION 

Unlver.Hity ol Alabama Mcdlcal_Center BlrmluKliam. -lla- 

Crippled Chi drens Hospital ^ Blrrolngbam, .Via. 

university Hospital and HlUmnn Uimic. Blrmlnglinm. Ala. 

Veterans Admin. . .,.. Long Beach, OnljS. 

Veteran? Admin. ||"*'hdaj .. . Oakland, Calif. 

Voteran.s Admin. ||bsp taj ..._ Haven, Conn. 

Veterans Admin. Uosidtid .Washington, D. C. 

O - Hospitals...^...... 

I ‘ 1 . ■ ■ I ' ■ ..... . Detroit 

Receiving Ho.spilai • ..ButTolo 

Buiralo General Hn/htal//....-.. BuRalo 

Edward .> Moyer Meinorlal Hospltal . Cleveland 

Cleveland Clinic Hospital .. 

Ohio State Umvcrslty Hospitals . Oolumlms, OWo 

cSwwltTof Ofclnhoinn/ietiicai Center.. • - ■ ",V o»y 

Unlvensity HbspHo' ' .. ;i’;;'.i. Oklulionm City 

UniveSty of Oregon Medical School Hospitals p^jt^nd. Ore. 

Vanderbilt Umv-i niy 1, "M'j'a' . Salt City 

Veterans Ad!.'iln. U'.'•1’;',/..Vili.Ohnrlotfcsvffle, Va, 

University of Viigima Mo.-mtal . uuanu - 


W. Porter. 

H. CoWngs, Jr.. 


Bethesda, Md. J. K. Nardiid, 


M. Shy. 


W. S. LittlejoUa. 

W. S. .. 

J. Tucker. 

M. Feld. 

.T. K. Smith. 

p". M. Porstcr-H. Stevens. 
J.‘S. Meyer. 


I. Hymnn....... 

B. H. Smith.... 

G. H. Wmiams.. 


D. SI. Bttltner .. 

S. WoU-H. .. 


. 

/tSlSSLj \J- .• ___ — -— - - ..U RA9 

b. touiid^ p*9m «<> 


R. L. Swank. 

B Youngue-_ 

B. E. Sprofkin. 
M. K. Thomas. 
T. R. Johns- 


in 

'r. 

ug 

%u’> 

AS’O 1. 

<A 

3 

_ 0 s 

oSe 


O-y 

^ ♦*' 
a a 
evg 

Tn 

a, 

0 

fllS 

Qua 

■SB5 

SE4 


9<KO 


caco-^ 

393 

1 

2 

2 

... 

188 


1 



302 

... 

1 

2 

... 

509 

14 

... 

4 

.»» 

'95 

122 

487 

"5 

58 

”i 

1 

1 

() 

0 

1 

3 

0 

«.» 

105 

• •• 

S9S 

... 

1) 

2 


60S 

450 

*53 

3 

2 

5 

5 

c 

233 

... 


... 

a 

i'lo 

IMl 

1 

1 

247 

258 

234 

1 

1 

1 

n 

175 

177 

i'5 

iDcl. in int. Med. 

■ 381 

1 

1 

0 

tie 

... 

... 


ff 

125 

390 
op,8 

31 

36 

1 

0 ‘ 

tf 

a 

.»» 
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OGft 0 
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10. NEUROLOGY-*Continucd 

Residency programi In the following hospitals have been approved for ONE year of training by the Council 
end the American Board of Psychiatry and Neurology* through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neurology* Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training In a program or programs approved at the two or three year level.) 
Hospitals, 26; Assistant Residencies and Residencies. 51 


Name ol Ho-pltnl Location 

UNITED STATES NAVY 

U. S. N'a\nl Hospital ... Philadelphia 

nomfeoeral and veterans administration 

Veteran® Admin. Hospital . Lo« Anpolc® 

White Memorial Hospital . Anpcle® 

OcorKC Washington Unircrjlty Hospital — IVn'hlnpton. D. C. 

Coob County Ho-^pltal. Chicnpo 

Veterans Admin. Hospital . Iowa City 

Veteran® Admin. Hospital .TopeVn. Kan. 

Ma««achu®ette Memorial Hospital . Boston 

St, Loul® City Hospital. St. Ixiuls 

Veteran® Admin. Hospital . Omaha, Keh. 

Veteran® Admin. Hospital . En®t Oranpc, N. .1. 

Jcwl«b Chronic Di«ca®e Ho'pitnl ... BrooUyn, K. Y. 

Vete.'Tin® Admin. Hospital . BrooVlyn. K. Y. 

Fordbnm Hospital ...New York City 

Goldwater Memorial no®idtal 

Ketr York University I)IvI«Ion III .Xcw York City 

Lenox Hill Uo«plt,al ...New York City 

New York Medical College—Metropolitan ilctllcal Center 

Metropolitan Hocpital . New York City 

Veteran® Admin. Hospital (Bronx) .New York City 

Veteran® Admin. Ho«pItal (Manhattan) York CItv 

Graduate Ho'pital of the Unher®lty 

ol Pennsylvania . Philadelphia 

Teacblnq Ho«pital.« of the Medical Collejrc 

of South Carolina... Charleston, S. C 

Medleal College Ho«pltal. 

Roper Ho«pUal... 

City of Memphis Ko®pUal . McraphI®, Tenn. 

University ot Texas iledlcal 

Branch Ho®pItGLs '-». Galvc«ton, Texas 

Veterans Admin. Hospital . Richmond, Va. 


Chief of Scr\ Ice 


J. F. McMullin. 


R. Baker.. 

L. B. Mann. 

j. W. Watts. 

W. R. Kirschhaum. 

M. W. Van Allen.. 

M. R. Shaver......... 

C. A. Kane.... 

W, Kemplnsky—L. Tureen. 

F. A. Majka. 

W. O. Howard.. 

A. M. Rablner.. 

M. N. Matpulics.. 

.T. H. Friedman.. 

I. S. Freiman. 

A. Ben.. 

r. Tarlov. 

W. Brown.. 

R. E. Peck. 

A. Tomaj.... 

O. R. TallMjrt. 




430 

175 

700 

1,444 

412 

319 


17 

13 


N Gotten. 

T. narrN.. 
Davis... 


£ o* 

o 

i cc: 


O 

=--o 


£ s 


215 

150 

140 


IncL in Int. 

a, 

1 

1 

175 

553 

70 

1 

o 

200 

245 

21 

1 

2 

... 

4<V> 

3C 

1 

1 

... 

, .541 

33 

o 

4 

175 

•’52 

15 

1 

1 

... 

113 

4 

1 

1 

105 

sro 

G 

1 

3 

105 

3^7 

10 

1 

1 

ISO 

150 

1 

1 

3 

105 

4ryi 

16 

et 

.) 

... 

30C 

20 

4 

8 

... 

303 

9 

2 

2 

... 

134 


1 

1 

137 

’c6 

"i 

'i 

2 

150 

Incl. in P«ychlatry 

1 

1 

160 

3.56 

3 

1 

3 



11, OBSTETRICS AND GYNECOLOGY 


Reildency programs In the following hoipltili hive been approved by the Council and the American Board 
of Obstetrics and Gynecology, as offering acceptable training In the specialty. 

Hospitals, 4S2; Assistant Residencies and Residencies, 2*557 


Name of Hospital Location 

UNITED STATES ARMY 

Letterman Army Hospital . San Francisco 

Fitzslmons .Army Hospital .Denver 

Army Medical Center .Wa«hlDeton, D. C. 

William Beaumont Army Ho®pital *.El Paso, Texas 

Brooke Army Hospital .San .Antonio, Texas 

Madigan Army Ho«pltal .Tacoma, Wash. 

Tripler Army Hospital . Honolulu, T. H, 

UNITED STATES NAVY 

U. S. Naval Hospital '-*.Oakland, Calif. 

U. S. Naval Hospital ^.-. San Diego, Calif. 

U. S. Naval Hospital . Great Lakes, ID. 

U. S. Naval Hospital . Bethesda, Md. 

U, S. Naval Hospital ... Chelsea, Ma®*. 

U. S. Naval Hospital ^. St. .Albans, N. Y. 

U. S. Naval Hospital . Philadelphia 

U. S. Naval Hospital .Portsmouth, Va. 

DEPARTMENT OF HEALTH* EDUCATION, 

AND WELFARE 

Preedmen’® Hospital .Washington, D. 0. 


Chief of Service 


H. M. Jesurun.OBG 

j. H. Smith.OBG 

H L. Riva.OBG 

A. K. .^^choenbochcr. OBG 

j. J. Young.OBG 

H. E. Harrison.OBG 

E. A. Zimmerman... OBG 


R. W. Tandy.OBG 

W. S. Baker, Jr.OBG 

R. A. Christenson.. OBG 

T. B. Lebherz.OBG 

M. A. Godiner.OBG 

J. W. Huston....... OBG 

H. J Hunter.OBG 

D. A. Callagan.OBG 


J. F. Clark.OBG 



3,W5 

2.619 

3,442 

4,162 

2,937 

3,310 

5,707 


3,693 

0,318 

2,3S 

2,965 

1,659 

2,134 

2,074 

6,717 


4,997 


^15 

5a 250 




fete 



n 

C 

15 

20 

o 

.1 

3 


3 

4 
o 

4 

o 

4 

1 

4 


6 

C 

12 

C 

9 

G 

G 


U 

13 

5 

S 

4 

4 

10 


3 

3 

3 

3 

3 

3 

3 


3 

3 

3 

3 

3 

S 

3 


1 6 3 305 


nonfederal 


Carraway Methodist Hospital ^. 

University of .Alabama Medical Center 

... Birmingham, .Ala. 

T. M. Boulwarc... 

.. OB 

2,074 

1 

, University Ho®pital and Hillman Clinic 

.. Birmingham, Ala. 

W. N. Jones. 

.. OBG 

C,6S9 

3 



O. T, West. 

.. OBG 

1,515 

3,727 

*» 

Good Samaritan Ho*^pital ^... 


C. Van Epps. 

.. OBG 

o 

Maricopa County General Hospital . 


E. Sattensplel. 

.. OBG 

1,696 




Z. CampbeD. 

.. OBG 

C4151 

4,542 

1 

Universl^ Hospital ... 

... Little Bock, Ark. 

W. E. Brown...... 

.. OBG 


Kern County General Hospital ^... 

.. Bakersfield, CaDL 

L. Smale. 

... OBG 

2,735 

8 

Herrick Memorial Hospital .. 


r. E. Toimge. 

.. OBG 

2,466 • 


San Joaquin General Hospital '. 

French Camp, CaDL 

D. Harrington..., 

.. OBG 

2.118 

1 


Numerical and other references will be found on pages 640 through 642. 


1 1 1 250 

4 9 3 ' lOS 

1 3 3 250 

2 1 300 

.. 2 3 300 

1 3 3 250 

4 13 3 155 

2 4 2 325 

1 1 1 175 

1 a 3 2C0 
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appboved besidencies and fellowships 


U. OBSTETBICS AND GraECOLOGr-C»„H„.«d 


Och 4,195S 


Chief of Service 

H. h. T/ccho,.. 

J. B. Brown. 

P. B, Hartley. 

G. tv. Hewitt. 

H. Krohn- 

G. IfoseaWum.... 

S. M. Martins. 

T. H. Baber. 

B. ,7. Hnnicy. 

it. R. Hcrrcn- 

E. A. Pearson _ 


H. E. XichoJs. 

G. P. Calvin. 

R. W. Ktafr. 

P. L. Martin. 

.T. A. Rust. 

D. A. Dallas. 

H. B Nelson.. 

O. X. Cooley. 

C. D. Hart.. 

H. Von GeWern . 
•I. Upton.. 

P. H, Arnot. 


E. C. Hill. 


Xnme of Hospital , , 

GIcntlale^sTnUarlum nml'Ho?nitn'l^i . 

(Winrs of l,elinn(m Hospitai'i-a-si*.. AnRcles 

.. Los Aogelcs 

Ilosiiltnl of The Opod Snmnritnii t__ 

Knlser 4oumIntlon Hosnitnl . . Eos Anjtclc.s 

3 . 0 s AnKvtes County Hosnltiiri.. Bps Ansclcs 

Pro^hyterinn Hospltnl-Olniste,! Memor'iari-J;[os Ses 

Qtiron <>( Ho^uitui 5 -** , 

I nlvor^'lty of IJo^nlVnl H. r. Kelly. 

\viiite Memorial .Xofi Angeles D* G. Morton.... 

Hiuhliiiyl.Alameda County 

Mem- . oSS HZ: 

Mary's ^IWp y"nHsco 

|- Pr„n| 

St, i.uke-s Hospital . fSc" 

S.an Pni'ielico ffospltal- prancisco 

University of Callfomlii Servlec *. San Francisco 

Stanford I’nlvorMty Amilatcd HnspUnls...;;:;;:;;“.f.. . ™ 

San Frnnri»co Hospital 

.. pranelsco 

' ■ ■ ■ Fj !. ispltnl.. San I’rancisco 

■ !' ■■■ : ■".< ■.‘'■fltiMateoComKyi.,. San .Mateo. Calif. 

I niverslty oi Cahlotiua Hospitals . San I'ranrlsco 

.Santa Clara Coimiy HospifnI . San .Tose, Calif. 

.St. .lolm'.s ffospital i-». Santa Monica. Calif. 

Ilarhor General Hospital ». Torrance. Calif. 

Pn'shyfcrinn Hospital . Denver 

St. .lospph’.s Hospltnl . Denver 

Cnlvcrslty of Colorado Medical Center. 

Colorado General Hospital i-’.Denver 

Denver General Hospital . Denver 

Brideeport Hospital t*’.,.,. IfridKcport. Conn. 

.St, Vlncent'a Ho'pita! t-a. Bridseport, Conn. 

Hfirtfon! Hospital . Hartford, Conn. 

.St. Francis Jfnspital . Hartford, Conn. 

Sew Jlritaln General IloypRnl . Eew Britain, Conn. 

Graee-Ncw Haven Community Hospital .New Haven, Conn. 

HoFpItal of St. Raphael...Few Haven, Conn. 

Eawrence and Memorial Hospitals .New Xondon, Conn. 

Norwalk Hospltnl . Norwalk, Conn. 

Delaware Hospital i-a-m.... Wilrainitton, Del. 

CoIiiniMn Hospllni for M'omen and 
J-yinrr-in Asylmn t*». WnshinBton, D. C. 

District of Coliimlila General Hospital >-=>.IVnshlncton, D. 0. 

Doctors Hospital »-». Washlncton, D. C. 

Georpetown University Hospltnl . Wnshlngton, D. C. 

Georfre IVashinKton University Hospital J\nsh ncton, D. C. 

providence Hospital ’. M ashinston, D. C. 

.Slhley Memorial Hospital . S' 

Wnshineton Hospltnl Center *•*. M ashineton, D. O. 

Duval .Medienl Center t-a. .Tncksonvlllc, Fla. 

.St. Luke’s Hospital . SiS' 

St. Vincent's Hospital 3,,...,..... *Inckson\Ulc, Fin. 

.Tnek.son Memorial Ho.spltnl .'i nin?t!’ Pin' 

Mount Slnnl Hospital of Orentor Jllninl M nm Bench, F a. 

St. Francis Hospital >*■>..... ^’""ortando F S' 

OrniiKC Memorial Hospital '.Orlando, iia. 

.Mound Park Hospital . St. Petw.slmrK, Fla. 

Tampa General Hospital cri. Atlanta Gn' 

Crawford M'. Lonn: .Memorial Hospital . At onta, fan. 

GeorKln Baptist Hospitn J.A"""!”' g”' 

St. .Toseph's Infirmary .. Atlanta, fan. 

Medical CollcRc of GeorRin Hospitals........;;:;;,’oVn‘oft 

EuBone TnlmiulRO Memoria! Hospital .Aususta, fan. 

university Hospltnl . A.mustn, G«- 

Macon Hospital . Macon, Gn. 

Memorial Hospital of Chatham County t-s.Savannah, Qn. 

Aufrustnnn-Hospital . Oblcaso 

OMcngo Mnternity Center Omcago 

Cook County Ho.spltnI. Ohicneo 

Englewood Hospital »... 

Frank Cunoo Memorial Hospltnl. unicngo 


V} 

o m 
P > 
iSo 
^ t* 
m Pi 
o p, 

. OBG 
. OBG 
. OB 
. OBG 


OBG 

OBG 

OBG 

OBG 

OBG 
. OBG 
. OBG 
. OBG 
. OBG 
. OBG 
. OBG 
. OBG 
. OBG 
OBG 
, OBG 
OBG 
OBG 
OBG 
OBG 

OBG 

OBG 


P. B. Hoftinau.. 

C. E. Mclycnnan. 

N. D. Morrison, dr... OBG 

E. IV. Pase.OBG 

.7. C. Muir.OBG 

Ji. H. Watson. OBG 

D. G. Morton. OBG 

M. 0. AVaddcll. OBG 

tv. kV. Tucker.OBG 

. OBG 

E. S. Taylor. 

iV. P. Ishcll. 

C. Griswold.OB 

F. Kinder. OB 

Jj. F. Middlebrook.. OBG 

F. X. FnRnn.OBG 

D. A. Bristol!. OBG 

C. L. Bii-vion- 

.7. A. Florito.OBG 

O. K. Johnson. OBG 

K. H. Blank. OBG 

E. G. Norrinffton,... OBG 

S. kV. Rennie. OBG 

S. kV. Hawken- 
H. .1. R. McNitt... OBG 
,7. Pnrks- 

Marchcttl...... OBG 

.1. K. Cromer. OBG 

A. A. Mnrehctt!.OBG 

H. Barter.OBG 

G. Ellis. OBG 

M. Kaufman. OBG 

kV. D. 'rcrrcll. OBG 

B. kV. McDowell- 

D. M. Baldwin.OBG 

R. kV. McDowell.OBG 

J. Jj. .kllROOd- 

V. A. HuRhes. OBG 

.T. II, FerRUson. OBG 

H. Krall. OBG 

,1. A. Hcffcman.OBG 

F. M. Parish- 

R. L. Toilo. OBG 

kV. B. Estes. OBG 

0. G. Rorebcefc. OBG 

R. K. Hancock. OBG 

E. D. Colvin. OBG 

J. B. Cross.OBG 

C. B. Upshaw. OBG 

kV. V. Skiles. OBG 

. OBG 

R. Torpin. 

kV. G. kVntson. 

E. Swllllng- 

F. Houser. 

H. C. Freeh. 

kV. A. Bolcc. 

B. E, Tuckcr- 
H. B. Bennron. 

A. kVohster 
F. H. Falls. 

C. D. Krause. 

A. Daro. 


cS es 
po 

s& 

2,83,-1 
2,050 
3,SGI 
3,020 

1,750 

3,4,30 

4,780 

24,785 

2,441 

0,435 

1,577 

2,810 

3,825 

4,m5 

7,05.0 

1,100 

2,6!M 

3,753 

2,412 

2,558 

1,852 

I,0!2 

2,780 

1,39.8 


1,407 

2,020 

053 

2,517 

1,57.5 

5,308 

3,291 

3,154 

4,808 


1,075 

2,078 

3,547 

4,023 

8,924 

5,040 

2,300 

7,623 

4,222 

s^dio 

2,019 

5,000 


7,743 

8,800 

2,570 

4,702 

0,307 

4.257 
3,293 
4,900 

2,587 

3,290 

4,406 

8,452 

1,809 

2,1.51 

4,979 

2,492 

4,087 

8,401 

0,374 

9.258 
2,930 
2,897 


OBG 

OB 

OB 

OBG 

OB 

OBG 


187 

4,503 

0,039 

1,512 

1,288 

3,885 

20,172 

2,317 

2,050 


a 

a 


1 

42 


10 

.3 

.0 

5 

4 


II 

1 

I 

'i 
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0 

4 

*4 

5 

3 
11 
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8 

4 
1 

'i 

4 


8 
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'i 

11 

3 

1 


1 

1 

29 
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1 

7 


25 

S 
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1 


32 


§'5® 
N flu 
a 

51 


a 
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tn ^ ft u 
<u 'Miies 

.oS« gga 
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2 

3 

2 
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1 
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1 
1 


10 

1 

1 


1 

10 


3 

9 

10 


0 

8 
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9 

4 

2 

3 

0 


4 

11 

2 

12 

6 

t> 

7 

1 

3 

ii 


4 
3 
8 
3 

12 

5 
3 
1 


4 

13 

2 

1 

3 

1 

0 
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0 

15 


12 

3 


11 


20 

1 


3 

2 

i 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

o 

3 

3 

Q 

1 
1 

2 
3 

1 

S 


l=s 

i; & 8 

&f&0 

aSS 

.■MO 

31', 

IS 


20.7 

2:fl 

213 

249 

200 

200 

229 
213 
200 
313 
S'V, 

230 
373 
200 
200 
300 
300 
32'. 
200 

203 


203 

100 

300 

231 

260 

20(1 

2I(! 

275 

200 

iso 

179 

240 

300 

125 

175 

210 

140 

160 

aw 

193 

229 


233 

200 

175 

150 

350 

200 

215 

150 

315 

225 

75 

2V> 

215 

325 

290 

250 

285 

305 

100 

290 

270 

200 

230 

350 

150 

m 

W 

200 
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Mumerieal and other reference* will be found on p*o»» MB through MZ. 
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11. OBSTETRICS AND GYNECOLOGY-Continued 


Nnino of Hospital Location 

Grant Hospital . Chicago 

Hospital of St. ^Vnthony TV Padua . Chicago 

Illinois Masonic Hospital . Chicago 

Lewis Memorial Maternity Hospital Chicago 

Lutheran Deaconess Home and Ho'^pitnl *. Chicago 

Mercy Hospital Chicago 

Michael Reese Hospital . Chicago 

Mount Sinai Hospital '*3. Chicago 

Korthwestem Unlrcrsity Medical Center 

Chicago Wesley Memorial Hospital .- Chicago 

Passavnnt Memorial Hospital . Chicago 

Evanston Hospital . Evanston. 111. 

Pre^hyterian-St. Luke’s Hoviiltal 

Pre^hyterian Hospital Division. Chicago 

St. Luke's HoM»Ita\ Division . Chicago 

Provident Hospital . Chicago 

St. .\nne*s Hospital . Chicago 

St. Elizabeth Hospital *. Chicago 

St. Joseph Hospital . Chicago 

Swedish Covenant Hospital. Chicago 

University of Chicago Clinics *-*. Chicago 

Billings Hospital... 

Chicago Lylng-ln Hospital and ilNpen'inry. 

UnivertUy oi Illinol< He^^'arch and 

Educational Hosdtnl': Chicago 

St. Francis Hospital '. Evanston, Ill. 

Little Company of .Mary Hospital . Evergreen Park, III. 

St. Francis Hospital . Peoria, Ill. 

St. .\nthony Hospital . Rockford, Ill. 

Indiana University Metlleal Center. 

Indianapolis General Hospital . Indianapolis 

Indiana University Medical Center Hospital '. Indionapolls 

Methodist Hospital ^. Indianapolis 

St. Vincent's Hospital . Indianapolis 

St. Elizabeth Hospital . Lafayette, Ind. 

State University of lown Hospitals '•*. Iowa City 

University of Kansas Medical Center . Kansas City, Kan. 

St. Francis Ho.spital i**. Wichita, Kan. 

Wesley Hospital i-*...^Vlchlta, Kao. 

St. Joseph Hospital »... Lexington, Ky. 

Ixjulsville General Hospital '•*. Louisville, Ky. 

St, Joseph Infirmary '•*. Louisville, Ky. 

Charity Hospital of Louisiana 

Independent Unit ^. New Orleans 

Louisiana State University Unit '. New Orleans 

Tulane University Unit '... New Orleans 

Hotel Dieu—Sister's Hospital. New Orleans 

Ocfisncr Foundatfon Hospital .Xcw Orleans 

Southern Baptist Hospital ^''5'...... New Orleans 

Touro Infirmary ^...New Orleans 

Confederate Mcmonal Medical Center . Shreveport, La. 

Baltimore City Hospitals i-*. Baltimore 

Bon Secours Hospital ^. Baltimore 

Church Home and Hospital '-*. Baltimore 

Franklin Square Hospital . Baltimore 

Hospital for Women i-*. Baltimore 

Johns Hopkins Hospital . Baltimore 

Lutheran Hospital '-*. Baltimore 

Maryland General Hospital Baltimore 

Mercy Hospital . Baltimore 

St. Agnes Hospital . Baltimore 

St. Joseph’s Hospital 3. Baltimore 

Sinai Ho'jplial . Baltimore 

South Baltimore General Hospital i-s-ies.Baltimore 

Union Memorial Hospital Baltimore 

University Hospital ». Baltimore 

Prince George’s General Hospital . Oheverly, Md. 

Beth Israel Hospital **3.Boston 

Boston City Hospital i'®.Boston 

Boston Lying-In Hospital i-s—Free 
Hospital for Women ^*3. Boston 

Carney Hospital 3—gt. Margaret’s Hospital *'3. Boston 

Massachusetts Memorial Hospitals Boston 

New England Center Hospital i-®. Boston 

New England Hospital .Boston 

St. Elizabeth’s Hospital '”3.Boston 

Booth Memorial Hospital ^-3.Brookline, Mass. 


St. Anne’s Hospital *.1.Fall River, Mass. 

Quincy Hospital .Quincy, Mass. 




(R 



« 

««• , 05 

~ss 


Chief of Service 

CJ O 

a > 

£i o 

*3 

CP C. 
«< 

Is 

s ^ 

Cm O 

® id 

c- 

v. 

O 

Sw* 

CP £ 

c 

rHg:o 

Coe 
M e.tc 

Bottlnnln 

Stipend 

(Month) 

•T.P.'ritz-Glbbons... 

OBG 

24131 

5 

1 

2 

o 

225 

J. J. Bonlon. 

OB 

1,717 

1 

2 

2 

i 

250 

F. J. Roos. 

OBG 

3,U6 

3 

0 

o 

1 

115 

H. E. Schmitz. 

OBG 

4,434 

9 

6 

14 

3 

lO 

A. D. Grwn. 

OB 

1,60S 


1 

1 

1 

200 

H. E. Schmitz. 

OBG 

2,035 

*8 

,, 

3 

3 

200 

L. Frankenthal. 

OBG 

4,9C0 


2 

7 

3 

125 

C. Fields. 

OBG 

3,209 


2 

5 

3 

225 

G. Gardner.. 

OBG 

3,390 

2 

o 

7 

3 

125 

.1. 1. Brewer. 

OBG 

2.235 

i 

0 

4 

3 

125 

D. N. Danforth. 

OBG 

3,(M7 

2 

i 

3 

3 

225 

H. Boyson. 

OBG 

2 ,SC6 

3 

2 

0 

3 

125 

E. A. Edwards. 

OBG 

2,44C 

3 

o 

6 • 

3 

125 

R. C. Stepto. 

OBG 

3,211 

oo 

2 

5 

3 

200 

R. J. Hawkins. 

OB 

3,7C2 

.. 

6 

6 

1 

250 

F. J. Walsh. 

OBG 

3,007 


1 

3 

1 

200 

C. .1. Gclccr. 

OBG 

1,919 


1 

3 

3 

300 

G. L. Rosene. 

OB 

1,SG1 


2 

ft 

1 

240 

M. E. Dftvfs. 

OBG 

5,425 

13 

11 

20 

3 

200 









\V. F. Mengert. 

OBG 

3,747 

1 

3 

9 

3 

140 

.1. X. Bremncr. 

P. E. Lawler- 

OBG 

4,S67 

3 

1 

3 

3 

210 

W. T. Carlisle.... 

OBG 

C,S90 

1 

3 

9 

3 

175 

W. S. Miller. 

OBG 

4,7CC 

1,697 

3 

1 

o 

o 

225 

G. T. Bums. 

OBG 


1 

i 

1 

200 




4 

16 



C. F. Gillespie. 

OBG 

4,267 

10 


"s 

205 

C. P. Huber. 

OBG 

4,072 

5 



3 

165 

li. aark. 

OBG 

9.245 

9 

2 

4 

3 

278 

P. F- MuUer. 

OBG 

3,CoO 

2.7C0 

1 

i 

3 

3 

275 

F. W. Peyton. 

OBG 

,, 

2 

3 

o 

275 

J. H. Randall. 

OBG 

2,Si9 

7 

3 

9 

3 

175 

L. A. Calkins. 

OBG 

2,673 

8 

2 

8 

3 

125 

L. E. Woodard. 

OBG 

5,031 

1 

1 

. 3 

1 

273 

J. S. Menakcr. 

OBG 

5,510 


1 

1 

1 

310 

J. B. Stith. 

OBG 

1,455 

,, 

1 

3 

1 

230 

D. M. Haynes. 

OBG 

4,030 

« 

3 

9 

3 

103 

0. J. Hayes. 

OBG 

4,594 

4 

1 

3 

3 

210 

A. Ja-.'Obs. 

OBG 

5,103 

8 

3 

9 

3 

100 

M. L. McCall. 

OBG 

8,700 

4 

C 

16 

3 

100 

C. G. Collins. 

OBG 

7,165 

37 

6 

16 

3 

100 

J. M. Brocato. 

OBG 

3,760 

1 

2 

o 

1 

223 

C. Tyrone. 

OBG 

1,401 

1 

2 

6 

3 

225 

•T. Collins.. 

OBG 

7,544 

1 

2 

6 

3 

225 

W, E. Lcvt- 

0. G. Johnson. 

OBG 

3,519 

1 

3 

6 

3 

125 

E. E. Dllwortb. 

OBG 

0,504 

3 

3 

9 

3 

125 

P. E. Molumphy.... 

OBG 

0,302 

7 

C 

18 

3 


H. B, McNally. 

J. K. B. E. 

OBG 

3,240 

•• 

1 

4 

> 3 

300 

Scegor, Jr.. 

OB 

1.212 



1 

1 

200 

I. A. Siegel. 

J. E. Savage- 

OBG 

2,036 


0 

5 

3 

225 

J. D. Woodruff... 

OBG 

5,*i75 


S 

13 

3 

220 

N. J. Eastman- 






K. W. Te Linde— 
W. S. Lone, Jr,- 

OBG 

c,no 

22 

11 

25 

3 

ICO 

W. K. Diehl. 

D. M. Dixon- 

OBG 

3,054 

31 

3 

7 

3 

220 

T. Kordasb. 

J. J. Erwin- 

OBG 

3,305 

22 

2 

6 

3 

225 

F. K. Morris. 

OBG 

4,295 

3 

2 

5 

3 

275 

H. B. McNaUy- 

J. C. Dumlcr. 

J. B. Boyle, Jr.- 

OBG 

2,840 

" 

3 

6 

3 

260 

W. A. Dodd. 

I. A. Siegel- 

■OBG 

2,484 

2 

2 

4 

3 

225 

A. A. Sondbeimer. 
H. D- Beck- 

OBG 

5.631 

3 

4 

10 

3 

.110 

F. K. ilonis . 

OB 

3.WS 


*> 

5 

o 

150 

J. M. Haws. 

OBG 

2,310 

1 

i 

•3 

3 

215 

A. L. Haskins. 

OBG 

5,222 

5 

6 

15 

3 


J. F. Warren. 

OBG 

3,993 

3 

2 

6 

3 

200 

H. H. Rosenfleld.... 

OB 

2,966 


o 

4 

2 

167 

B. Tenney. Jr. 

OBG 

5,510 

5 

« 

16 

3 

132 

D. E. Re.d- 
G. V. S. Smith... 
R. J. Heffeman- 

OBG 

10.651 

11 

14 

40 

3 

100 

D. J. MeSweeney. 

OBG 

0,066 


6 

14 

3 


I/. Parsons. 

OBG 

1,693 

14 

2 

6 

3 


G. W. Mitchell, Jr. 

GFX 

384 

4 

1 

o 

9 


M. A. Phillips. 

OB 

1,553 


2 

3 

2 


W, J, McDonald... 

OBG 

5,033 


1 

3 

3 


S. 0. Kasdon. 

OB 

5^ 


o 

2 



P. F. McGovern... 

OBG 

2,427 

a 

1 

3 

3 


E, F. Shay. 

OBG 

2A2S 

3 

1 

1 

1 


I/. H. Van Raalte. 

OBG 

2,865 

2 

1 

2 

9 

179 


Numerical and other references will be found on pages 640 through 642. 
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11, OBSTETRICS AND GYNECOLOGY-Continued 


Name of Hospital 

St. Joseph Mercy Hospital . 

I.oeatlon 



Orlttenton General Hosidtal *. 


Kvangelirnl Deaconess Hospital . 

.Dctiolt 








.Detroit 



St. Joseph Mercy Hospital '..... 

.Detroit 

Wayne HnlversUy AtWateii HospUal- 

.Detroit 







Hurley Hospital ... 

UlodKelt Memorial . 

Biitlenvorth HospIGal^ > a. 

.Flint. Mich. 

.... (inaui UnuHl‘*, Mich. 

__ Grand Rapids. Mich. 

.(inimi Rat.ld', Mich. 

St. MnryV lloepUnl 

Park Goncnil 

.... Hichlnnd Park, Mich. 
. Knlinn»/oo, Mh'h. 

Borgess . 

.Pontiac, .Mich. 

IVmllnr n*'iierju 

.. Pfnitiiic, Mich. 

St. .»o«ri»n olerry Jio.‘'PJnu ......... 

.... Roval Oak, Mich. 

wnilnin Beaumont tinspii.n . 

..Saginaw. Jlich. 

SnUiTinw CiCpprju .. 

Mltinetiptill-s General Hospital . 

. ... Minneapolis 
.Minneapolis 

Xorthvresteni Hn''l”,V'! , ,. 

.. Minneapolis 

St. Bnmnbus Hospital . 

St. .Mnry'.s Hospital =■. 

.Minneapolis 

. JllnncapolK 


Chief of Service 

W. Ucl'er. OBG 

X. 3’, jnHer. OBG 

M. S. Dennis. OBG 

H. B, Guston. OBG 

H. F. Jarvis. OBG 

L. Braun. OBG 

T,. K. Baiter. OBG 

H C, Maefc. OBG 

0. V. ilmlKkinson.. OBG 

.1. \V. Pichettc. OBG* 

H. Henderson. OBG 

f>. Mornan.OBG 

K. Wiilkoniiii:. OBG 

K. D. Rolhiiiiui..... OBG 
C. S. Stevenson_OBG 


t^weiii-ii nu-i...... i-i-eo-. . MinncnltoH* 

rntver.slty ol Miniie'^otn HoipitnB .lioelu'slcr. Minn. 

Mnvo Fonniliition . St. Pmil 

.VneVer HospUnl ..Bt. Patil 


.1. I. Coilins. OBG 

\. B. Thompson— OBG 

K. y. Po-stmii. OBG 

O. F. Wenb. OBG 

K. S. Shhtall. OBG 

K. F. Ucivey. OBG 

H. PiirlonK. OBG 

K. .\tinir. 

H. W. I.oiiKj-cnr.... OBG 
C. K. Toshneh...... OBG , 

M. T. Mitchell. OBG 

B. Inttnlls. OBG 

M. T. MitchcB. OBG 

K. C. Maeticr. OBG 

If v. Frvs. OBG 

.T. ij. McKclvcy..• OBG 

h. M. Knndnll. OBG 

B. Hunt. OBg 

F. T. Watson. OBG 

,1. F. Melnncon.OBG 



St. i.OUG 
St. T.oiiis 


MBrOTtl Biiptlsl Uo«piO*l 
St. John'.* Hosptltil 

St. T.OUG nty Ho^pllnl ' ■ . 

1 like's Hospital .St. 

s'; Mar.v'.s 


Orciirnlon •• 

q* (!nthorinc*5» ... ^ , 

iimminMA UospUrtl . Ouifilia* 

University of Ketirnskn Hospifnt .V.'.'.'.’..--- Cntmicn. N. 

Cooper llospitni .. 


OBG 
OBG 
OBG 
OBG 
OBG 
OBG 
OB 

‘\' T.’ Es=-inyer- 

L. Hartnett....... OBG 

G. .T. D. Wlilft. 

.T. A. Hardy, .Tr. OBG 

It. E. Garlintrhouse. OBG 

S T. TWerstem.OBG 

M E. Grier. OBg 


53 53 

a® 

2,831 

4,316 

3,0S4 

4,244 

2,483 

2,003 

8,6.30 

4,083 

3,437 

9,017 

3,494 

3,710 

2.S70 

3,707 

3,(;ifi 


5,163 
3,647 
3,.'.9t 
3,936 
3,410 
2,634 
4,357 
(i,l)!)7 
4,108 
3,192 
1,318 
3,393 
3,out 
(l,li03 
3.479 
1,958 
4,089 
1,965 
3,108 
3,279 
2,310 
1,027 
673 
1,916 
2,022 
4,1WI 
4,143 
6.995 
4,03!) 
6.312 
3,113 
2,132 
3,263 

3,723 
1,319 
8.300 
1,333 
3,362 

’3,926 


3V. E. Krovtpa. OBG 

R G. HoUy.OBG 

G. B. Gennnn- 
H. F. Shipps. OBG 

t-y Cftt,rftt7TTinnn-. Gtf 


1 

26 

143 

29 

1 


30 

4 

1 

1 



St. Michaels Hospital P„.milc. S- 

P„v«,.lc General Hospltnl .V ■."Fatcr'''"- N- 

Paterson General Hospital . -Pcpecfc. N. -T- 

vaiiie Ho.spital . ..’.■.■.'.’.r.'.'l’rcnton.rJ. -H 

iHk’^niBan’HoMdtid V.:,’.V... A—^ 

\lbimv Amnny. S. y* 

\ X Brady HospUnS **' ■. .... Brooklyn, V'■ 

iikhEi Hospital .. Brooklyn. a. 

Brooklyn Hospital ’ ... Brooklyn, >. r. 

Brooklyn Women’s Hospital .. • •.Brooklyn, A- 

Coney Island Hospital . Brooklyn, N. • 

Cumberland Hospital . Brooklyn, 

Greenpoint Hospital . Brooklyn, 4- 

Kincs county Hospital Brooklyn, 

Dlvi-sion n . Brooklyn, H.'• 

Dontr Island Oollettc Hospital .Brooklyn. H- Y. 


\'‘'l,owensfcin. OBG 

G W. Hayes- ^ 

XV M. Snllivnii. OBG 

1,. K. 'I’hvon- 

р, Riiu.',’lieabacli.. OB 

.T. .V Sullivan. 

.1. R. Hannan... 

It V. SeliKniim..... XSr 

1’. K. B. 

.1. G. Hayes. OB 

W. ..gbu 

.1. T. . OBG 

,t. .i " ' OBG 

M, O. Per imickc... OPG 

с. H. Doiikhran.... OBG 

S. Knmincstcr.OBt 

I. Daichmnn. 

L. M. Hellmnn.OBG 

.4,. S. MacGregor.... OBG 


3 
1 
1 
1 
o 

4 

3 

3 

3 

3 

3 

3 

t 

13 

1 


4.S03 

3.482 

2,628 

2,889 

S,(>4'7 

1,311 

3,«i9 

3,291 

4,851 

2,818 

3,113 

1,244 

2,780 

2,CS2 

6,711 

12,618 

3,2.'i0 

2,Cy 


9 

94 

1 


SI 


40 


w 

r oct 


1 

1 

1 

1 

4 

o 

4 

I 

1 


Q St: 

4 

32 
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4 
2 

32 

7 

fi ' 
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(t 

(» 
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32 


12 

a 


32 

32 

1 

3 

0 

F» 

?> 

3 

4 
C, 
» 
4 

20 

*2 

33 

t 

4 


e. .-s 

*-• fci c 

age 

|2i 

we,a 

3 

3 

2 

3 

3 

1 

3 

3 

f 3 

3 

-3 

.. 

3 

3 

3 


aac 

a*C 

319 

160 

2.10 

400 

42'. 

367 

“To 

275 

270 


32.7 

31ft 


1 16 

1 s 

3 11 

o 2 

1 3 


1 

3 

3 

1 
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3 

3 

3 


1 

1 
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3 

3 

1 

3 

3 
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13 

1 

1 


1 

1 

1 

1 

3 
2 

4 
1 
4 


21 

1 


1 

1 

o 

i 

10 

3 

fl 

3 

4 
4 
6 
6 
8 


m 

303 

475 

32.7 
300 
Sue 
275 
508 

27.7 

32.7 
.32.7 
390 
367 
220 
206 
2,27 
200 
200 
209 
17.7 
220 
279. 

2'i0 

2.'fl 
225 
200 
299 
200 
170 
,31ft 
,7ft 
■ 2W 
201 
I.'/' 
17,7 
;m 

111 

270 

1(6 

.VO 

Xfl 

“io 

iii 

“(6 

Vfi 

1(5 

W 

lOO 

lf.2 

lOO 

167 

I'fl 


3 

1 

A 

3 

1 

3 

3 

3 

3 

1 

1 

1 

2 

1 

.1 


3 

1 

3 

3 

3 

.1 


ir^i 

SfO 

210 

i-'o 

ion 

160 

ly 

177 

ll'< 

10.7 

107 

107 

pyt 


I.utheran Medical Center^ 

■"ITun^ertlat and other references will be found on 



pages 640 through 642. 






















































































Vol. 16S, No. 5 


.\PPROVED RESIDENCIES AND FELLOWSHIPS 


5S5 


11. OBSTETRICS .\ND GYNECOLOGV-Continued 


Ho’ipltnl I.ocntfon 

Mnlmon!»!*'< Hnsultal .. Brooklyn. N. Y. 

Hosnitnl . Brooklyn, N. Y. 

St. t’nlherlnc*« . Brooklyn. N. Y. 
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Jefferson Davi- Ho-pltal *** . Houston. Texa* 

MethodNt Hospital . . Houston. Texa- 

Hermann HoepUal »•» . .. Hou-ton, Texas 

Un ver-^Ity of Texa* Postgraduate School of Medicine 
IffiliatM HospltaU 

St Joseph** Hospital > * Houston, Texas 

St Luke s Episcopal Hospital Houston, Texa* 

University of Ttxas M D Ander«on Ho-pltal 
and Tumor Institute > . Houston, Texas 

BaptUt Memorial Hospital San \ntonlo, Texa- 

Robert B Green Memorial Hospital San .Antonio, Texa- 

Thomas D Dee Memorial Hospital ***''« Ogden, Utah 

Dr A\ H Groves latter Day 

Saint- Ho-pital . Salt Lake City 

Holy Cro«- Hospital * * . Salt Lake City 

Salt Lake County General Ho-pUal * Salt Lake CIt> 

Inlver-lty of Vermont Affiliated HospUal- 
De Goe-brland Memorial Hospital Burlington, A t 

Mary Fletcher Hospital * * . Burlington, At 

Alexandria Hospital * . Alexandria, Va 

Arlington Hospital . Arlington, A’a 

University of Alrglnla Hospital '-» Charlottesville, A'a 

Riverside Hospital . . Newport New®, Va 

De Paul Hospital . . . Norfolk, A’a 

Norfolk General Hospital Norfolk, A a 

Johnston AA nils Hospital . . .. Richmond. A’a 

Medical College of Alrglnla — 

Hospital Division . . Richmond, Va 

Doctors Hospital . . . Seattle 

King County Hospital Unit No 1 (Harbonlew) * Seattle 

Providence Hospital . Seattle 

Swedish Hospital . .... .... .Seattle 

Alrglnla Mason Hospital . . . Seattle 

Sacred Heart Hospital *. . Spokane, Wash 

St Luke’s Hospital. . . Spokane, AVash 

Memorial Hospital . . ... Charleston. AA A’a 

St Mary's Hospital . ... . Madison, AAIs 

University Hospitals i-s *'5. ... Madison, AAis 

Columbia Hospital ^ . . .Milwaukee 

Milwaukee County Hospital ... . .... Milwaukee 

Milwaukee Hospital Milwaukee 

Mount Sinai Hospital . . .Milwaukee 

St Joseph’s Hospital . Milwaukee 

St Luke's Hospital . Milwaukee 

St Mary’s Hospital Milwaukee 

Gorgas Hospital '.Ancon, C Z 

Kaplolani Maternity and Gynecological Hospital 

St Francis Hospital .Honolulu, T. H 

Queen’s Hospital »-*.Honolulu, T H. 

Bayamon Charity District Hospital .Bayamon, P. R 

Ponct District General Hospital i.Ponce, P. K 

San Juan City Hospital . San Juan, P. B 




a* 


c> 



£ O 

9 



a ez 

Chief of Service 

& A 


R E Tafcl 



0 J. Elchhom.... 

OBG 

1,441 

J New H Thomas . 

OBG 

2,563 

A C AAlIlIamson ... 

OB 

2,in 

r. B Nugent. 

OBG 

1,184 

C S Houston . 

OB 

10,155 

H C McDulT. Jr... 

GTN 

1,209 

L T Hester, Jr .... 

OBG 

4,435 

H H Fouche. 

OBG 

3,^ 

R F. ZelKicr . 

OBG 

2,218 

W Hearlo . 

OBG 

5.e6S 

R G Demos. 

OBG 

5 , 4 ns 

H E Jones ... ... 

OBG 

2,716 

A AA Diddle. 

OBG 

1,519 

B E Fxerett. 

OBG 

5,«S4 

P C Schreler. 

OBG 

10.270 

H Felnsielo. 

OBG 

3,924 

S C' Cowan. Jr .. 

OHG 

5.130 

AV F B .fame* .... 

OB 

3 . 4 ns 

R L Challant . .. 

OBG 

1.703 

R AA Parker . .. 

OBG 

2,533 

r E AAhllacre . .. 

OBG 

2,410 

M Turner .... 

OBG 

2J)18 

AV K btrother, Jr . 

OBG 

11.397 

SAA.Cobb 

OBG 

5,651 

J A Pritchard .... 

OBG 

6JB>7 

0 V Prejean . 

OBG 

7,006 

K S Kurila . 

OBG 

1.7'>7 

A C Wat-on . 

OBG 

7,912 

G lar\t* . 

OBG 

2,447 

S U Will* 

H P Arnold 

OBG 

5,.3*2 

J \ Wall . 

T 0 Greadr 

OBG 

4.1t>.7 

A M Fan- 

OBG 

9,43^ 

J P Salerno 

OBG 

7,913 

H L Gardner 

OBG 

4,310 

r Ratledire 

GTN 

£>95 

.1 Worsham 

OBG 

6,375 

G G Pas-more 

OBG 

4,910 

^ L Ward 

OBG 

3,443 

0 L V ance 

OBG 

7.436 

51 S Coomb* 

OBG 

3,oa5 

E G Holmstrom . 

OBG 

OBG 

941 

AA Slavio 

l.r,n 

J \ S MaecV .... 

• . . 

1359 

H Picot 

OBG 

4,735 

J B Jacob* 

OBG 

3,372 

W N Thornton, Jr 

OBG 

3,534 

AA J Baggs 

OBG 

2,ST2 

J R Klgbt .. . 

51 D Andrew* 

OBG 

4,621 

B D Jon'j) 

OBG 

4.000 

E Rucker 

OBG 

1,769 

H H AA’are, Jr 



R H Hogc 

OBG 

9,500 

W C Knudson. 

OBG 

2.336 

R R De Alvarez 

OBG 

l,72i 

E T MacCamy .... 

OB 

2,966 

D Thorp 

OBG 

4,613 

G G Rice ... 

OB 

2,6n 

D 31 Bush 

OBG 

5,421 

D AA Rooln*OD 

OBG 

1,630 

J L Crite- . 

OBG 

2.512 

G C Hank 

OBG 

3,246 

B Peckbam 

OBG 

Si ( 

L T Servls . .. 

OB 

1,4(7 

B E Urdan 

OBG 

3,053 

F J Hofmeister . . 

OBG 

4,594 

B E Urdan 

OBG 

3,673 

J A KUeger. 

OBG 

7,141 

J Evrard . . . 

D Werner- 

OBG 

1,876 

J D Owen . . 

OBG 

6,153 

I J Slnampf. 

OBG 

2,2S0 

F. Carty 



£ Matsuoka. 

. OBG 

8,091 

R Saklmoto. 

OBG 

3,561 

£ Arandes. 

OBG 

2,795 

A. H Torres. 

OBG 

2,020 

R. Gll. 

OBG 

6,128 


ft. 

■4^*0 C 

;-So 


3il IIe 
osS Sss 

r^SiO 


sno 

3.V1 


125 

1J5 


137 


n 

1 

1 


4 

10 

4 

11 


3 

3 

15 

3 

4 


3 
12 

1 

7 

4 

14 

4 


1(0 

250 

250 

250 

250 

320 

2f^n 

150 

2 >in 

300 

3 

271 

30-D 

50 

300 

175 

200 

150 

150 

150 

200 

ICO 


220 

125 


220 

5h!0 


800 

loO 

150 

325 

2.'j0 

175 

ICT 

200 

275 

21o 

50 

250 

200 


215 

250 


10 

2 


6 

14 


12 
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6 

1 

2 

1 

3 
1 

2 

1 
8 

2 
6 

4 
3 
G 
3 

3 

3 


250 

12o 

215 

225 

150 

250 

225 

2o0 

225 

100 

245 

207 

270 

SOO 

230 

275 


300 

345 


150 

150 

250 

250 

150 


Numerical and other references will be found on pages 640 through 642. 
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12. OCCUPATIONAL MEDICINE 


7‘A.M.A,, Oct. 4,1955 


listed under Preventive Medfcln" page 613 ^ Medicine, will be found 


1^ . 

Hospitals, 166; Assistant Residencies and Residencies, 724 


i;S 

S' - 


•Vniiic of RospUnl 
UNITED STATES ARMY 
DMlcmMi Army tlo^plinl 


J4ocfl(ion 

Sim Frtmekco 
er 


Army UosnJtnl .. Frtmckco 

Army Jtcdical ronu-i i-s . . .\v„‘Vf‘"V' ®??'T7 

nroovc Arno- 

UNITED STATES NAVY 

V-' S Nnxml Klim 1". O'*'*"™'. C«Iif. 

h: s: K.,"j -:;;;;;;. 

H. Xnvn! lio«jiUnl i. '.’!'st 

l>. S. Nuval Ho<pUul J-s..^..‘^'!.‘;.^...■.‘mln^ielI^llift 

UNITED STATES PUBLIC HEALTH SERVICE 

‘‘i- Hcnllli .Service Ilospitnl >-». Sun Fr/iticl<co 

V*' o' I." ‘ Hcnltli Service Uospltal i-».A’cw Orleans 

o' Sci-vicc Hovjiltnl . liiildmorc 

I. S. I‘iili|!e Uealtli Service Ho'-pituI r-e_.Staidclon, S. 1„ N. Y. 

DEPARTMENT OF HEALTH, EDUCATION 
AND WELFARE 

Pre.>.liiirn'.s Jloipltiil . WnsliiafftQn, D. G. 

NONFEDERAL AND VETERANS ADMINISTRATION 

riiUer»Ity of Alnimmn Mcdfenl Center... 

Oiitvers-'fly Itosfiitnt nmi Hillman Clinic BirmlnKhum, Ala. 

\eternn< Mlmln. Hosftltn! >-». IfinninKham, Ala. 

\(’lorflns Admin, llospltnl ».Tuskcucc, Ala. 

Atkiwsav IJnjitfst Uospltn) . I.fttic Rock, Ark. 

Oener.il Hospital of I'rcsno County . Fre.sno. Calif. 

Vclcrniis Admin. Iloepltnl i-*. Lour BcucU. Calif. 

I.os AtiKcIos Cminfy Ilo.«pltnl . Los AdrcIcs 

Los AukcI.'S Kye anil Eat UospUal r-s-ss.. j^os Aonelcs 

Unfvcp'-Uy of Callfomln Hospital . Los AhrcIcs 

Veterans Admtn, Hospital <■». I.os Ansclcs 

B'lfitc Jfcinorfnl HO'.pftn! ... Los AnRclcs 

UfRlifanif—Afnmeda County Hospital . Oakland, Cnilf. 

Stanford Cnfs-crsfty Hospitals r-e-rs. Sun Francisco 

Cnfverslty of Callfomln Hospitals .San Francisco 

Veterans Admin. Hospital . San Francisco 

Hiirhor flctieral Uosiiltnl *. Torrance, Calif. 

Cnivcrs!*y of Colorado Mcdlcni Center. 

Colorado General Hospital ...Denver 

Denver General Hospital . Dcns-cr 

Grace—Xcir Haven Community Hospiial Xea- Haven, Conn. 

District of Colmnliia General Hospital .Wnsliincton, D. C. 

OeorRCtorvn L’nlver.slly .Medical Center.. 

CcorRCtoivn Unh-orsliy Hosjilial . IVastiloRton, D. 0. 

Veterans Admin. Hospital '**.. iVashfaRton, D. C. 

WnsliInRton Hospital Center •-’-‘s'. iVnslitnRton, D. C. 

.Tiickson Memorial Hospital .... Miami, Fin; 

Grady Memorial HospUnl '. AtlmUa, Ga. 

Medical CoIIcrc of GeorRfa Hostiftnis.. 

HuRcne TaiinadRc Memorial Hospital . .AuKusta, Gn. 

CiucaRo Eye. Ear, No'c and 

rUroat CollCRO and Hospital .. OWenRO 

Cook Comity Ilospital . CmenRo 

Illinois Eye an) Ear Infirmary . OmcaRo 

Mielinel licesc HospUnl . CldeaRo 

Xortliirestrrn University Medical Center. 

CIiienRO Vi'esley Memorial Hospital . CmcaRO 

Pnssnvnnt Memorial Hospital .CmenRO 

Veterans Adinlr. Bescarclt Hospital . CWcaRO 

Eresliytcrlnn-St. Lnke’s Hospital 

Presbyterian UospUal Division . CWcbro 

St. Luke's r. :"" . 

University o' ' ■ ;mcn(,o 

University o! . ■ '. 

Illinois Eye ‘ 'n'®i'K'’ 

BeseatcU and Educational Hospitals 

Evanston Hospital .. Evanston, lij. 

Veterans Admin. Hospital ... Hines, Jii. 

Indiana University Medical Center. 

Indianapolis General Hospital . Indianapolis 

Indiana University Medical Center Hospital ...... Indiana^lts 

State University of Iowa Hospitals ...Iowa Olw 

University of Kansas Mcdlcni Center .Kansas City, Kan. 

University of Lonlsvillo Medical Center.. 

Louisville General Hospital ...Lou sv i e, Ky. 

Vetornns Admin. Hospital .. Louisville, Ey. 


Cldcf of Service 

R. Kelley.. 

.1. M'. Pa^'^mo'*,'.... 

.4. 1 ',*1 j, >. . 

W. I Kp,*.*il',;‘.*i*... 


K. .1. P.ilinbcre..,. 

R. P. Nadbatb. 

S. S. Ryan. 

T). A. .Mills. 

B’. L. Smith. 


CS 

Q.P 


SS9 

278 

321 

16G 


308 

108 

1,653 

173 

310 


\V. tv. Richards. 

tv. E. Hoyfc. 

tv, P. Griffey. 

A. B. Peebles.. 


O. L. Cowan. 


.S, J. Kclley-C. P. Grant.. 

R. B. Burroughs. 

H. G. Dwiggins. 

R. C. Cook . 

R. .1. EekdabI. 

G. C. Strublo. 

W. Endres.. 

0. H. Bills.:. 

S. R. Irvine. 

C. S. Mmnma. 

S. B. Drennsberger. 

M. E. Gump... 

D. K. Plschel. 

F. 0. Cordes. 

M. Pine- 

D. O. Harrington. 

S. R. Irvine. 

j. C, Lone. 

G. .4. Fihncr...... 

R. M. Piisanclla. 

E. Cummings-R. .4. Cox,. 


E. 3. Cummings. 


E. Horton. 

F. P. Calhoun, 3s. 


.T. Pair, 


0. B. Hugent., 
T. N, Zckman. 
(See University 
T, Jf. Shapira. 


\V. -Mann. 

V. Vnil . 

D. Vail. 


W. P. Hughes, Jr. 

E. H. -Merz. 

F. tv, HewoII. 

tv. F. Hughes.. 


G. K. Soper., 
tv. A. Mann. 


M. Bartley. 

P. M. Wilson. 

A. E Braley....... 

A. Lerooine, Jr......... 

C. D. Townes. 


3.2 

o> 


20,m 

13,027 

30318 

16,354 


7,286 
17,023 
6,lflT 
5,278 
7,490 ■ 


Os 

^ , « 
tn O i 

g|». eS| g 

52^ r; 

"“S safe -g! 

Q§ls gog gi 
ftiCiO FiftjO iAqSj Bo 


,S 

3 

3 

3 

3 


ISO 

8,486 

1 

1 

3 


146 

5,291 


3 

3 


140 

4,018 

6,737 

i 

3 

3 


252 

1 

3 

8 


S5 

s,m 

1 

2 

3 

SOS 





3 


901 

6,747 

1 

6 


108 

73 

232 

1 

1 

, , 

* T 1 

134 

598 

1 

S 

3 


5S7 


1 

3 

3 

323 

164 

^,345 

I 

2 

2 

300 

222 

2 

! 

3 

3 

. . . 

890 

^Of 6^ 

2 

6 

3 

246 

334 

5,726 

5,833 

10,763 

3 

6 

2 

ICO 

290 

1 

3 

3 

229 

46S 


2 

3 


290 

8,002 

1 

2 

3 

215 

253 

5,782 

1 

0 

3 

200 

551 

7,977 

1 

3 

3 

lOO 

m 

12,410 

4 

12 

3 

231 

SIT 

1,359 

X 

3 

3 


19S 

5,743 

1 

3 

2 

24G 





3 


176 

13,242 

"o 

"o 


ISO 

73 

1 



,, 

178 

590 

6,509 

X 

3 

3 

346 

155 

4,977 

1 

2 

2 

233 




3 

.*• 

48S 

4,220 

1 

S 

•• 

ITS 

2,410 

33,308 

1 

~7 

"s 

•iS 

G45 

7,223 

2 

G 

3 

To 

5St 

18,010 

n 

6 

3 

3 

100 

134 

703 

1 

0 

•• 

250 

361 

11,473 

3 

*0 

2 

m 

542 

10,103 

3 

7 

2 

m 

tospitals) 



2 

i 

m 

944 

0,875 

2 

4 

304 


‘i 

2 

iB 

420 

500 

2 

2 

.4 

325 

175 

5,080 

«. 

2 



291 

307 

‘lots 

1 

1 

2 

2 

2 

2 

125 

125 

376 

7,067 

1 

3 

S 

3 


1,479 

61,912 

"e 

IS 

.. 

iio 

HO 

322 

9,676 

s 

3 

• • 

155 

l,t6t 

«» 

1 



340 

320 

2 

4 

4 

32 

2 

3 

1G5 

211 

'9,m 


- 

•• 

297 

7,439 

• • 

• • 


175 

1,535 

5,264 

2 

6 


125 

053 

5,108 

1 

3 

3 

113 

7,017 

'i 

*4 

& 

132 

1,627 
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Numerical and other references will be found on pages 640 through 642. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 
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13. OPHTHALMOLOGY-ConKnued 


Name o( lIo«pItnl Location 

Charity Hosplta! ol Louslann 

Louisiana J?tate University Unit ‘.New Orleans 

Tuianc University Unit ^...New Orleans 

Lye, Ear, Nose and Throat Hospital .New Orleans 

Veterans Admin. Hospital '-*-'**...New Orleans 

Baltimore Eye, Ear and Throat Hospital .Baltimore 

Johns Hoptins Hospital *'*. Baltimore 

Veterans Admin. Hospital .Fort Howard, Md. 

Boston City Hospital . Boston 

Massachusetts Eye and Ear Infirmary . Boston 

Massachusetts Memorial Hospitals . Boston 

University Hospital .Ann Arbor, Mich. 

Harper Ho«pital '**.Detroit 

Henry Ford Hospital .Detroit 

Wayne University Aflillatcd Hospitals... 

Veterans Admin. Hospital *-*.Denrhom. Mich. 

Receivinir Hospital '**.Detroit 

Minneapolis General Hospital. Minneapolis 

University ot Minne«ota Hospital* Minneapolis 

Veterans Admin. Hospital »-*••**<. Minneapolis 

Mayo Foundation.,. Rochester, Minn. 

AneVer Hospital ...St. Paul 

Charles T. Miller Hospital '**. St. Paul 

University of Ml'«Issippl Medical Center... 

University Hospital *. tTackson, Miss. 

Veterans Admin. Hospital . Jackson, Miss. 

Kansas City Gmeral Hospital No. 1 .Kansas City, Mo. 

Barnes Hospital . St. Louis 

Homer G. Phillips Hospital .St. Loul< 

St. Louis City Hospital . St. Louis 

St. Mary's Group of Hospital* '**.St. Louis 

Veterans .\dmln. Hospital *-*. St. l^ouls 

University of Nebraska Hospital ...Omaha, Neb. 

Jersey City Medical Center...Jersey City, N. J. 

Unite^l Hospital^ of NewarV 

Newark Eye and Ear Infirmary Unit .Newark, N. J. 

Brooklyn Eye and Ear Hospital .Brooklyn, N. Y. 

Jewish Hospital *•«. BrooUyn, N. T. 

Kincs County Hospital 

Division 11 ...Brooklyn, N, T. 

Veterans Admin. Hospital *“*.Brooklyn. N. T, 

Buffalo General Hospital . Buffalo 

Edward J, Meyer Memorial Hospital Buffalo 

Elmhurst General Hospital . Elmhurst, N. T. 

Qneeas Hospital Cci'ter .Jamaica, N. V. 

Belle\'ue Ho.spital Center 
Dlv, n’—New York University 

Post-Graduate Medical School .. New York City 

Bronx Eye and Ear Infirmary *.... New York City 

Bron.x Municipal Hospital Center *-*.New York City 

Goldwater 3Iemorlal Hospital .New York City 

Harlem Eye and Ear Hospital .New York City 

Lenox Hill Hospital .New York City 

3Ianbattan Eye, Ear and l^roat Hospital New York City 

Montcfiorc Hospital .....New York City 

Mount Sinai Hospital i-*.New York City 

New York Eye and Ear Infirmary .New York City 

New York Hospital ***.New York City 

New York Polyclinic Medical School 

and Hospital *.New York City 

New York Unlverslty^iletropolltan 3ledlcal Center 

iletropolltan Hospital '**. New York City 

Presbyterian Hospital (Institute 

of Opbthalmoloijy) ^.New York City 

St. Luke’s Hospital .New York City 

St. Vincent’s Hospital .New York City 

Veterans Admin. Hospital (Bronx) '■*.New York City 

Veterans Admin. Hospital (3Ianhattan) i"*.New York City 

St. Mary’s Hospital . Rochester, N. Y. 

Stronp ilemorial—Rochester 

3lonlcipal Hospital .Rochester, N. Y. 

State University of New York 

Upstate ifedical Center .Syracuse, N. Y. 

Grasslands Hospital .Valhalla, N. Y. 

North Carolina Memorial Hospital .Chapel Hill, N. C. 

Duke University Affiliated Hospitals. 

Duke Hospital . Durham, N. C. 

Veterans Admin. Hospital .Durham, N. C. 

McPherson Hospital . Durham, N. C. 

North Carolina Baptist Hospital .Winston-Salem, N. C. 

University of Cincinnati College of 
ilcdicine Hospital Group 

Cincinnati General Hospital Clncincati 

Cleveland Qlnlc Hospital . Cleveland 

Cuyahoga County Hospital . Cleveland 

St. Luke’s Hospital i-a-ais. Cleveland 

University Hospitals . Cleveland 

Veterans Admin. Hospital i-®... Cleveland 

Ohio State University Hospitals 

University Hospital ... Columbus, Ohio 

University of Oklahoma Hospitals .Oklahoma City 

University of Oregon Medical School 

Hospitals and Clinics i-®-®**.Portland, Ore. 

Graduate Hospital of the 

University of Pennsylvania .Philadelphia 



5.5 

c? 

~ T. 

2: 

0 ' 

ill 

x—'C 

Sg£ 

5 5,^ 

Chief of Service 


o> 

5a : 5 c 




G. M. Halk. 

a:/) 

7,627 

0 

4 

3 

100 

J. H. AUen. 

D>.> 

6,535 

0 

4 

3 

100 

W. M. Boles. 

1,471 

15,331 


10 

3 

125 

J. H. Allen. 

113 


i 

*» 

3 

. . 

31. L. Small. 

l,33o 

13,924 

1 

3 

3 

150 

A. E. 3taumeDec. 

2.ia7 

174>24 

4 

14 

3 

217 

H. A. Naquin. 

CT. 

127 


1 

3 

... 

D. R. Alpert. 

419 

19,.597 


7 

3- 

152 

E. B. Dunphy.w. 

4,^2 

44.103 

5 

13 

3 

42 

T. Gundersen. 

200 

3,492 

1 

3 

2 

1<5 

F. B. Frallck. 


15,643 

6 

IS 

3 

ICO 

A. D. Ruedemann, Sr. 

1,459 

5,300 


3 

3 

275 

J. S. Guyton..... 

735 

22,939 

6 

17 

Z 

250 





.. 

3 

... 

K. E. SanAt . 

120 

S99 

144 

145 

23,973 

3,424 

5 

1 

1 

15 

*3 

3 

S 

220 

209 

E. W. Hansen. 

174 

6,249 

3 

3 


149 

773 


C. W. Rocker. 

35,500 

6 

16 

3 

3 

li5 

220 

250 

H. Plotke. 

331 

4.ia'. 



A. F. Adair. 

773 

1,075 


.7 

3 

230 

S. Johnson... 

61 

614 


- 

•* 

L. L. 3fayer. 

1^5 

7S3 





S. Kantor... 

346 

4,192 


16 


50 

B. Becker.. 

2,392 

3 




131 

5,163 

7,069 

2 



201 

D. BIsno. 

393 

1 

s 

3 

234 

R. D. 3Iattls. 

OJ*> 

7,039 

1 

3 

3 

100 

H. Rosenbaum. 

365 

2,163 

1 

3 

3 

... 

J. H. Judd. 

335 

3,423 

1 

0 

3 

200 


245 

1 

3 


103 

12.3 

W’. H. Hahn... 

1,*^? 

3,039 

9,363 


0 

3 

M. J. Buonoguro. 

44,030 

4 

i 

2 

100 

It. Boskr. 

1S2 

3334 

1 

3 

2 

100 

B. Troutman. 

497 

17,165 

4 

8 

3 . 

105 

M. .V. Lasty. 

140 


1 

2 

2 


I. J. Koenig.,,.. 

S64 

1,S£6 

1 

2 

2 

175 

W. Y. Jones. 

141 

4,407 

1 

5 

2 

247 

.1. Saacr. 

107 
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Numerical and other references will be found on pages 640 through 642. 
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13. OPHTHALMOLOGY-Continued 
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14. ORTHOPEDIC SURGERY 
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UNITED STATES NAVY Uclhcsdn. Md. 
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40HFEDERAU AND VETERANS ADMINISTRA 

40HFEDE Center Binnlnghnm, Ala. 
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14 . ORTHOPEDIC SURGERY-Continued 


N'ftUie ot lIo?pltftl Locution 

rr«Dklin Uo'pltal *.. Snn Francisco 

St. Mnry*? . San Francisco 

Ssn Franci* . *' * Snn Francisco 

Stanford ' .- 

Vnlversily ■ ' : 

Sbrincrs Hosjiital for Cripplotl Chndren *. Snn Francisco 

Stanford University Hospilnls .San Francisco 

University of Califomla llospltnls .Snn Francisco 

Veterans Admin. Hospital . San Francisco 

Harbor General Hospital .Torrance, Calif. 

Children's Hospital . Denver 

University of Colorado Mwtlcal ('enter 

Colorado General Hospital . Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital . Denver 

Grace-New Haven Community Hospital New Haven, Conn. 

Hospital of St, Raphael. New Haven, Conn. 

Newington Home and Hospital for 

Crippled Children ... Ncwlnpton, Conn. 

.\lfrcd I. Du Pont Institute 

of the Nemours Foundatfon *. WflmfoKton, Del. 

District of Columbia General Hospital . Washington, D. C. 

Washington Hospital Center'-*.W'nshington, D. C. 

Jackson Memorial Hospital . Miami, Fla. 

Variety Children's Hospital ... Sllnml, Fla. 

Orange Memorial Hospital'. Orlando, Fla. 

American Legion Hospital for 

Crippled Children .. St. Petersburg, Fla. 

Tampa General Hospital'. Tampa, Fla. 

Georgia Baptist Hospital '. Atlanta, Ga. 

Grady Mernorinl Hospital '. Atlanta, Ga. 

Medical College of Georgia Hospital* 

Fupeae TaJmadge Memorial Hospital . Augusta. Ga. 

- University Hospital * ... Augusta, Gn, 

Emory University Hospital . Emory University, Ga. 

Coot County Hospital. Chicago 

Michael Reese Hospital . Chicago 

Northwestern University Medical (Tenter 

Chicago IVesley Memorial Hospital '•*. Chicago 

Pas«avant Memorial Hospital . Chicago 

Yeteranv Admin, Research Hospital . Chicago 

Evanston Hospital '•*. Evanston, 111. 

St.Elizabeth Hospital*. (Thlcago 

PresbyteriaD‘St. Lute's Hospital 

St. Luke's Hospital Division . Chicago 

Shrtaers Bovpltals for Crippled Chllditm . Chicago 

University of Chicago Clinics '•». Chicago 

University of Illinois Research and 

Educational Hospitals . Chicago 

St. Francis Hospital '. Evanston, 111. 

Veterans Admin. Hospital . Hines, HI. 

West Suburban Hospital *. Oak Park, HI. 

St. Francis Hospital. Peoria, 111. 

Indianapolis General Hospital . Indianapolis 

Indiana University Medical Center *. Indianapolis 

St. Vincent’s Hospital Indianapolis 

Veterans Admin. Hospital '-*.Indianapolis 

Veterans Adrnln. Hospital . Dcs Jlolncs, Iowa 

State University of Iowa Hospitals *-* Tnic»v city 

University of Kansas Medical Center ' • Kan. 

Veterans Admin. Hospital . ■■ Kan. 

St. Francis Hospital . NNicuiiu, Kan. 

Good Samaritan Hospital . Lexington, Ky. 

St. Joseph Hospital *. Lexington, Ky. 

Shrlners Hospital for (Trippled Children . Lexington, Ky. 

Kosair Crippled Children Hospital. Louisville, Ky. 

i^ulsville General Hospital . Louisville, Ky. 

Veterans Admin. Hospital . Louisville, Ky. 

Charity Hospital of Louisiana 

Independent Unit'. New Orleans 

Louisiana State University Unit *.New Orleans 

Tulane University Unit '. Kew Orleans 

Ochsner Foundation Hospital i-a-'c*. New Orleans 

Touro Infirmary '.New Orleans 

Veterans .Idmin, Hospital . New Orleans 

Confederate Memorial Medical Center '.Shreveport, La. 

Shrlners Hospital for Crippled Children '. Shreveport, La. 

Baltimore City Hospitals '*». Baltimore 

Children’s Hospital .Baltimore 

James Lawrence Keman Hospital for 

Crippled Children .Baltimore 

Johns Hopkins Hospital .Baltimore 

University Hospital '. Baltimore 

Boston City Hospital . Boston 

Children’s Medical Center.Boston 

Lahey Clinic .Boston 

Massachusetts General Hospital i-*-'**. Boston 

Peter BenLBiigham Hospital .Boston 

Veterans Admin. Hospital *“*.Boston (Jamaica Plain) 

Massachnsetts Hospital School '. Canton, Mass. 

Lakevnie State Sanatorlntn ». Middleboro, Mass. 

Shrlners Hospital for Crippled Children ».Springfield, Mass, 

University Hospital .Ann Arbor, Mich. 
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14. ORTHOPEDIC SURGERY-Continued 


Xmno nf HospitHl 

Cliildrpir? Hospital. 

Uiirpor Hns|iltiil '-a. . 

Honry I’onl Hospital . 

lif’cclvliit,' Hospital . 

llloilyptt Memorial Hospital . 

St. Mary's Hospital »-». 

Horttpss Hos)>ltal *.. 

Mlitnrnpolls Honpral Hospital. 


I.opatinii 

.. Detroit 

. Detroit 

. Detroit 

. Detroit 

Hrantl Itaidds, Mich. 
Orand l{ai)lds, Midi. 
.. Knlainazoo, Midi. 
Minima iioli.s 


Slirltipr.s Hospital for Crlpplcd'ciil’ldVcn'l-F;i;.'.';;i;.’ Minneapoll^ 

tnlvPi.slty of Minnesota Hospitals »-n-=oi.. Jtlnnennolis 

V: . MimmJIpolis 


Mayo round..tioii;:;iv”:....::::::::::::::.uneh^iir''^ 

(dllpUP h-tatp Ho.spital for Crippled Children ’-n.. si ‘Pi i 

.\Iis<isdpp| Haptlsl Hospital . .Ii pksoi MP." 

I nlver^lty Hospital •... .lapkson; .Miss! 

.. .lackson. Miss. 
Kansas City, Mo. 


Vetermis .^dmin. Ho.spitnl 
Ciiildren’.-. Mercy Hospiini 


Kansa.s City Oencrnl Hospital No. 1 . Kansas Citv, Mo. 

.M. l.iike.s Ho.spitnl . Kansas ('itv Mo 

\plenins Admin. Hospitnl ’-i. Kansas t'ltl- Mo' 


llanips Hospitnl . 

St. I.oiils City Hospital . 


St. l.oiils 
St. Dotiis 


M. Mary's Croup of Hospitals . St. I.oiiN 

Slirlners Hospital for Crippled CliiMrcn '. St. l.oiii.s 

Nelirnskn Orlhoiiedle Hospitnl ’. I.lneoln Xel*. 

Veterans Adiiiili. Hospitnl . I.lneoln’ Neh 

Dnrthmoiitli Medical School Atllllnled Hospitals 

■Mary Hitchcock Memorial Hospital . Hanover. X, If. 

Veterans Admin. Hospital t-a. White liiver .let.. Vt. 
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Reading Hospital »••*-•««. Readloe, Pa. 

Robert Packer Hospital . Sayre. Pa. 
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3fedical College Hospital. 

Rofver Hospital. 
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Shriners Hospital For Crippled Children .Greenville, S. C, 
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Center and Hospital . Knoxville, Tenn. 
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Vanderbilt University Hospital .Xashville, Tenn. 

Baylor University Hogpital . Dafla*. Texas 

Parkland Memorial Hospital *"*. Dallas, Texas 
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For Crippled Children *“*. Dallas, Texas 
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University of Texas Medical 
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Veterans Admin. Hospital . Houston, Texas 
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Dr.-W. H Groves Latter-Day Saints Hospital Salt Lake City 

Primary Children’s Hospital ...Salt Lake City 

Salt Lake County General Hospital ®.Salt Lake City 

Shriners Hospital For Crippled Children '-*.Salt Lake City 

Veterans Admin. Hospital .Salt Lake City 

UnlverUty ot Virginia Hospital .Charlottesville, Va. 

Crippled Children’s Hospital . Richmond, Va. 

Medical College of Virginia—Hospital Division Richmond, Va. 

Veterans Admin. Hospital .. Richmond, V’a. 

Children’s Orthopedic Hospital .Seattle 

King County Hospital Unit Xo. 1 (Harborview) '.Seattle 

Providence Hospital .Seattle 

Veterans Admin. Hospital .Seattle 

University Hospitals . Madison, ‘Wls- 

Columbla Hospital Milwaukee 

Milwaukee Children's Hospital *"•.Milwaukee 

Veterans Admin. Hospital .Milwaukee (Wood), Wis. 

Shriners HospUals For Crippled CJhlldren ^ .Honolulu, T. H. 
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('lilidreii'.s il<i'pltiil ot the Ka'l Bay. Oakland, t-idli. 

.XenlnBtoi! Iloiiie and Hospltol 

i'or Crlpided Cliildren »-•■>. •Y",.* rm" 

Hope linven hospital . .lucksonillle, Fla. 

Aiiierieaii I.cKioti HospltuI for ri.i 

I'rloided t')>S)dren . ht. I’cters-tiuri,. i n'- 

Scottish Kite Hos|)ital for Cri)>)>led Children. 

CIilMreti'.s .Memorial Hospital ’ •'..VV .S. lo? 

ShrlnerK HospltuI for Crippled Children >-'•>. i‘,mT,!ke\nu' 

Frimnrv Childmn's Hosjdtal ... omA 

.Bhririers Hospital for Crippled Children . Spokane, Bn h. 


S. S. Jlntheivs..... 

n IV Wpctin .. 

C ' 
0 

. 537 

. .353 

•• 

*0 

1 

2 

215 

30(1 


.. 0 

. 419 

1 

3 

3 


U M fourth . 

.. C 

. m 



r, 

m 

1. Vorf . 

.. c 

. 303 



2 


C. I.. Farrington. 

,T. H. Kite. 

C. X. Pease. 

T. P. Voeiim. 

S. A\'. .Allred. 

X, R. Broan. 

.. c 
.. c 
.. 0 
.. 0 
... 0 
... a 

. 59i 



1 

150 

2a> 

ii'i 

175 

JV) 

. 285 

. .584 

. 379 

'i 

3 

1 

1 

2 

212 

302 

"i 


2 


ORTHOPEDIC SURGERY-PROGRAM IDENTIFICATION 


^.•nXr n-pltal 

3 . .Arkunsas ctdi-ireiCs Hpiim and Hospital. H\emi‘h!« Tcnn: 

AVternns- .uiinin, hospital.j... .. 'OiiklumV CiiHL 

2. children-s Hospital of the East Bay. Oakland 

Samuel .Merritt Ho'l'iO''-,.San Frnncl.sco 

A'eieraiis .Adiuiu. Hospital. Francisco 

CUlbIren’s Hospital...Fnincisco 

rrmikliii Hospital.....; . San Francisco 

,s!an ITtmei'Vo Hospital...... v,,., Francisco 

Shrlncrs Hospital for < rippled ^hlhlicn. Francisco 

Cnivorsity of t'alllornia Hospilai-. .. » Ancelcs 

.•1. .Shrimms Hospital for Crippled .Oakland, Calif. 

lllBlilnnii-.Unmcda <. (lunty Hospital. Francisco 

A'cteraiis Adiiilm Hospital. prancisco 

San Francisco Hosi.ltal....... Francisco 

Stanford Cntvcrsfty Hospital. Denver 

4. Children's Ho.spilal.; .penver 

Colornilo ueiieral iiospjtal. Denver 

Denver (jeneral Hospital. 

"-XvCvimM “en!. T.uth or Oon.senuenecs. X. Mexico 

.5. Ha«r<’ommimlty Hospital. Xmv Haven. Conn. 

V. 


6. G- 


end Hospital 

orlal Hospital. 


XewinBton, Conn. 

. Danville, Fa. 

.Pittsburgh 


Frogtam .. , 

Xtiinhor Hospital 

7. ewengo AVcslcy Jlemoiiul Hospital. 
Passnvnnt Jlctnorfii! Hospitai..- 
Veterans Admin. Research Hospital 

Evanston ' ' . 

St. Franc ' ■ 

Primary ‘ 

8. Veterans . 

Indianniiolis Ho-iiiim...... 

Indiana Dnfverslty Jlcdical Center. 
St, A’lncenC.s " ' . 

9 . Shrinevs Hosp 

Veterans Adir ; 

Kosair Criiipa 
I.ovusville Get 

in Veternfts Ho'5pJttti». 

Charity Hospital of ImMans 

Tttlanc Dntvctsit.\' Unit. 

Touro Inflnnary.. . 

H. Children’s Medical . 

Massachusetts Gencr U Hob^ifal. 

Peter Bent Brigham Hospital. 

12. Children's Hospital.. 

’ Harper Hospital... 

Receiving Hospital. 


J.OClltlOD 

. CblCH’o 

.eWeaso 

'.CJifcafo 

. EvandoD, ill. 

Evanston, in 
Salt take CSIy 
Iniffiinatioiis 
” indianupol!-' 
. foi/iiinaiiolo 
. indinnuiioli' 

lexiaRtoa, Kr- 
hoiiGi Wv. ^,7• 

ROUlEViile. ky. 

Xew Ortenn' 


Xes- Oriean' 
Xcir Orleaa' 
BodoB 
Boston 
Boston 
Detroit 
Detroit 
Detroit 


Numerleal and other references will be found on pages 840 through 642. 
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14. ORTHOPEDIC SUBCERY-Conlinucd 

ORTHOPEDIC SURGERY-PROGRAM IDENTIFICATION 


Kumbfr Hospitnl LocfttloQ 

13 . Veterans Admin. Hospital... Boston 

Boston City .... . . Boston 

Massaehusctt; ' *' ■ Mass. 

Lal'cvllle Sta; * - “ 3Ias?. 

14. Orthor*'. . Los AnRcles 

White ’* ■' ' . ' . . liOS Anpctea 

15. Mary I “ i ■ . ■ ■ Akron, Ohio 

.\kron City Hospital. Akron, Ohio 

16. Veterans .\dn\In. 7* . ** ' 'Mnneapoli? 

Shrinor? Hospitnl ‘ ■ ■ , ' ■ ‘ •'nneapolls 

Gillette State Ho{. :■ * ■ St. Paul 

IT. Children’s Hospital. Cincinnati 

Cincinnati General Hospital... Cincinnati 

.lewish ^ '^‘ncinnatl 

15. Veteranj ■ ' . ' Kansas 

Children *' ' • Ity, Mo. 

Kansas ■■•s-' . jty. Mo. 

St. Luke's Hospital. Kansas City, Mo. 

Veterans .\tlmin. Hospital.. Kansas City. Mo. 

19. . . Durham, K. C. 

. ■ " . Durham, N, C. 

^ ■■ Gastonia, X.C. 

■ . ■ Greenville, S. C. 

■ ' ■ ‘ ■ '■ Greenville. S. C. 

20. Allred I. du Pont Institute of the 

2>emours Poundation.^Y\\mlneton. Del. 

U. S. Naval'’-'''r’***’ ■ n^thocru Md 

21. State Hospi u ‘ • * . . * \ 

.Tefferson -M» ■ * ' , ' ■ . 

£2. Veterans Admm. Ho^plla^ (uiuuaj .^tv» xot». Cia, 

Hospital tor Siieclal Surgery. N'off York City 

23. Children’s Hospital. Philadelphia 

Graduate Hospital of the University 

of Pennsylvania...*. Philadelphia 

Pennsylvania Hospital. Philadelphia 

24. Veterans Admin. Hospital. Buffalo 

Buffalo General Hospital... Buffalo 

Children’s Buffalo 

25. Children’s ! . ' * ' Ohio 

Mount Carr ' , . ' Ohio 

Ohio State University Hospitals 

University Hospital. Columi»us, Ohio 

IVhite Cross Hospital. Columlms, Ohio 

26. House of St, Giles the Cripple. Brooklyn 

New York Polyclinic Medical 

School and Hospital. York City 

St. Vincent*? Hospital.Staten Island, N. T. 

Seflview Hospital. Staton island, N. Y. 

27. University Hospital,. Cleveland 

Veterans Admin. Hospital. Cleveland 

Elyria Memorial Hospital. Elyria, Ohio 

2S. Emanuel Hospital. Portland, Oregon 

Sbrlncrs Hospital for Crippled Children.Portland, Oregon 

University of Oregon Medical School 
Hospital and Clinics... Portland. Oregon 

29. Shriners Hospital for Crippled Children. Philadelphia 

Temple University Hospital... Philadelphia 

30. Children's Hospital. Pittsburgh 

Presbyterian Hospital. Pittsburgh 

Veterans Admin. Hospital. Pittsburgh 

31. Rochester General Hospital... Rochester, N. Y. 

Strong Mcmorial-Rochcster 

Municipal HospitaD. Rochester, N. Y. 

32. Baylor University Hospital. Dallas, Texas 

Parkland Hospital. Dallas, Texas 

Texas Scottish Rile Hospital 

for Crippled Children.. Dallas, Texas 

33. Nebraska Orthopedic Hospital. Lincoln, Nebr. 

Veterans Admin. Hospital... Lincoln, Nebr. 

34. Veterans Admin. Hospital... Sait Lake City 

Salt Lake County General Hospital. Salt Lake City 

Shriners Hospital for Crippled Children.Salt Lake City 

35. Veterans Admin. Hospital. Richmond, Va. 

Crippled Children’s Hospital. Richmond, Va. 

iledical College of Virginla-Hospltal DIv. Richmond, Va. 

36. Veterans Admin. Hospital. Seattle 

Childten's Orthopedic Hospital.Seattle 

King County Hospital, Unit 1 (Harbor^'iew). Seattle 

Providence Hospital. Seattle 

37. Columbia Hospital. Slllwaukee 

Milwaukee Children’s Hospital. Jlilwaukee 

S3. Meadowbrook Hospital. Hemstead, N. Y. 

Nassau Hospital. Mineola, N. Y. 

St. Charles Hospital. Port Jefferson, N. Y. 

39. Grady Memorial Hospital.Atlanta, Ga. 

Emory University Hospital.Emory University, Ga. 

40. Veterans Admin, Hospital.................. Milwaukee 

Milwaukee Children's Hospital. Milwaukee 

41. House of St. Giles the Cripple.Brooklyn 

St, Lake’s Hospital.New York City 

42. Michael Reese Hospital. Chicago 

St. Elizabeth’s Hospital. Chicago 

43. Hospital of St. Raphael.New Haven. Conn. 

St. Charles Hospital.Port Jefferson. N. T. 

• 44. Veterans Admin. Hospitnl. Birmingham, Ala. 

Crippled Children’s Hospital.Birmingham, Ala. 

University Hospital and Hillman Clinic.Birmingham, Ala. 


Program 

Number Hospital Location 

45. Albany Hospital...Albany, N. T. 

Children’s Hospital.Pittsburgh 

4G. St. Louis City Hospital..........St. Louis 

St. 3fary's Group of Hospitals.St. Louis 

47. St. Luke's Hospital. Chicago 

University of Illinois Research 

and Educational Hospital. Chicago 

45. Hospital of the Good Shepherd...Syracuse, N. Y. 

State Unlv. of New York llpstate Medical Center Syracuse, N, T. 

Syracuse Slemorial Hospital...Syracuse, N. Y. 

Veterans Admin. Hospital...Syracuse, N. Y. 

49. Veterans .\dmln. Hospital.Houston, Texas 

Jefferson DavU Hospital. Houston, Texas 

50. Veterans .\dmln. Hospital. Hines, H^ols 

Shriners Hospital lor Crippled Children....Chicago 

Shriners Hospital for Crippled Children.Honolulu, T. H. 

West Suburban Hospital... Oak Park, Ill. 

51. Bellevue Hospital Center, Division IV-New York 

University Postgraduate Med. School.New York City 

Rehabilitation Hospital.West Haverstraw, N. T. 

52. Veterans .* , Brooklyn 

St. Charb , ' . ■ ■ ■ Brooklyn 

63. Veterans * , homa City 

Bone and Joint Hospital.Oklahoma City 

St. Anthony Hospital.Oklahoma City 

Cniversity Hospitals.Oklahoma City 

54. Washington Hospital Center.Washington, D. C. 

District of Columbia General Hospital.. Washington, D. C. 

55. Veterans .Admin. Hospital.Des Moines, Iowa 

University Hospitals. Iowa City 

56. Ochsner Poundation Hospitnl.New Orleans 

Touro Infirmary. New Orleans 

57. Children's Hospital School.Baltimore 

Johns Hopkins Hospital. Baltimore 

Baltimore City Hospital.Baltimore 

5S- Akron General Hospital.Akron, Ohio 

Mary Day Nursery and Children’s Hospital.Akron, Ohio 

50. Good Samaritan Hospitnl...... Lexington, Ky. 

St. Joseph's Hospital...Lexington, Ky. 

GO. Barnes Hospital...St. Louis 

St. Louis City Hospital.. St, Louis 

Shriners Hospital for Crippled Children. St. Louis 

62. Alfred 1. du Pont Institute of 

the Nemours Poundation...Wilmington. Del. 

U. S. Nnval'Hospital. Philadelphia 

63. Dr. W. H. Grove.’! Larter-Dav Saint.-i Hosiiltal... Salt Lake City 

Primary Children’s Hospital.....Salt Lake City 

64. Veterans Admin. Hospital.. Long Beach, Calif. 

Children’s Hospital Center. Los Angeles. Calif. 

C5. Children’s Denver 

PUrsimons ’ , ' Denver 

CC. Boston Citj , , Boston 

Lahcy Clinic.Boston 

Massachusetts Hospital School. Canton, Mass. 

Shriners Hospital for Crippled Children.Springfield, Mass. 

Lakeville State Sanatorium.....Middleboro, Mass. 

67, Hospital for Crippled Children.Newark, N. J. 

Metropolitan Hospital......New York City 

CS. Crippled Children’s Clinic & Hospital.Birmingham, Ala. 

Lloyd Noland ’ 

C9. .Allegheny Gent . , 

St, Francis Gei ■ Pa. 

70. Confederate Memorial Hospital.Shreveport, La. 

Shriners Hospital for Crippled Children.Shreveport, La. 

71. Allegheny General Hospital.. Pittsburgh, Pa. 

Youngstc^— ■”* '.gstown, Ohio 

72. Children’ , PhDadelpbia 

Reading . • Reading, Pa. 

73. Mississipi , , ■ .'ackson, Miss. 

University Hospital.Jackson, Miss. 

Veterans Admin. Hospital. Jackson, Miss. 

74. Veterans Admin. Hospital...Denver 

Carrie Tlngley Hospital 

for Crippled Children.Truth or Consequences, New Mexico 

75. Texas Scottish Rite Hospital 

for Crippled Children.Dallas, Texas. 

Veterans Admin. Hospital.Dallas, Texas 

76. Jackson Memorial Hospital. Miami. Florida 

Variety Chfidren’s Hospital. Miami, Florida 

77. North Carolina Baptist Hospital.Winston-Salem, N. C. 

Shriners Hospital for Crippled Children.Greenville, S. C. 

78. Tampa General Hospital.Tampa, Florida 

American Legion Hospital 

for Crippled Children. St. Petersburg, Fla. 

79. Orthopaedic Hospital.Los Angeles, Calif. 

St. Mary’s Hospital. San Francisco, Caljf. 

60. Veterans Admin. Hospital (Manhattan).....New York City 

Rehabilitation Hospital. West Haverstraw, N. Y. 

81 . North Carolina Memorial Hospital. Chapel HQ], N. Car. 

North Carolina Orthopedic Hospital.Gastonia. N. Car. 

82. Newington Home and Hospital_;.Newington, Conn 

Mary Hitchcock Memorial Hospital.Hanover, N. Hamp * 

Veterans Admin. Hospital...White River Jet., Vt. 

83. Edw. J Meyer Jlem’l Hospital...Buffalo, N. Y 

Allegheny General Hospital.Pittsburgh 

84. Jewish Chronic Disease Hospital.. Brooklyn, N. T 

Jewish Hospital...Brooklyn, N. T. 


Numerical and other refertneet will be found on pages 540 through 642. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 
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14 . ORTHOPEDIC SURGERY-Continued 

ORTHOPEDIC SURGERY-PROGRAM IDENTIFICATION 


S.'i, Kn<it 'tVniicsccc Itnptlst HoBpital. Knoxville, Tenn. 

Knpt Tennessee Orlpplcii CDIMrcn’s Hospitnl_ Knoxville, Tenn, 

St, JIiiry’R Meinorlnl Hospitnl. Kno-xvlllc, Tenn. 

I'nlversity ot Tennessee Memorial 

Research Center Hospitnl.Kno,xvIlIe, Tenn. 

Wi. Georpln Baptist Ho.si)itnl. Atlanta, Ga. 

Kiipene TnlinndKO .Memorial Hospital. Atigusta, Ga. 

I'niverslty Hospitnl. Auensta, Ga. 

S7. (i. S. Ptihllc Health .Serviee Hospitnl. ,Snn Francisco 

Shrlner.s Hospital for Crippled Children. Salt Lake,City 

fs. rnlYcvsity Rncpit"'. . . Bnltiraorc 

.lames Lnwr ■ ■ i ■ ' ■ i 

for Cripple .Baltimore 


89. Minneapolis General Hospital.Minneapolis 

Oniversityof Minnesota Hospitals.Minneapolis 

Gillete State Hospital for Crippled Children.St. Paul 

90. Orthopedic Hospital.los Angeles 

Shrlncrs Hospital for Crippled Children..-.Los Angeles 

Hnivcrslty of Oalifoinia Hospital.Los Angeles 

Veterans Admin. Hospitnl.Los Angeles 

Harbor Genera] Hospital.Torrance, Calll. 

91. Veterans Admin. Hospital.Portland, Ore. 

Children's Orthopedic Hospitnl.Seattle 

92. State Hospital for Crippled Children.Elizabethtown, Pa, 

Hahnemann Medical College Hospital.Pbllndclphin 

i 


15. OTOLARYNGOLOGY 


Residency nroorams In the followlno hospitals have been approved by the Xouncll, the American 
Otolnrynnofoay and the American Collene of Surgeons, throuah the Residency Relvew Committee for Otolaryn¬ 
gology, as offering acceptable training In the specialty. 

Hospitals, 131; Assistant Residencies and Residencies, 495 


Name of IfoMilfnl Location 

UNITED STATES ARMY 

Armv .Mrdlonl Center .Texas 

Brooke Anny Hospitnl . San .Antonio, Texa 


UNITED STATES NAVY 


V. S. Knvat Hospital .sfn Dlcco' Calif’ 

b. S. -Vasal Hospital » ..®''nKln Md: 

E: s: S Blnl ik:::::::::;::::::::::::::::” •• Philadelphia 
nonfederau and veterans administration 

SSlSg:;:, iK: 

Lo< Angcle.s Eye and Ear nnspitnl^_^_^^ ... . Los .Angeles 

I'niverslty ol California Hospital . .Angeles 

Veterans Admin. Uospltnl ..Los Angeles 

While .Memorial .. ' Torrance, Calif 

Harbor Get ■ r"'■ ;. 

.miinlord Un ■ ■■.Sen'ico)' 

San Fraud ■ ■■■• : 

I'nlvcr-lty^ol ' _ 

San Francisco Hospital_(L’Pivcr.<lly of Francisco 

California Service) ...San Francisco 

Veterans Admin. Rrispital «oVnVt',.Vi-a]^.. New Haven, <^09- 
Grace-New Haven Comimmit> Hosptta Washington, D. C. 

Washington Hospital Center . .F a. 

laekson Memorial Hospitnl . .Tampa, Fla. 

Tampa General Hospital .... Atlanta, Ga. 

..cbf 

‘ Ch migo Wc.sley Memorial HO'Plial .... . Chicago 

CoU County Hospitn 1.....;..;;;. Chicago 

Mlehncl Rccsc Ho.spltal V, . Chicago 

X^terans Admin. Research Hospital . 

Vrcsbyterlnii-St. Lukc'.s Hospital . Chicago 

^ vtUm Hospital Blvlslon ' . .CWcago 

St Lukds Hospital Dlvls on .. Chicago 

University of Chicago Ollnto » . 

.c 

-... , : Hines, w. 

.. indianapolis 

. Iowa City 

.. Kansas City, Kan. 
.. Knnsn.s City, Jjo. 
. I,. Kansas City, Mo- 

, Louisville, Ky. 
.Lonl.svlllc, Ky. 


San Francisco 
.San Francisco 
San Francisco 
San Francisco 


Chief of Sendee 


H. S. Murphey... 
T. L. Hnrtridgc. 


M. Schill. 

L. E. Wible. 

S. J. Ryan. 

W. C. Livingood. 


a a 
Ag 


1,0S0 

C93 


935 

1,4G1 

2,382 

645 


=1 

of> 


9,936 

9,699 


7,629 

14,025 

7,763 

3,712 


u * 

i^S'g 


aj 


V 


A; St3 
(SfPlO 

3 

2 


Vf.. 

In 


-SI :■ ■ ■■ , 

Veterans At 
University of .■ 
Kansas Cltj ' 
Veterans At 
University of' 
Louisville G-- 


r j-3. 
, 1 1-3 


F. L. Lcderer— 
F. L. Lederer.... 

D.'E.’Brown. 

jl w. Manion... 
b. M. Lierle.... 
E M. Grandon. 

g! 0. Proud- 

p. Barclli......" 

H. A. Knauff... 


W, C. Wolfe.- 

h' Oppenheim. 


Hospital .. 

. E Lou'.Blnna 
; diversity Dnit ^. 

■ Throat Hospital 
and Throat Hospital » ’ 
. pital. 

nora'l Hospital ^ ®. 


■■■ . UU**** ,»,,,•«» t .••• • 

, ii;eR;;n;i;udtB We Ear-iAAmary^e^^ 


New Orleans 
Now Orleans 
Now Orleans 
.. Baltimore 
.. Baltimore 
.. Baltimore 
.. Baltimore 
Baltimore 
Boston 
Boston 


V H. Fuchs. 

H. G. Tabb. 

C. E. Granberry... 

J.'Snyder.....- 

j[. E. Bordiey..... 
T A. Schwartz..' 

O L. Blanchard. 

A- . 

Jj. A. Schall.. 


530 

'223 

420 

2,686 

2,708 

835 

253 

213 

51 

178 

073 

922 

3,757 

3,880 

1,257 

1,795 

867 

162 

1,678 

4,002 


747 

‘5,872 

3,701 

6,210 

6 

14,916 

4,083 

4 

3,030 

1,452 

7.331 

8,012 

13,757 

8,186 

10,135 

2,187 

558 

1,478 

16,740 

21,607 


o tc 

S’O a'gs 

SwS teSS 



793 

3,265 

1 3 

108 

E. '.V .. . • 

L. 

A. ■■ 

115 
1,536 
, 1,659 

384 

146 

23,778 

3,088 

3,107 

7,735 

1 A 

3 7 

2 

‘i 3 

m 

160 

229 

« «l % X.' 1 vJSbli»»» A4* 

731 


He 

210 

100 


.. 1,H8 

0,807 

\ 1 


329 

3,200 

5,231 

1 

0,291 

1 „ 

1 3 

1 

1 1 

R. C. .McNaoght.-. 

R. P. Miehelson. 

488 

115 

496 

205 

231 

175 

It. C. Martin. 

... 1,114 

116 

716 

■ 3 , 4 ^ 

4,135 

16,024 

2,487 

1 i 

203 


209 

1 S 

140 


890 

0 6 

215 


... 4,209 


75 


414 

1 .3 

230 


... 

1,378 

1 3 

100 


... 1,585 

2,880 

20,939 

2,238 

0 2 

la 

140 


... 1.119 

\ 1 

100 


... 1.864 

^ 1 

... 

N. Lcshiu. 

G. B. Shomhnugn, Jr. 

230 

518 

0 

1 2 

la 


.... 1.941 


i ^ 

200 


693 

8,835 


140 

140 


OGl 

*' * .-,<1?. 

29,645 

10,316 

6 16 

4 


12 

1 

5 

3 


6 

6 

10 

3 

7 

2 

3 

3 

7 

16 


205 

103 

175 

ia 

200 


S3 


100 

100 

100 

]» 

ICO 

273 

160 

75 

132 

42 


isachusewB x.y e —- --^ 
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15. OTOLAKYNGOLOGY-Continued 


N«ine ol Ho«p!tal Location 

Mas^i-chu-setts Meinoiial HospUaN .Boston 

Beth I<rnel Hospital . Boston 

Veteran^ AilmlQ. iIo«pltaI *'*. Boston (.Tarnaica Plain) 

University Hospital .Ann Arbor. Mich. 

Harper Hospital *’*. Detroit 

Henry Ford Hospital •'*. Detroit 

Recelrinc Ho^pUal . Detroit 

University of Minnc'^ota Hospital- Minneapolis 

Minneapolis General Hospital . Minneapolis 

AneVer Hospital.St. Paul 

Veterans Atimln. Hospital Minneapolis 

Mayo Fo\m<lBtlon. Rochester. 51lnn 

Homer G. Phillips Hospital . St. I.ouIs 

St. Mary's Group of Ho«pltol« . St. Loul< 

^Ya^hinKton University HospUnU 

Bamc' Hospital . St. LouU 

McMillan Ho>pltal .. 

St. Louis City Hospital . St. LonI« 

United Hospitals of Newark 

Newark Eye ami Ear Infirmary HnrrUon S. Mnrtlaml 

Medical Center '■*. Newark, N. ♦!. 

Albany Hospital Albany, N. Y, 

Brooklyn Eye and Ear no«;pltal . Brooklyn. N. Y*. 

Klnps County Hospital 

Division I ... Brooklyn, N. Y. 

Dlvlslnn tl *-». Brooklyn. N. V. 

Long Island College Hospital . Brooklyn, N. Y*. 

Buffalo General Hospital ... Buffalo 

Elmhurst Cfeaeral Hospital . Elmhurst, N. Y*. 

Bellevue Hospital Center 
Piv. lY*-NewTork University Po^t-Gnuluatc 

Medical School ...New York City 

Harlem Eye and Ear Hospital ... New York City 

Manhattan Eye, Ear and Throat Hospital ***.New York City 

Mount Slnnl Hospital . New Y'oik City 

New York Eye and Ear Infirmary .New York City 

New York Hospital '•*. New York City 

New York Polyclinic ile»l!cal 

School and Hospital '. New York City 

Presbyterian Hospital . New York City 

Roosevelt Hospital *... New York City 

St, Luke's Hospital *’*. New Y'ork City 

Veterans Admin. Hospital (Bronx) . New York City 

Strong Ylemorlal—Rochester 

Ylunlclpal Hospital i**. Rochester, N. Y'. 

State University of New York 

Upstate Medical Center *'*. Syracuse, N. Y. 

North Carolina YIemorial Hospital . Chapel Hill, N. C. 

Duke University Alllliated Hospitals 

Duke Hospital *"*. Durham, N. C. 

Y'eterans Adtrdn. Hospital i-a-r*. ^rhara, N. C. 

5IcPher«on Hospital '**. Durham, N. C. 

North Carolina BaptUt Hospital ***. lYln^ton-Salem, N. C. 

University of Cincinnati College of Medicine 
Hospital group 

Cincinnati General Ho^pltnl *"*. Cincinnati 

Cleveland Clinic Hospital . Cleveland 

Cuyahoga County Hospital Cleveland 

St. Luke’s Hospital . Cleveland 

University Hospitals . Cleveland 

Y'eterans Adtnln. Hospital *-*-29. Clevelanil 

Ohio State University Hospital* 

Children’s Hospital ... Columbus, Ohio 

University Hospital . Columbus, Ohio 

University of Oklahoma Hospitals .Oklahoma City 

University of Oregon Yledlcal School 

Hospitals and Clinics . Portland, Ore. 

Veterans Admin. Hospital *-*- 2 ». Portland, Ore. 

Geo. F. Geisingcr YIeraorlal Hospital .Danville, Pa. 

Graduate Hospital of the 

University of Pennsylvania . Philadclpbia 

Hospital of the University of Pennsylvania .Philadelphia 

Jefferson Medical C^olJege Hospital .Philadelphia^ 

Temple University Hospital . Philadelphia 

Health Center Hospitals of the University of 
Pittsburgh School of Medicine 

Eye and Ear Hospital . Pittsburgh 

Veteran® Admin. Hosp'tal .Pittsburgh 

ilercy Hospital *-*.Pittsburgh 

Rhode Island Hospital . Providence, R. 1. 

Teaching Hospitals of the 

YIedIcal College of South Carolina. Charleston, S. C. 

Yfedical College Hospital. 

Roper Hospital. 

City of Yfemphls Hospitals . Memphis, Tenn. 

Y'eterans Admin. Hospital . Memphis, Tenn. 

YTeterans Admin. Hospital *-3-3S7.Dallas, Texas 

University of Texas Yledlcal 

Branch Hospitals . Galveston, Texas 

Baylor University College of Medicine Affiliated Hospitals 

Jefferson Davis Hospital .Houston, Texas 

ilethodist Ho pital . Houston, Texas 

Veterans Admin. Hospital *“•. Houston, Texas 



T 


~ YJ* 

A 

a 

'Z* 

i£ 

C e— 

Chief of Service 

•si z 

t? ^ 

6> 
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Numerleal and other references will be found on pages 640 through 642. 
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16. PATHOLOGY-ConHnued 


Nninc of HospUnl Location 

Yetoranf Admin. Hospital *•*. Los Ancclcs 

^^'hlIc Memorial Hospital . Los Anceles 

Hospital .OnWnnd, Calif. 

- - ■ : a! .Oakland, Calif. 

" ■ ■ ...Oakland, Cnllt. 

. ■ ■ *-».Oakland, CallL 

CoUls V. and Howard 

Huntington Mcm(»riol IIo'T>Itnl . Pasadena, Calif. 

I^ccfunia Ho**pital . Re<lwood City, Calif. 

Sacramento County Hospital '**. Saornmento, Calif. 

San Bemanllno Connly Charity Hospital . San Bemanllno, Calif. 
PonaW X. Sharp Memorial 

Community Hospital '*•■*. San DIcro, Calif. 

Mercy Hospital . San DIcro, Calif. 

San Diejro County General Hospital .San Dfepo, Calif, 

Franklin Hospital '. San Francisco 

French Hospital *-*... San Francisco 

Kaiser Foundation Hospital . San Francisco 

Mount Zion Hospital '■*. San Francl«co 

SU Francis Memorial HospUal .San Francisco 

St. Luke’-s Hospital ... San Francisco 

St. MaryV Hospital .^. San Francisco 

San Francisco Hospital... San Francisco 

Stanford rniv^'rslly Scr^icc *. 

University of California Seiadco *. 

Stanfonl University Hospitals . San Francisco 

Cniver.sity of Calilomla Hospitals *****. Sun Francisco 

Veterans Admin. Hospital . San Francisco 

O’Connor Hospital'**. San Jose, Calif. 

Santa Clara County Hospital ...San ,To«e. Calif. 

Community Hospital of San Mateo County San Mateo, Calif. 
Brooksldc Hospital *...... San Pablo, Calif. 

Santa Barbara Cottnee Hospital *-*. Santa Barbara, Calif. 

St. John’s Hospital *-*. Santa Monica, Calif. 

Harbor General Hospital **•«. Torrance. Calif. 

Glockner*Penrose Hospital '**. Colorado SprlDRs, Colo. 

Chlldren’F Hospital ’**. Denver 

Genepal Ho*€ Memorial Hospital *•*. Denver 

Mercy Hospital . Denver 

. Porter Sanitarium and Hospital. Denver 

Presbyterian Hospital '*«. Denver 

M. Anthony Hospital . Denver 

at. Joseph’s Hospital '*■. Denver 

St. Luke’s Hospital ^. Denver 

Unjvcpsity of Colorado MMlcal Center 
Colorado General Hospital ***. Denver 

Denver General Hospital **#. Denver 

veterans Admin. Hospital .Denver 

Weld County General Hospital. Greeley. Colo. 

Colorado State Hospital . Pueblo, Colo, 

Bridgeport Hospital ***. Bridgeport. Conn. 

St. Vincent'.s Hospital . Bridgeport, Conn. 

Danbury Hospital ***. Danbury, Conn. 

Greenwich Ho.<pit.'il ***. Greenwich, Conn. 

Hartford Hospital ** Hartford, Conn. 

St. Francis Hospital . Hartford, Conn. 

Meriden Hospital . Meriden, Conn. 

Middlc.sex Hospital . Sllddletown, Conn. 

Xew Britain General Hospital .New Britain, Conn. 

Grace-Kew Haven Community Hospital Xew Haven, Conn. 

Hospital of St. Raphael.•..New Haven, Conn. 

Veterans Admin. Hospital . Xewington, Conn. 

^orwalk Hospital *“*. Xorwalk, Conn. 

Stamford Hospital *"®. Stamford, Conn. 

St. Mary’s Hospital ***. Waterbury, Conn. 

Waterbury Hospital *. Waterbury, Conn, 

Veterans Admin. Hospital .West Haven, Conn. 

Delaware Hospital . Wilmington, Del. 

Memorial Hospital . Wilmington, Del. 

Wilmington General Hospital . Wilmington, Del. 

^ildren’s Ho.=pit{iI . VVnshington, D. C. 

District of Columbia General Hospital *"*.Washington, D. C. 

Doctors Hospital .Washington, D. C. 

Georgetown University Hospital .Washington, D. C. 

George Washington University Hospital Washington, D. C. 

Providence Hospital *.Washington, D. C. 

Sibley Memorial Hospital .W’ashington, D. C. 

Veterans Admin. Hospital .Washington, D. C. 

Washington Hospital Center . Washington, D. C. 

Veterans Admin. Hospital *-». Coral Gables, Fla. 

Baptist Memorial Hospital .Jacksonville, Fla. 

Duval Medical Center ***...Jacksonville, Fla. 

St. Vincent’s Hospital •.Jacksonville, Fla. 

Jackson Memorial Hospital i-*. Miami, Fla. 

Mount Sinai Hospital of Greater Miami *^**.... Miami Beach, Fla. 

Orange Memorial Hospital *.. Orlando, Fla. 

Baptist Hospital 1-*. Pensacola, Fla. 
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Numerical and other reference* will be found on pages 640 through 642. 
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Charleston, tV. Va. 
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.St. .Mnty’.s Hospital >-«. Huntimtton, tV. Va. 
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.St. Aknes Ho.spltal »..... Fondnlae, tVIs. 

.Madison General Hospital... Madison, Wts. 
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roltimhln Hospital i-aa®... Milwaukee 

Kvancelienl Deaconess Hospital . Mllwaukca 
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St. JAike'f Hospital ***. Milwaukee 
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Queen’s Hospital . Honolulu, T. H. 

.St. Francis llnspltal . Honolulu, T. H. 

Aftuadllln Dl.<trlct Ho.spltal.,. Apuadllla, P. R. 

Arecllio District Hospital. Arcclho, P. R. 

Bnyamon Charity District Hospital . Bnyarnon, P. R. 

.San .Iiinn City Ho.spltal . Snn .Tuan, P. R. 

Veterans Admin, Hospital... San .Tuan, P. R. 

Dr. T. Gonrnle.s Oncolofrlc HospUid “. Snnturce, P. R. 


Chief of Service 

W. M. Monroe.,. 

J. R. Kriz. 

G. W. Tooley. 

D. G. Mason. 

P. K. Lund. 

I. I. ScbnldbeiB. 

D. V. Brown. 

H. W. .Tones....... 

T. E. Ludden. 

J. HIU- 

J. D. MacOarthy.... 

0. 0. Christianson_ 

.0. R. McOoll. 

O. P. Larson. 

TV, A. Laqacar. 

TV. Putschar. 

G. B. Swoycr. 

H. Fischer.. 

S. TVerthammer- 

•T. E. Sadka. 

S. TVerthammer....... 

R. G. Gottschalk. 

H. G. Little. 

R. TV, Stcuhe. 

P. G. Piper. 

TV. D. Stovall. 

D. M. Angevlue. 

G. Ritchie. 

R. S. HaukoW. 

P. Klmmclstlel. 

E. A. Blrire. 

C. H. Altshuler. 

B. E, Clarke. 

S. B.’Pessin. 

R. M. Maynard. 

H. Mondraffon. 

TV. H. Civin. 

R. Chappell.. 

D, A. Jutzy. 
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S o § 


C tfk 

XI A 

05 

Sas 

34 i 

O W 

s 

£ rCv 

s® 

!5-4 

0. OftJ 

« tv ^ 

5 A A 
!5»co 

58 

113,521 

3,084 

228 

220,735 

2,535 

165 

111,284 

6,889 

203 

132,554 

6,790 

260 

169,478 

10,320 

720 

206,538 

3,747 

243 

83,279 

1,586 

221 

222,305 

9,958 

216 

127,257 

4,464 

267 

181,784 

8,063 

117 

142,015 

3,344 

106 

101,869 

4,901 

149 

86,101 

11,146 

96 

96,364 

2,400 

102 

82,873 

2,986 

135 

114,097 

3,859 

64 

398,258 

3,033 

70 

69,904 

3,503 

112 

235,592 

5,338 

139 

226,473 

1,435 

153 

116,138 

5,166 

135 

349,30.) 

5,558 

173 

131,956 

0,847 

358 

222,042 

5,531 

162 

95,202 

4,141 

174 

80,272 

4,734 

072 

348,751 

3,220 

185 

172,478 

6,482 

177 

186,711 

6,595 

■ 140 

125,482 

2,840 

132 

107,480 

6,580 

451 

306,167 

2,019 

232 

317,012 

2,532 

237 

181,511 

6,663 

90 

153,238 

14,019 

211 

61,548 

1,458 

195 

114,707 

892 

313 

113,512 

3,233 

377 

263,781 

2.542 

62 

83,712 

2,331 

25 

12,000 

4,177 


J 

lis 

si 

Y 
. fe 
*0?^ 

ft? so 
w* O 

o-S 

5s 

II 

Qrf; 

fa d J* 

»‘3 
c a 

P4*a 

«*S 
o O' 


^ o 

3,084 



le 

Soo 

2,260 

1 

2 

4r 

4,959 

1 

2 

2' 

S30 

4,496 

2 

2 

2> 

215 

10,044 

1 

4 

4I> 

225 

3,352 

1 

4 

4i> 

335 

1,502 

1 

4 

3P 

8,645 

1 

1 

4P 

160 

3,278 

1 

1 

3» 

300 

7,929 

2 

6 

3' 

250 

2,149 

1 

1 

2? 

225 

4,541 

2 

4 

2» 

300 

9,765 

1 

4 

4P 

250 

2,300 

1 

1 

1" 

300 

2,0)9 

1 

3 

3P 

225 

3,859 

1 

2 

2P 

250 

3,940 

1 

3 

2? 

SOO 

3,140 

1 

3 

3* 

250 

4,683 



3« 

275 

1,130 

1 

I 

2P 


4,438 

1 

4 

4P 

'm 

2,752 

1 

2 

2'» 

200 

6,397 

3 

2 

4P 

175 

5,474 

2 

5 

4P 

300 

2,790 

1 

4 

4e 

245 

8,692 

1 

3 

41’ 

.300 

3,220 

2 

8 

4" 

207 

6,550 

i 

2 

4P 

270 

6,396 

1 

4 

41’ 

280 

2,006 

3 

4 

4i> 

275 

3,754 

1 

4 

4P 

300 

2,427 

2 

6 

4P 

»»• 

2,682 

1 

4 

4P 

3)5 

6,237 

1 

4 

4e 

150 

8,139 

1 

2 


160 


I 

1 

J* 

250 

892 

,, 

,, 

1’ 

250 

3,233 

1 

4 

4P 

2.50 

2,514 

2 

6 

3» 

150 

2,333 

1 

2 

1» 


3,937 

1 

2 

1> 



17. PEDIATRIC ALLERGY 


Residency nroprams In the following hospitals have been approved for rwp 
the American Academy of Pediatrics, the American Board of Pedla.'. 
Pediatric Allergy, through the Residency Review Ro—ftt'7 for P'dlet , 
for examination by the Sub-Specialty Board of r- di.' #.> , }«■ 

refer to the Board Rcgulrements on Page 678, ! ■ 'su > '■ 

' “Pediatric” categories below.) 

Hosoltals. IS. 


'it' 


fr* pv the Council, 

:■ ■■ y..'; Board o1 

■ ■ ■ i ■; to qualify 

i;,i 1 1 li' I'--: -tries, should 
(•■. ’ ■■Adult” and 


Name of Hospital Location 

University of Cnlifomln Hospital. Dos Angeles 

University of Cnlifomln Hospital. San Fronclsco 

University of Colorado Medical ^Center... 

Colorado General Hospital..... 


Denver General Hospital. 


Denver 

Dens'or 


C. 


CUlIdrcn’s Hospital. 

Michael Reese Hospital. 

Children’s Medical Center.'A'”,"':' Mmn 

•Mayo Foundation. 

•Roosevelt Hospital. Now Tork City 

•Strong Memorial—Rochester Wnr-hoster N Y 

Duke HUltal.I B ^ 

•Rhode Island Ho.spltnl. 

Children’s Medical Center.' ‘ 

•University Hospitals. SIndlson, TVIs. 


Chief of Service 

E. M. Heimlich. 

TV. 0, Denmer-T. L. Nelson... 
M. F. .. 


R. H. Todd. 

M. M. Mosko-A. Matheson., 

H. L. Mueller. 

G. B. Logan. 

V. L. Cohen. 

R. A, Cooke. 


j, Glaser. 

S. 0. Dees. 

S. S. Freedman. 

S. Hnlpem. 

S. B. Orepca.... 


• The total residency programs In Allergy at these centers also “ude AduU AHergy^®„Bder Bw'rf iquireSron 
are In the “Mixed” category referred to under Board ® jn the “Adult” category referred to under rd 

approved In Allergy on page 561. Residency programs In t^ese hospitals we ..pediatric” category referred to engage---_ 

page 680, All other residency programs listed above under Pediatric Allergy, —— - 


Numerical and other referenees wilt be found on pages 640 through 642. 
















































































































Vol. ll)S, No. 5 


APPROVED RESIDENCIES AND FELLOWSHIPS 


607 


18, PEDIATRICS 


Residency programs in the foilowlng hospitals have been approved by the Council, the American Academy of 
Pediatries and the American Board of Pediatrics, through the Residency Review Committee for Pediatries, 
as offering full training In the specialty: (1. e., TWO or more years). 

Hospitals, 254; Assistant Residencies and Residencies, 1,779 


Name of Hospital l.ocntlon 

UNITED STATES AIR FORCE 

D. S. Air Force Hospital. Snn Antonio, Tcxn« 

UNITED STATES ARMY 

Lettennnn Anny Hospital ***. San Francisco 

Fitr.«linons Army Hospital . Denver 

Army Me<licnl Ccnlcr . Waphlneton, D. C. 

William Henmnont Anny Hospital *. El Paso. Texas 

RrooVe Anny Hospital '“*. San Antonio, Texas 

Madii^an Anny Hnjipltnl . Tacoma, Wash. 

Triplcr Army Hosp'im . Honolulu, T. H. 

united STATES NAVY 

C. S. Naval Ho«pltal '“S. Oakland, Calif. 

U. S. Naval Hospital '. Snn Dlepo. Calif. 

U S. Naval Uo«pltnl '•**. Bothesda. .Md. 

U. R Naval Hospital *'*. Chcl'^ea. Ma««. 

L'. S. Nava! Hospitnl . Phlludclphfa 

U. S. Naval Hospital ... Portsmouth, Va. 

DEPARTMENT OF HEAUIH,EDUCATION 
AND WELFARE 

Free<linen*f Hospital . Wnshlnulon. D. C. 

NONFEDERAL 

Cnivcrslty of .Msliama MMIcal Center 

Children's Hospital . Blmiini:hain. Ala. 

University Hospital nn<l Hillinun Clinic ***_ Blrmlopham, Ala. 

Lloyd Noland Hospital . FnirHeld, .Ala. 

Mobile County Hospital ... Slobllc, Ala. 

Maricopa County General Hospital . Phoenix, .\riz. 

St. Joseph's Hospital . Phoenix. .Arlx. 

University Hospital . Little Rock, Ark. 

Kem County General Hospital '. Hakor^field. Calif. 

San Joaquin General Hospital '. French Camp, Calif. 

General Hospital of Fresno Cotinty '-****. Fresno, Calif. 

Calllomia Babies* and Children's li(»spltal *•*. Los Aneeles 

Cedars of I^ebanon Hospital . Los Angeles 

Children’s Hospital '. Los AiiKeles 

Los Angeles County Hospital '. Los .Angeles 

Queen of Angels Hospital .Los Angeles 

University of California Hospital . Los Angeles 

White Sfemorial Hospital . Los Angeles 

Children’s Hospital of the East Bay '.Oakland, Calif. 

Hlghland'Alain^a County Ho>»pitnl .Oakland, Calif. 

Kal«€r Foundation Hospital . Oakland, Calif. 

Children’s Hospitnl ’*3. Snn Francisco 

Department of Contagion^ Di-ea‘‘CS. 

Kaiser Foundatiou Hospital . San Francisco 

St. Luke's Hospital . Snn Francisco 

St. Mary’s Hospital . San Francisco 

Stanford University Hospital^ 

San Francisco Hospital '. Snn Fraucicso 

University Hospital . Snn Francisco 

Universit> of California Hospitals 

San Franci«co Hospital *. Snn Francisco 

University Hospital ®. San Francisco 

Santa Clara County Hospital . Sun .lose, Calif. 

Harbor General Hospital ' . Torrance, Calif. 

Children's Hospital . Denver 

University of Colorado Medical Center 

Colorado General Hospital . Denver 

Denver General Hospital .Denver 

Hartford Hospital . Hartford, Conn. 

St. Francis Hosp'*-’ rjnwHnT/t ^'oon. 

Grace-New Haven ' '■ 'onn. 

Hospital of St. . ' Jonn. 

Delaware Hospitc ■ Del. 

Children’s Hospital i-*.AVashington, D. C. 

District of Columbia General Ho=pltal AA’ashlngton, D. C. 

Georgetown University Hospital i"®.Washington, D. C. 

Duval McfJica! Center . Jacksonville, Fla. 

St. Vincent’s Hospital *. Jacksonville, Fla. 

.Tackson ilemonal Hospital '■'*. Miami, Fla. 

Crawford W. Long Memorial Hospital . Atlanta, Ga. 

Georgia Baptist Hospital ^...Atlanta, Ga. 

Grady 3Icinor5al Hospital '. Atlanta, Ga, 

St. Joseph’s Infirmary i'®. .Atlanta, Ga. 

Medical College of Georgia Hospitals 

rr-i_J... ir-r_i_i T-S fin 


University Hospital ®.Augusta, Ga. 

Children’s Meinoriil Hospital . Chicago 

Cook County Hospital. Chicago 

Department of Contagious Diseases. 

Loyola University (Stritch.School of 
Medicine) Affliiated Hospitals 

Mercy Hospital . Chicago 


Chief of Service 




J. P. Hough. 

.... 699 

11 

2 

4 

... 

F. Bmhti-ien. 

S20 


3 

6 


H .1. Cm:nuf, Jr. 

W7 

45 

o 

4 

_ 

L. J. Geppert. 


45 

3 

6 

... 

T. A\. Cap. 

3,S4a 

45 

o 

4 

... 


. 2,94fi 

•w 

3 

f. 

... 

E. J. Tom«ovlc. 

7G9 

9 

2 

4 

... 

J. P. Fnlrehlld. 

.... 1,177 

IS 

3 

6 

... 

M. Kur/rok. 

1,662 

16 

3 

5 


E. R. .Moeller. 

.... lisa- 

25 

3 

4 


T. E. Cone, Jr. 

1,143 


3 

6 

... 

.A. M. Jfargjlcth. 

602 

43 

2 

4 

... 

W. I. Nelklrk. 

402 

7 

3 

4 

... 

E. M. Leach. 

1,311 

32 

1 

2 

... 

R. B. Swjtt. 

673 

6 

1 

5 

30? 


C. L. Lamar.. 

3,156 

31 

2 

3 

U3 

K. Hare.. 

3.461 

86 

6 

12 

JOS 

G. C. JfcCuUough.. 

1A19 

3 

2 

4 

250 

.1, H. Bauinhaucr. 

3,448 

23 

1 

2 

275 

C. A. Holmes. 

9:>3 

39 

.. 

1 

300 

J. Kaye. 

1,2S3 

21 

1 

n 

250 

T, C. Panes. 

830 

.51 

4 

7 

155 

.1. Thonicr. 

905 

21 

2 

. 4 • 

32.5 

W. T. Atild. 

750 

19 

1 


260 

J. P. Conrad. 

1,054 

22 

2 

4 

300 

T. L. Biralrtrg. 

1,274 

,, 

1 

o 

200 

B. KaRan. 

1,73? 

19 

2 

i 

265 

R. AVard. 

6,300 

250 

11 

24 

150 

R. F. Chlnnocfc. 

4,569 

So 

7 

14 

246 

C. Moiiton. 

1,312 

4 

1 

2 

200 

J. M. Adams. 

1,526 

05 

3 

9 

229 

R. F. Chinoock. 

701 

35 

2 

4 

215 

H Bone. 

7,418 

73 

6 

12 

225 

M H. Schwartz. 

1,501 

31 

2 

3 

200 

A K;-r. 

771 

9 

4 

6 

315 

F. B, Shaw. 

9»U 

35 

2 

4 

175 

E, B. Shaw. 

426 

5 



173 

J. G. Simile. 

(J}2 

7 

o 

4 

200 

L. Hardgrave. 

622 

5 

I 

2 

325 

R. Flood. 

2 227 

6 

1 

2 

200 

E. H. Senz. 

6sn 

3 

3 

3 

205 

R. Gross.... 

452 

47 

3 

7 

100 

H. B, Bruyn. 

779 

2 

2 

2 

205 

AA'. C. Deainer. 

603 

OO 

4 

9 

231 

R. D. Cutter. 

401 

13 

1 

2 

2r,o 

A. .T. Moss. 

1,359 

27 

3 

6 

246 

R. O. Sherberg. 

4,697 

86 

G 

10 

200 

C. H. Kempc... 

.T/{ 

52 

S 

iy> 

160 

C H. Kcnipe. 

flOS 

12 


,, 

179 

.1- B. Grigg?. 

901 

34 

i 

2 

325 

T. F. Morphy. 

S19 

S 

2 

3 

375 

N. K, Ordway-AV K. Wilson. 

967 

60 

5 

9 

140 

P. F. AIcAIfDDcy. 

2,040 

34 

2 

3 

150 

R. O, r. AVarren. 

2,319 

40 

2 

4 

220 

R. H. Pairott. 

3r3Sy 

uo 

14 

24 

100 

L. Hoeck. 

2,196 

4S 

5 

10 

233 

F. G. Burke. 

i,a;i 

31 

4 

7 

175 

J. K. David, Jr. 

Co7 

25 

2 

4 

150 

H. Caritbers. 

2,123 

13 

1 

2 

300 

R. B. Lawson.. 

3;ssc 

58 

5 

11 

75 

J. H. Patterson. 

1,431 

62 

5 

6 

285 

J. Tampolsky. 

3,379 

13 

3 

o 

305 

R. W. Bluml/erg. 

961 

38 

4 

10 

100 

C, D, Fowler. 

1,499 

13 

1 

2 

270 

W ATaugban. 

214 

30 

4 

9 

250 

P, EUington. 

4,354 

5S 

1 

3 

200 

J. A. Bigler... 

2,66S 

70 

12 

16 

75 

fi. N. Sanford. 

8,074 

54S 

8 

17 

140 

A. I-. Hoyne. 

1,095 

19 

•• 

1 

140 

W. H. Elghammer..... 

. 1,493 

U 

4 

9 

200 


Numerical and other references will be found on pages 640 through 642. 
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18. PEDIATRICS—Continued 


Niunc of 

.'ttcIlHt'l l{pc<l' HO'Sltlttll I'S 

•Moiuit .Sltml HoM'ltiil . 

t’rc-tf.vIcrinn.St I.ukp’i! Ho-snltiiV 


Locuflon 

. ChtCHRO 

. ChiciiKo 


Chief of Service a£j 

-T. MctcolT.. , x-ia 

1. M. Levin. 

p. 0. Mill. IJ,. 

A. ». BiKKS. . 

0. .1. Runner. jdn 

p. H. wriRht.533 


r- F. Hill. 4,mi 

S- W-*I>;<^rory. j,7.ni 

H- M«>«r. I.ISD 

jf. jJmper . 3,27,7 


.T. A. LlttJc. 

A. ,1. Stelgmun. 


I'rvfliyterlnn JIo>.iiitnI Dhltslon mi 

, SI. I,nke '3 tfospltnl DlvWon i->. . «• ^->11. 

J’rovhlPiit HohoHhJ i-s . Chjpiiso A. B. BIcks. 

fnlverrltj- ot CIiipiiro cmilVV'i-i. i'- Runner.i.'.; 

.V,-;- OWenRO H. N. Sanford. 

..Itllp Coimouiy of .Mary Ifospitni ’-\V.V.VKv«VKrwn Park 1 ' P fi' I'l’indif. 

liiiSlmin Vnlverxlty .Medical Cenfer.. . ‘ . 

ind'JlnS ' 11 &: — ■■■■■■■■■ 

Io«n .Mpihmltm ItOMdtnl (Knymoiid niniii-. unnpoli H. h. Stadler. 

Memorinl UoaplmJ for Children) •-»-<<=. Dp. Molnoa, town L. F. Hill.. . 

.state t nlverMfy of Iowa Uo'iidtnl'i . forva City tV \V MeOrorv .” 

Inlveriiltr of Knnsn-; Medical Center .Kaiioa" City, Kim. H.' MtUer.... . 

-St, .toKPiili InDniinry . r.nntci-iiie trv At T.imnnr . 

fnlver«Itr of l.oukville Mpdlcal Center................ ^ . 

. Loiilsvilie. Ky. .T. A. LUVlC..".’..'.'.'.'.'.'.'.'.;;";’. 

I.oiiin-llle tiencrnl Ho<,i>Unl a-' . Lonlsillip, Ky. A. .f. Stelgman. 

* hrtrlty Jlo^pUnl of Loul'^InnH 

LoiiWann State Unlverylty Unit ’. Kciv Orlenna R. L. Fowier. 

Iiilnne Lnlverslly Xinlt ». Kciv Orlennt It. V. Platoti. 

t onfederatp .Meniorliil Medti-.d Center >. .Sinoveiiou, I.n. C. H. tVebh. 

Hnltlmori' City IIo<.pItah . Baltimore H. £. Harrison. 

.lohns HopVlns Hospital ’-». Baltlmotc R. E. Cooke. 

.Sinai Hospital >'». llulUmorc H. H. Gordon. 

t.iloit Memorinl Hospital . Baltimore T. T. BurRer. 

University Hospllnl >. Baltimore .i. K. Bradley..'... 

Boston City Hospital >-». Boston .S. S. Gellis. 

Boston FloatlnR Hospital . Boston .1. M. jtaty. 

I'tdidren's Medical Center. Boston C, A, .Innenny... 

.Massachusetts General Hospital t'’. Bo.ston A. M. Butler. 

St. Vlneertt'.s Hospital. M'orco«ter, Mass. P. Knrpaaich. 

Worcester City Hospital . M'orcestcr, Mass. R. Cox. 

rnlver.sity Hospital *•’. Ann Arlior. .Mich. .1. L. kVilson. 

Children's Hospllal. Detroit P. V. Woolley, dr. 

Harper Hospital >■’. Detroit E. £. Martmcr. 

Henry I'ord Hospital . Detroit .1, A. .Tohoston. 

Hurley Hospital . Flint, Mich, E, M. Elchhorn. 

flutterworth Hosiiltnl ... Grand Rapids, Mich. M. Dick..... 

.St. .tosepii Jlerey Hospital . Pontine, Mieh. F. M. .Adams. 

SaRlnaiv General Hospital t-j. SnRinaiv, Mleh, R. M. Heaven rich..... 

Minnenpolls Ocneral Hospital.... .''linncitpolls R. B. Raile. 

Northuestern Hospital «-■>. .Minneapolis R. Beach. 

rnher-lty of .Mlnncsotn Hospitals . Minneapolis .1. Andwson. 

-Mayo Foiindntlon. Iloehe.ster, .Minn. .1. U. DuShnne. 

Cidversity Hospital i.laeksoii, MKs. B. Batson. 

Unlvervity ol Missouri Medical Center . Ooliiinhia. Mo. R. L. Jackson. 

Chihlren’.s Mercy IfospRal >-».£ 0030 ? City, Mo.. kV. Hart..... 

Kansas City General ilospltnl Xo. 1 Kansas City, Mo. G. E. HurIics. 

Homer G. Phillips Hospital . St. Louis p. J. kkhito. 

.St. Louis Chltdrcn’.s Hospital i-». St. Louis k. F. Hartmann. 

.Ht. Louis City Hospital St Lou s \ Peden. 

Ht. .klary'.s Group of Hospitals . . ht. Bouis .f, p. kinR.... 

children'.s Memorial Hospital ... Omaha, Xc >. .1. L. Gedsoud. 

CrelRhton .Memorial—St. Josepli’.s Hospital. Omaha, NcR. . 1 . H, Murphj. 

ContaRlous Division of County Hospital. 

Omaha Children's .. 

RIvcrvlew Home. 

Cnherslty of Xet.iasku Hospital/-’-”*.. G. L. GUms... 


United Hospitals of .Newark , , , , 
Jtaldfs HospItal-Colt Memorial 


Xcwarfc, X. J. 


Haldfs Jtosiutal—coit memoniu --... \v v i 

Bernalillo Coiinty-Indlnn Hospital. ''''’"‘’‘'‘■I?.™'P ] 

Beth J:1 Hospital .. ^tooK sn. X. i. i - ; 

Brooklyn Hospital *-».Illnnk io’ v’ V- h 5 

.Jewish Hospital >•». S' I' v 

County Confer. UmoVlyn, 1\. i. 

LonR Island CoIIcrc Hospital . Brooklyn, N. T. O. . 

Lutheran Afodical Center . Brooklyn, X. . >. 

Mnimontde.s HospUal . Brooklyn, N. Y. M- 1 

Methodist Hospital . Brooklyn, X. Y. 

St. Catherfne's Hospital . ^ li 1 

St. John's Episcopal Hospital . Brooklj'n, X. 1. ■ 

St, Mary's Ho.9pitnl . Brooklyn X. Y. . 

Ohlldren’.s Hospital *-». m - 

Edward J. Moyer Memorial Hospital . .Bunaio • > 

Mumerleal and other references will be found on papes 640 through 642. 


G. E. Glims. 

. eS-i 

. 


. I,.j2.3 

-V Pnffottn. 

. 

Heymtin. 

H. A. Murray. 

. Wi3 

. 3,«0S 


. 3,S77 

V T. AUlol*.. 

. OH 


B, Selilek. 

. m 

. . BC 

.S. X'lissoniim. 

.T. A. Montort. 

. 489 

. 1,02.3 

. l,40'i 

K. G. ,TcnninR.s. 

. 2.SH 



. 770 


. .->07 



<1. Jf. .. 



.. 3,499 

lU. 1. UUUI^.S***. jyjQ 


oac ag= 
oSfc 

B«o rkC 
H 111 
S ?>•, 


8 sna 

in 17;> 

8 337 

i 210 

30 83 


R. L. Fowler.. 


M 

9 

17 

100 

It. V. Phitoti. 

*> -’h'l 


9 

17 

100 

G. H. kVcbh... 


5(1 

2 

4 

12:1 

H. E. Harrison. 

. 1.423 

Ml 

3 

9 

75 

It. E. Cooko.. 

. ],9r> 

m 

12 

32 

160 

H. H. Gordon. 

OiS 

27 

3 

7 

110 

T. T. BuTRer... 


12 

2 

3 

217. 

J. K. Bradley. 

SI.3 

41 

3 

7 

7.7 

.S. S. Geliis. 

.... 1,823 

91 

12 

23 

132 

J. M. Baty. 

2,602 

78 

4 

8 

100 

C, A, Jnneany. 

.... 1,492 

123 

5 

31 


A. M. Butier. 

_ 1,071 

. . . 

5 

12 

67 

P. Knrpaaich. 

,.,.. 

1« 

1 

2 

17.7 

R. Cox. 

1,1.36 

12 

1 

2 

21.7 

J. L. kVilson . 

. , . ,. I ,.174 

7!> 

8 

24 

160 

P. V. Woolley, .1r. 

_ 7,047 

2.12 

12 

27 

170 

E. E. Martmcr. 

_ 1,47.1 

IT 

1 

8 

■ 27.7 

J, A. Johnston . 

- 1,307 

11 

4 

8 

2.V) 

E, if. Elchhorn . 


31 

1 

2 

327 

M. Dick . 

.... 1,23.3 

34 

1 

2 

300 

F. M. Adams . 

.... 4,11.3 

IT 

1 

2 

327 

R. M. Heaven rich . 

.... 1,731 

10 

1 

'2 

8G1 

R. B. Raile . 

. 2,100 

20 

S 

4 

2i0 

X. Bench .. 

. 1,47(! 

42 

1 

0 

200 

J. Anderson . 

. 2,.k0« 

1.11 

8 

16 

209 

J. kV. DuShnne . 

_ 3,312 

99 

0 

18 

17.1 

B. Batson... 


27 

2 

5 

2.10 

R. L. Jackson . . 


14 

2 

5 

200 

kV. Hart. 


84 

,3 

9 

37.7 

G. E. HurIics. 

. Ml 

2 

1 

«> 

200 

P. J. kVhitc . 


31 

8 

Jo 

20! 

k. F. Hartmann. 


131 

8 

R*2 

•jO 

V. Peden. 

. 2.308 

.37 

5 

11 

2.31 

J, P. KinR. 

. 3,3.10 


4 

8 

llh 

J. L. Gctlsoud. 

. 4,117 

•IS 

4 

8 

275 

.1. H, Murphy. 

. 3,101 

21 


i 
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18. PEDIATRICS—Continued 





* 

T. 

^ o 

X 

*2* 

C~ 







o c 

— O P 





Si Cf 

— 

£'5-£ 


tS’ ^ C 

Nnino of Hospital 

Location 

Chief of Service 


< 




Mary ItnoKono llnf.'-t'tt Hospital . 

. Cooperstoxvn, N. Y. 

T. C. Goodwin. 

333 

6 

1 

o 

150 

Elmhurst Ocnornl Hospital . 

.Elmhurst, K. T. 

E. E .umerman. 


s 

3 

5 

105 

Meadowhrook Hospital . 

... Hempstead, K. T. 

E. A. Stanch!. 

. .. 1,724 

55 

3 

6 

2>5 

Quee'ns Hospital Contor . 

.Jamaica, N*. Y. 

M, Coc. 

.. . 2,502 

CO 

4 

7 

105 

Charles S. WUcn Memorial Hospital . 

Johnson City, N. Y. 

.\. Coddington. 

. .. 21512 

6 

1 

2 





.... 350 

9 

o 

3 

200 

Lone Island Jowi«h Hospital .Xew Hytle Park, K. V. 

S. Karclltz. 

.... 2,040 

6 

o 

5 

75 

nolteviie Ho^rltal Center 








Div, III Noir Tori: University 










T. E Hftit Jr. 






Beth Israel Hospital . 


P. Cohen... 

267 


1 

o 


Bronx Hospital .*. 


J. H. Lapin. 

752 

3 

n 

3 

ICO 

Bronx Municlpnl Hospital Center . 


H. L. Barnett. 

.... 2,303 

2S 

10 

20 

125 






o 



Harlem Hospital . 

.New Y’ork City 

H- J. Cohen. 

7Sr, 

19 

o 

4 

1D3 

l,cnox Hill Hospital . 

.New York City 

F. Anderson. 

S40 

9 

i 

o 

ISO 

Lincoln Ho.'jplial *-*. 

.New Y’ork City 

H. Barnett. 

2,439 

74 

(* 

.5 

105 

Morrisanla Citv Hospital . 


P. Chick. 

2,024 

50 


4 

105 



H. L. Hodc«. 


93 


11 


New York Hospital . 

.New York City 

S. Z. Levine. 

2iCS5 

127 

s 

17 

101 





IG 


o 

150 

New York Medical CoIIpk*—M etropolitan Medical Center 





riowcr and Vifth Avenue Hospitals 


L. B. Slohody. 

S75 

14 

n 

4 

ICO 

Metropolitan Hospital . 


1 ^. B. Slobody. 

.... 4.372 

91 

6 

12 

105 

New York Polyclinic Medical 








School and Hospital *. 

.New York City 

A. B. Stisman. 

S71 

3 

1 

2 

125 

New York University—Bellevue Medical Center 







University Hospitni. 


A. DcSanctis. 

I47S 

21 

4 

5 

103 

Presbyterian Hospital '. 


R. McIntosh. 

5,022 

190 

S 

19 

250 

Roosevelt Ho^piml ^. 

.New York City 

K. N. Joyner, 111.... 

.599 

2 

4 

5 

133 

St. Clare’s Ho?pItal . 




<>.7 

o 

3 

2C0 

St. Luke’s Hospital ...... 

.New York City 

J- F. Eagle. 

.... 2,552 

9 

3 

6 

ICO 

St. Vincent’s Hospital . 

. New York City 

A. J. Mgoec. 

3,942 

74 

4 

C 

125 

Gencjce Hospital '•=. 

. Rochester. N. Y. 

J. Glaser. 

.... 2,703 

45 

1 

2 

175 

Rochester General Hospital . 


E. H. Townsend, Jr. 

C72 

16 

•7 

4 

125 

St. Mary's Hospital . 


R. Sommers. 

.... 2,242 

6 

i 

o 

230 

Stronir Meinonal—Rochester 








Municipal Hospital i-c-e’s. 

. Rochester, N. Y. 

^Y. L. Bradford. 

.... 1,CS7 

76 

6 

17 

117 

State University ol Xcw York 








Upstate Medical Center . 


J B. Richmond. 

.... S..505 

79 

5 

11 

233 


.Valhalla, N. T. 


. . . 3TS 





-Vorth Carolina .Memorial Ho.pi'tai ■-=. 

. . Chapel Hill, X. C. 

E. C. Camen. 

2JtSS 

67 

6 

12 


Charlotte Memorial Hospital '. 

. Charlotte, N. C. 

C. G. Watkins. 

530 

C 

1 

2 

250 

Duke Bospltul . 


.1. Harris . 

2,00C 

D7 


9 

102 

Re.y Hospital '. 


C. R. Bogg. 

.... 2,371 


1 

2 

SoO 

Babies Hospital . 

,Wilmington, N. C. 

J. B. Sidbiiry. 

2,S95 

16 


o 

SCO 

City Memorial Hospital <-=. 

WlnstoD-Saiem. N. C. 

F. A. Blount. 

1,.534 

1 

1 

2 

SCO 

North Carolina Baptist Hospital . 

Wlnston-Halcm, N. C. 

\V. M. Kelsey. 

1,504 

46 

3 

7 

ICO 

-Mary Lay ^'llr^ery and Children's Hospital ‘ 


X. Miller. 

.... 3,339 

51 

6 

12 

250 

University of Cincinnati School of Mcrllcinc 








Hospital Group 








Children’s Hospital^... 


A. A. Weech. 

.... 3,701 

M 

12 

24 

75 

Cincinnati General Hospital .. 


A. A. Weecb. 

.... 1,010 

Cl 




Cleveland Clinic Hospital . 


R. l>. 3Iercer. 

.... 2,074 

12 

3 

5 

175 

Cuyahoga Countv Hospital . 


F. 0. Robbins. 

l.OGO 

5S 

5 

12 

162 

St. Luke’s Hospital . 


R. G. Hodges. 

2,009 

19 

o 

3 

140 

University Hospital . 


W. WaUace. 

2,919 

101 

5 

12 

150 

Children’s Hospital ^. 

. Columbus, Ohio 

E. H, Baxter. 

.... 4,079 

123 

10 

23 

175 

University of Oklahoma Hospitals 

.Oklahoma City 

H. Riley. 

1,45S 

S2 

4 

10 

200 

Hillcre.«t Medical Center ^. 


R. Wadsworth. 

3,COS 

29 

4 

C 

150 

St. John's Hospital. 

.Tulsa, Okla, 

G- R. Russell. 

4,459 

so 

2 

4 

175 

University of Oregon Medical 








School Hospitals and Cllnlc.s . 


A. J. H n. Jr. 

1,139 

47 

4 

8 

125 

Geo. r. Gelsinper Memorial Hospital 


E. F. Rabe. 

700 

10 

1 

o 

175 

Harrisburg Hospital v-’. 

. Harrisburg, Pa. 

R. T. Tursky. 

2,154 

10 

1 

2 

250 

Harrisburg Polyclinic Hospital. 

.Harrisburg. Pa. 

M. Ames. 

2,849 

20 

1 

e> 

250 

-\lbert Einstein Sledlcal Center . 

. Philadelphia 

A. Capper.. 

.... 1,720 

16 

2 

4 

125 

Children's Hospital . 


J. Stokes, Jr. 

C,205 

74 

9 

0.7 

50 

~ ' Hospital *^"3.... 


J. C. Williams.. 

1,374 

10 

2 

2 

175 

• 1-3 


J. A. Ritter. 

.... 357 

o 

1 

1 


Hahnemann Medical College and Hospital 


C. C. Fischer. 

.... 1,390 

33 

4 

S 


St. Luke’s and Children’s Jledical Center.. 

.Philadelphia 

H. A. Agerty. 

.... 547 

13 

3 

3 

125 

Hospital of the University of Pennsylvania * 


L. Bamess.. 

C5S 

15 

3 

7 


Hospital of the Woman’s Medical College 








of Pennsylvania . 

.Fblladelpbla 

J. Crump. 

1,121 

7 

1 

3 

110 

■Tefferson Medical College Hospital . 


H. G. Keitel. 

050 

16 

4 

< 

. 100 

Philadelphia General Hospital .. 


P. Gyorgy. 

.... 1,523 

33 

4 

S 

121 

Temple University Medical School Hospitals 








St. Christopher’s Hospital for Children '■'3. 

. Philadelphia 

W. E. Nelson. 

4,091 

£2 

9 

23 

, 

Temple University Hospital . 


W. E. Nelson. 

21 

.. 

,, 



Allegheny Genera! Hospital '. 


J. W- Leech. 

709 

20 

1 

2 

200 

Health Center Hospitals of the University of 








Pittsburgh School of 3Iediclne 








Children’s Hospital . 


E. R. McCluskey. 

2,133 

85 

10 

21 

125 




.... 2,674 

31 


o 






13 




Teaching Hosoltals of the Medical College of 






South Carolina . 

.... Charleston, S. C. 

J. R. Paul, Jr.. 

.... 2,S99 

54 

o 

6 

137 















“ 

... 

Columbia Hospital of Richland County 


J. K. Harrin.. 

3,324 

51 

1 

o 

175 


Numerical and other references will he found on pages 610 through 64Z. 
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18. PEDIATRICS-Continued 


Niituonf I-ociilion 

of TcnncsFce Mcraorint Kcsenrcli 

Outer itml Ilospllnl . Knosvlllo, Tcnn. 

City of >femf'!ils Hospitals . JfcHipWs. Tcnn. 

I-e Itonlicnr Cliiliiron’s Hospital . Memphis, Tcnn. 

finptl,»t Hospital . Nnslivlllc, Tcnn. 

Ccoruc W. Htililmril Ho.8|>ltnl J'’. NosliWIle, Tcnn. 

ViitiilcrtilU University llosiiltnl .Nnslivlllc, Tcnn. 

UrKeoll Foiinilntion CWldren’.s Ho.spUnl Corpus Oliri.stl, Texas 

<'hthfr.'n's Medtnil Center . Pallas. Texas 

St. Uniirs Hospital . Pallns, Texas 

University of Te.xas Medleal Hraneli HospItnI.s r-'i Galveston. Te.xas 
Uavlor Untvi-r.sltv Colh-e of Medlelne .VlHllated Hosiiitals 

I'lermnlin Hospital >-■'. Houston, Texas 

.tefferson Pavis Hospital . Houston. Texas 

MethmUst Hospital . Houston, Texas 

Texas tTilWri'!r.s Hospital . Houston, Te.vas 

.V(, .fosi'pli's Ho.spital '-t>. Houston, Te.\ns 

Univer.sltv of Te.xas l'osi':railiinle .Vlioo) ol 
Meilieliie ,\fl!ll.ilrtl Hospitals _ , . , . 

ttotierl ft. C.n'en Meuiortal HospUal Ssnii .Anton o, lexas 

.stanta Uosa llosj.ltal ... !si»> 

Salt l.nlje County General Hospital ". o«lt Ufltc vll} 

.KS'E?!' 

.Afedleai Colleite ot Vlrirlnla- Vn 

Hospital uivisiou ’-=>.u.i. 

University of Wnshlncion .AnillaUdJto.sj.ltals 
CUlldreti's Grlhoi'edie Ho'iiljal ’ Sonttle 

Ktnu Comity Hospital Unit No. 1 (Harlmniea) 

Il.-rWey .Memorial Hospital .V'i„JtiPstnn’ \v' Vn 

Memorial Hospital/-^,. 

University Ifh'f’**'’)',,' • 'V-V. ^ MlUt'nufcec 

Mila niiLv Children ^ . 1i!!!.!!,. MlUvnukee 

.Aflhvaukee Comil.v ffospltnl ' . q 5 -. 

tlVtSia**'...Honolulu, T. H. 

Knulkeolnn! (TdMren.s 1 ospl^ Muyunion. P. R. 

Itnyanion t Iinrjty gnn .fiuin. P. R. 

.xnn .Ilian (Tty Hospital .^ 




tft 

Ifi 

tiS 





a 





Chief of Service 


Inpatie 

Treatet 

ad 

a 

O 

■WO ti 

.sSw 

taSSO 

.-p 

d A. 

O 

§£" 

£ Cl C 

H. S- Christian. 


479 

8 

1 

«v 

S>ft 

P. T. Mltchdl. 


2,5.20 

88 

5 

33 

3.60 

C. B. Etter.. 


4,930 

38 

2 

3 

125 

.1. M. Strayborn. 


3,739 

8 

o 

4 

soo 

B. P. Crump. 


740 

5 


6 

125 

A. Christie. 


1 222 

so 

4 

r. 

50 

.A. F. McKemle. 


1,013 

74 


6 

200 

K. Pratt. 


1,939 

25 

8 

30 

m 

A\’. C. Hawkins. 


2,703 

20 


4 

3.50 

A. F.. Hansen... 


970 

77 

G 

14 

360 

R. .A. Blattner. 


879 

20 

2 

0 

33-, 



3,448 

114 

6.7 

7 

II 

Li 




1 

2 

220 

?? .T Wftt.tDf'r. 


5,155 

4,395 

844 

3,290 

SS7 

353 

S 

7 

300 



37 

1 


' 220 

C. B. Alexander. 


75 

AS 

o 

1 

4 

1 

350 

150 

220 



16 

4 

1ft 



71.5 

5 

1 

3 

3 

307 



543 

23 



w w Wn/Wpll Jr... 


901 

30 

2 

ji 




1,691 

67 

8 

14 

75 



2,87.1 , 

94 

, , 


IftO 



933 

IS 




C .T WfiifAr.. 


910 

10 

1 





1,126 

10 

1 





997 

51 

4 





8,703 

72 

6 

% 

.♦4 




2,SOS 

' 35 





814 

10 

1 





4,343 

S7 

A 





3,780 

50 

2 


150 

a! onu. 


. 1,780 

52 




a, offerlnD full B«Wcncl« and Residencies, 76 


V 

He 


,.on«ltc«eli.C«Uf- 

S-asIde Memorial R''’*>''Vi'tiovoit'aV*-"-^’‘’.'' -'t<»n Wcuo. Calif. 
Snn Ulexo County i.eneral Hosiiital . Frnneiseo 

Monm Wou V’*’ .. „ 

Umninunlty .. Sun .Mateo, Cniif. 

Snn Mateo County ..^„„tn Monica, OntU. 

St. .lolin’s' 5 M. . Watcrt'ury, Cmin. 

Wnterliury Miami, Pin. 

I’arlety Children s 

’leiirleUa Ks'lestoti Hospital Atlanta, G». 

f r rwi.imi ....eweneo 

Illinois Masonic 1*0*1'^“.',’'°' Kvnnston, Hh 

. 

u/rtmin Kiefer . Y 

ut. IVter'.s Ho.sidtnl ■ '<'V-V-VV.v.. HrooWyn, N. Y- 

WveliolT ifclulila Hoel'l'"' ,.,rv i-i'-ssi' . PlusWuK, N- '■ 

I'lusWt K Hospital and . ..lamnlca, N. )• 

purliuin, N. C. 

. Olnclniinti 
Oincinniitl 
Toledo, Ohio 


n S'VV 

\V. .. 

H. 0. Kellopp.'.""*.. 

S. .T. Robinson. Ksm 

-lio 

AV. 0. Layton. 

A. B. Poison.. _ 

,T. H. Root, .1 .... o ggg 

.T. Lancaster. '' 

M. H. .. 

r» toAbenD. 


Mary 


MlVerltordla . 

St, VraiiclH 

Watts llosidtttl ’ ' _ 

Good SaiiinrUiiii . 

.Jewish Hosp OB.,. 


.Tcwlsh . ... Ohio 

« harlcs . . iiiisnital ro'...nnnooKn, Tenn. 


Pe Paul Hospital ' 


M. R. .lackson 
A L. Ncivcomh.... 

H. C. Tolmns. 

B, O. Mason . 

F. Smith... 

n. C. Toiinp. 

H. Davis. 

H. F. Leahy. 

V. Larkin. 

H. T. Vqpel.. 

A. A. Trivillno.... 

F. Castrovinci.... 

R P. Prtipo . 

A. H. I.ondon. 

N. Ryan.. 

.1. 1. Klein. 

,T. .1. Tanscy....-- 

R p. Ostergard.. 
M. Adehttnn...... 

,1. Ott.. 

O. C. Glhson, .ir.. 

G. Lovejoy. 

H. .Aacohson. 

AV. Fink. 


1.870 
2,130 
2,137 
528 
1,716 
4,COS 
1,.52.8 
515 
64.3 
2,88.5 
C.55 
882 

1.912 

2.912 
1,821 
2,429 
2,038 
1.139 
1,420 
3,070 

2 ,esc 

1,431 

2,727 


24 


9 

e 

33 

17 

2 

11 

10 
0 

14 

2S 

20 

12 

17 
23 
86 

4 

8 

4 

12 

7 
6 
28 

9 

13 

50 

18 

8 
20 


1 

3 

1 

4 
1 
<\ 

1 

1 

3 

1 


1 

1 

1 

3 

‘i 

3 
1 
1 

4 

's 

1 

1 

1 




18.3 

2.)0 

150 


200 

22.3 

215 

360 

135 

22.3 

K5 

22.3 
273 
&>l 
210 
22-3 
IM) 
173 
160 

32.3 
123 
SCO 
230 
195 
275 
sno 

350 

275 

2:4i 

200 

250 

200 


Hospitals, 

KONFEDEBAL T.ewl3ton. Jlalne 

Central Maine Gcpcjral Hospital Camden, N. J 


Cooper HoBpl tal _ 



found on puflos MO «>''»“8h M2- 
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19. PHYSICAL MEDICINE AND REHABILITATION 

Residency programs In the following hospitals have heen approved by the Council and the American Board of 
Physical Medicine and Rehabilitation, through the Residency Review Committee for Physical Medicine and 
Rehabilitation, as offering acceptable training In the specialty. 

Hospitals 66; Assistant Residencies and Residencies, 313 


Nsiuh* of Ho'pitnl I-ocHtion 

UNITED STATES ARMY 

Lptlcnnan Army Ilo«pUal...Snn FrancI«co 

tnny Ho?pllnl . Denver 

Army Mcilical Center ... Wnshln^Mon. D. C. 

HONFEDERAL AND VETERANS ADMINISTRATION 

Lo? Anpele.* County Ho5;»itnl *. f.o« ADireIe< 

Veteran? Admin. lio^pUnl . I.o«: Anuele.* 

tVhIte 31cniorial Ho?pItnl . 1.0*^ Anuriev 

I’nivcKlty of Californin HO'pStnl *.... Sun rr:incI?co 

Kaiser Foundation Hospital 

Calilonila RehablUtntlon Center. Vnllojo. Calif. 

University ot Colorado Medical Center 

Colorado General Hospital . Denver 

Veterans Admin. Hospital . Denver 

Hrace-New Haven Community Hospital '•*_New Haven. Conn. 

State of Connecticut Veterans 

Home and Hospital .. RoeVy Hill. Conn. 

District of Columhin General Hospital . Washinpton. D. C. 

' * )spltal >•*.... Washington, D. C. 

rsity Hospital _Washington, D. C. 

■ ■ . t*or:tl Guide'*. Fla. 


Georgia Warm Springs Foundation >-»— 

Emory University Hospital . Warm Spring’s. Ga. 

T.oyola University (Stntch School of Mfwiiclne) 

Alliliuteil Hospital’s 

City of Chicago Department of 

Welfare Convalescent Home'. Chicago 

Northwestern University 3Iedlcal Center 

Veterans Admin. Research Hospital . Chicago 

Institute of Physical Me<liclne 

and Rchalillltntlon . Peoria. Ill. 

University of Kansas Medical Center '•*. Kansas City, Kan. 

Veterans Admin, Hospital . Kao«n« City, Mo. 

University of L-oul^ville Medical Onter 

Lonlsvlllc General Ho«pitul . UouIsvIHc, Ky. 

Mn«?achueett.s General Hospital . Boston 

Veteran* Admin. Hospital . Bo'iton (Jninnlcn Plain) 

University Hospital . .\nn Arhor, Mich. 

University of Minnesota Aftlliated IIo«pitaIs. 

Cnlrcrsity Hospital '** .. Minneapolis 

Veterans .4dmln. Hospital . Mlruieapolls 

Mayo Foundation. Rochester, Minn. 

Mary Hitchcock Memorial Hospital . Hanover, N. H. 

Veteran* Admin. Hospital . Ea«t Orange, N. A. 

V:tcran« .\dmln. Hospital . .\llmny, N. Y. 

•lewish Chronic Disease Hospital . Brooklyn, N. V. 

Bellevue HosT'itnl Center 
Div. Ill—New York University 

College of Medicine -*«®. New York City 

Bronx Municipal Ho«idtnl Center . New York City 

Goldwater 3I*inorial Ho=p!tal . Now York City 

Hospital for .lolnt Diseases .New York City 

Montefiorc Ho-^pital . New York City 

Mount Sinai Hospital . Xcw York City 

New York ileifical College—Melr<»p(iTilan Medical ('enter. 

Bird S. Colcr Memorml 

Hospital and Homo ’ ^. New York City 

Metropolitan Hospital i-*...New York City 

Presbyterian Hospital *. New York City 

St. Vincent’s Hospital . New York City 

Veterans Admin. Hospital (Bronx) .New York City 

Veterans .\dinin. Hospital (Manhattan) .New York City 

Veterans Admin. Hospital .Durham, N. C. 

Cleveland Clinic Ho.*pital . Cleveland 

Cuyahoga County Ho*pitapi-=*. Cleveland 

Highland View-Cuyahoga County Hfl^pital .Cleveland 

V. teran* .\dniln. Hospital . Cleveland 

Ohio State University Ho‘*piial? 

University Hospital ... Columbus, Ohio 

Veteran.* Admin. Hospital . Dayton, Ohio 

Veterans Admin. Hospital . Portland, Ore. 

Hospital of the University of Pennsylvania . Philadelphia 

Philadelphia General Hospital . Philadelphia 

Veterans Admin. Hospital .•. Philadelphia 

Veterans Admin. Hospital . Pittsburgh 

Veterans Admin. Hospital . Memphis, Tenn. 

Baylor University Hospital .Dallas, Texas 

Gonzales Warm Springs 

Rehabilitation Foundation. Gonzales, Texas 

Baylor University College of Medicine Affiliated Hospitals 
Veterans Admin. Hospital .Houston, Texas 


(‘hief of Service 



W. Moore, Jr. .'il.O'd 

J. W. Thomas. 5,714 

A. F. Mnsiellone. ZXA 

E. .\ustin.. . 

K. H. Haase. lr»,iri7 

F. B. Moor. ‘21,745 

G. Bard. 1-2.053 


.1. W. Gersten. 1,41W 

C. <2. Hoffman. S?4 

T. F. Hines. 1415 

W. T. LiWrson. 

J. Buchanan. 0401 

C D. Shields. l^^) 

(\ Wise. 2 «44 

.1. W. Gibson. 2.15.3 

H 1. Bennett. 1,S77 


X Rodririucz. 105 

B. Newman. 2.140 

H. W Kendall. 2/05 

D. Ro«c. 13.017 

R, R. Beatty. 3,273 

R. 51cMorri«. 12,W1 

A. B. Watkins. S72 

F. Fricdland. 3,027 

J. W. Rae. Jr. 3.5,277 

F. Kottke. 

. ‘2,75^ 


F. H. Knisen. 1C,P50 

T. P. Anderson. 14,210 

C. Brooke. 1420 

J, Ehrlich. 5,SOO 

J. B. RogofT.: 459 

H. Rusk. 1453 

X. S. Al»rainson. 3,252 

M. Dne^o. 514 

A. S. Ru«5cfc... 13,025 

K. Harpuder. 4,492 

W. Biemian. 10407 

J. S. Tobf.’J. 

. 1403 

. 8,209 

R. C. Darling. 53400 

S. S. Sverdlik. 15,769 

A. Ebel. 4,184 

B StoU. ‘2.483 

H. T. Zankel. 1,200 

P. A. Nelson. 5,320 

N. Coyne. 1S,‘205 

M. Pcszczyn^ki. *2,171 

R. Lowry. 4441 

R. E. Worden..,. •24,fi39 

L. Rosenberg.* 1,83*2 

E. W Foviks. 3,15S 

W. Erdman. 2,234 

A' Martucci. 10459 

R. A. Schlesingcr. 912 

S. Machover. 2,011 

B. B. Sntton. 8,7*24 

E. Krusen...... 33,441 

O. F. Von Werssowetz.... 2,003 

L. A. Leavitt. 9449 


139.035 

1 

3 

3 


155461 

1 

3 

3 

... 

175,(43 

1 

3 

3 

... 

1S.25I 

1 

3 

3 

240 

135,103 

3 

0 

3 

... 

0.5.235 

1 . 

3 

3 

215 

13450 

1 

4 

3 



.. 

.. 

1 

... 

27412 


5 

3 

150 

34,025 


1 

3 

... 

214S4 

*i 

3 

3 

140 

0<1492 

•> 

3 

3 


57413 

1 

1 

3 


7453 

2 

4 

1 

2.V) 

15430 

1 

3 

3 

1.V3 

40 , 01 s 



3 

... 

143.401 

2 

7 

3 

24.5 


18,943 

0 

4 

3 

Sro 

40,195 

1 

rt 

3 

... 

21.$7G 

*> 

C 

3 

273 

43,794 

CO, 02 s 

1 

4 

3 

123 

00493 

3 

3 

3 

soo 

11432 

1 

1 

3 

07 

157,425 

1 

3 

3 



n 

6 

3 

ICO 




3 

... 

fl412 

3 

11 

•• 

300 

97,462 

3 

9 

1 

175 

30419 

1 

2 

3 

21 s 

1074S9 


1 

3 

... 

114,047 


1 

3 


93,757 

2 

C 

3 

173 

‘20,850 

30 

GO 

3 

SO 

59430 

3 

9 

3 

123 

127,891 

3 

7 

3 

195 

31,400 

1 

1 

1 

80 

49,099 

1 

2 

3 

157 

39415 

1 

I 

3 

75 


•• 


3 

... 

128.7G7 


11- 


103 

00,810 

1 

3 

.. 

105 

95,459 

1 

5 

3 

308 

‘29,203 

1 

3 

3 

1*25 

333,644 

0 

0 

3 

... 

2174413 

3 

8 

3 


42400 

1 

3 

3 

... 

2S,0S5 

1 

3 

3 

173 

55,101 

e> 

.5 

1 

102 

49.4C9 

.7 

0 

3 

190 

53,89? 

.) 

4 

1 


.5*2,028 

2 

C 

3 

177 

IO 7 . 60 I 

1 

3 

I 

. 

175400 

I 

0 

3 


25.017 

2 

0 

3 


129,762 

1 

s 

3 

300 

59 , 02 c 

1 

2 

3 

. 

123,524 


0 

0 


175,763 

1 

1 

3 


101,949 

1 

3 

3 

173 

92,516 

2 

4 

1 

500 

lol.lSS 

2 

6 

s ■ 



Numerical and other references will be found on pages 640 through 642. 
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APPROVED BESroENCIES AND FELLOWSHIPS 


J.A.M.A., Oct 4,18SS 


21. PREVENTIVE MEDICINE-ConHnued 


Dcpurtincnt of Ilpnlffi 
Stnte ot MnryJnnil. 


Stnto of MWiiRnn. 


.Stflleof Mtnnc.'fofn 


Stfttc of . 

N>ir 'yorV City. 

Stole of New York-. 

Stole of Korth Cnrolinn 


Stole of Oklohomn 
Stole of OrefTon .... 


Stole of Te.tno . 

Stole of VfrKinlo. 

State of Wo'ihincton 


I.ocntlon 

Director 

Local Areas 

. Anne Arundel County. 

a 

o 

a 

&. 

o 

in,roo* 

°|a 

tP 

Ills 

2 

1 

m 

.Danslng . 

,,JflnncapoIIs . 

...A, E. Bcustls.. 

...B. N, Barr, Scejr. and 

V.x. Off . 

Balitmore City .. 

Baltimore County. 

Harford County. 

Montgomery County. 

Washington County ... 

.Oalboun County... 

Detroit City ... 

ailchigan Dept, of Health. 

Minneapolis City .. 

. Olmsted County including 

974,000* 

370,400* 

60,000* 

236,600* 

85,700* 

335,260 

1,920,000 

(m) 

512,000* 

o ** 

e 

m 

too 

...Taekson .. 

,..J. A. Milne. 

Eocbester City... 

. Forrest_Comity... 

48,395* 

2 " 


..New York City .... 

...n. P. Kandlc, Dep. Com,. 

Hinds County .. 

.. (n) . 

(3) ... 

8,010,0()0 

911,000 

i“ 

2 

413 

511 

..Albany . 

...,T.tV. E. Norton. 

..Charlotte-Meckienburg County 

225,320* 

2 




Forsyfh-Wfnston-Snlem . 

HnffffiT .. . 

353,422* 

59,539* 

. . « « 




Orangc-Pearson-CbBtbain-I.ee ... 

117,797* 

63,377* 

. t «. 


..Oklnhoma City .... 

..Portland .. 

,...J. W. Shackleford. 

,...H.M. Erickson. 

1 • - . . 

. .Pottawatomie-Pontotoc Counties 
Tulsa (City) and Tulsa County „ 
..Multnomah County (s) . 

324,060 

106,090 

2 

2 "' 

700(1) 




71,750 

.... 





351,690 

.... 

Mo'coi 

m 

602 

...Austin .. 

....F. O.Klutti . 

: ?■ . 

.. (g) .v-v. 

_ . .1 - - - -*7 . .. 

596,163 

158,410 

9 

i 

i 


....B. : . 

Olark-Skamania . 

78,400* 

91,000* 

852,700* 

*..« 





188,400* 

318,800* 

.... 




TocomO'Pierce CouDty . .. 




is! IS? wip. »a 0.«» 

“7j" ^ or !| ai.ltirt.)»«. Pitw. m rt«i* 

'"!> “Si!?- 

Combined one ' a^ients who plnn to remoto In public hcoiu joentloa desired. 

22. PROCTOLOGY 


(n) 

(0) 

(P) 

(r) 

( 8 ) 




locution 

Knmc of Hospitnl 

MONFEOERAU Aneclcs 

.Vhltc Memorial Hospitnl .No* 

jcbsncr Foimdntlon '.InVi-s'! .. Grand Roplda, MU*. 

r^r^oson Droato, I'crKUSon Hospltn' . Mlnocnpolis 

tJnlvcreity of Minnesota HoRpltals Ilochcstcr^MjoiJ’; 

Mayo Foundation •••■•■••;■;. 

Buflalo Oenornl Hospitnl 
MiUord Fillmore Hospitnl 
Youngstown HospUni 
Allentown Hospitnl - 


Chief of Service 


Buffalo 
Buftnlo 
Youngstown, Ohio 

oungstown . . Allentown. Ba. 

llentown Hospitnl . Phlindcipbio 

cmplo Hnlyorsity Hosplt^^ tbo’University of 

■Pittsburgh Seboo? oI Medlelno .Pittsburgh 

Presbyterian Hospital .. .Dallas, Texas 

aylor University Hospital^*... .Mllwaulrce 

Ulwoukco County Hospltol^--^-M 2 . 


H. M. Young.. 
M. 0. Hines... 
J, A. Ferguson 
W. Fnnsler.... 
B, J. .Inckman 
D. S. "Knapp.-• 
AV. S. Bernhof 
p. J. Fusy. dr 

G, Kratror. 

H. E. Bacon.. 


a 

o 

3 

■< 


M cs^ S 


—w.* S 
■** OTM 
O filT 


a StJ o qx 


a 

iJ H 
^ AM 


ao 


incl. in Surg. 


1 

1 

2 

1 

2 

1 

1 

1 

2 


2 

2 

4 
1 
8 
1 
1 
2 
1 

5 


215 

m 

275 

209 

375 

175 

255 

S25 

225 


K. Zinunerman 

O. Eosser.• 

D. 3. Schwade. 


j 175 

2 200 

4 vn 
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23. PSYCHIATRY 


Residency programs In the following hospitals have been approved for THREE years of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants intending to qualify for examination by the American Board of Psychiatry and 
Neurology, Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training In a program or programs approved at the two or three year level—see summary of 
requirements American Board of Psychiatry and Neurology, Inc., page 6B6 
Hospitals, IBS; Assistant Residencies and Residencies, 2927 


Xamc o( Hospital Location 

UNITED STATES ARMY 

Lrttcnnan .Vmiy Hospital V*. San Francisco 

Anny Medical Center ... \Va«hInKton, D. G. 

UNITED STATES NAVY 

U. £. N'nval Hocpltnl . Bcthc^Ua, Md* 

UNITED STATES PUBLIC HEALTH SERVICE 
U. S. Public Health Service Hospital . Lexington, Ky. 


Chief of Sen'ice 

T. Kiersch. 

R. K. Clausen, Jr.. 

J. E. Nardlnl. 


.1. A. Grider. 


c 

c 


z tJ 


12 


30 




p. c— c — 

S' —.2 £ 

c 

^ S c 

K c 


?‘-"S « ® 

— ^ — C 


— 


£.2:0 5-CSO 


904 

1 

6 

IS 


1,034 

1 

8 

24 

... 

651 


5 13 

... 

3,404 

5 

4 

12 



department of HEALTH, EDUCATION 
AND WELFARE 

Freedinen's Hos»ital .. WashlnKton, D. C. E. Y. Williams 

Su EIizal>eth*s llo^pUal . Wnshinpton, D. C. W. Ovcrholser. 


276 5 1 6 SOS 

S,511 29G 6 24 SOS 


NONFEDERAL AND VETERANS ADMINISTRATION 


CnUerdiy of Alabama Mctllcal Center 

Crippl(Nl Children*? Hti^pltnl . Blnningham, Ala. 

Unhcrslty Hospital and Hillman Clinic Hinulnphiim, Ala. 

Veteran-^ Admin. Hospital *■*. Himiiapham, Ala. 

Univerfity of Arkan-^a^ Medical Center . Little Rock, Ark. 

Veteran® Admin. Hospital '.North Little Rock, Ark. 

Cainarillo State Hospital . Camarillo, Calif. 

Veterans .Admin. Hospital . Long Beach, CaliL 

Lo« .Angcle® County Hospital ^... Los Angeles 

Mount Sinai Ho^pltnl *... Lo« Angeles 

l’nlrer>ity of California Hospital i**-'''*. Los Angeles 

Veterans .Admin. Hospital . Los Angeles 

Metropolitan State Hospital .Nonralk, Calif. 

Veterans Admin. Ho'‘pltul . Palo Alto, Calif. 

Langley-Porter Clinic . San Francisco 

Stanford L’nUersity Hosjdtnl® . San Francisco 

Veteran® Admin. Hospital ’*•. Sepulveda, Calif. 

Mendocino Slate Ho«pital '. Tnlmadge, Calif. 

I'nIversJty ol Colorado Medical Center 

Colorado Psychopathic Hospital . Denver 

Veteran® Admin. Hospital . Denver 

In^ititutc ol Living .. Hartford, Conn. 

Connecticut State Hospital . Middletotrn, Conn. 

Grnec-New Hu\en Cominunlty Hospital Nevr Haven, Conn. 

Fairfield State Hospital '.Newtown, Conn. 

Norwich State Hospital .Nonvicb, Conn. 

Veteran® Admin. Hospital . We<t Haven, Conn. 

Delaware State Ho"* vn>Tihnrct_ Del. 

Georgetov^n Univer ' ' D. C. 

.Tackcon Memorial *' Yla. 

Medical College ol Georgia Hospital® 

Eugene Talmadge Memorial Hospital. Augusta, Ga. 

Unhersity Hospital ^. Augusta, Ga. 

Veterans Admin. Hospital . Augusta, Ga. 

Chicago State Hospital . Chicago 

Michael Reese Hospital . Chicago 

Mount Sinai Hospital . Chicago 

Northwestern University Medical Center Chicago 

Chicago AVc«ley Memorial Hospital . Chicago 

Veterans Admin. Hospital .Do^vlley, HI. 

Presbyterian-St. Luke’s Hospital 

Presbyterian Hospital Division . Chicago 

St. Hike's Hospital Division . Chicago 

Stritch School ot Medicine Affiliated Hospitals 

Loretto Hospital . Chicago 

Mercy Hospital . Chicago 

CniversJfy of Chicago Clinics . Cbleaeo 

University ot Ullnois Neuropsychiatric Institute .Chicago 

Veterans Admin. West Side Hospital . Chicago 

Veterans Admin. Hospital i-*.Hines, Ill. 

Indiana University Aifiliated Ho®pituU. 

Indianapolis General Hospital . Indianapolis 

Indiana University Medical Center ^.Indianapolis 

Larue D. Carter Memorial Hospital. Indianapolis 

Veterans Admin. Hospital .Indianapolis 

Mental Health Institute . Cberokee,,lowa 

Iowa State Psychopathic Hospital .Iowa City 

University of Kansas Medical Center .Kansas City, Kan. 

Veterans Admin. Hospital . Kansas City, Mo. 

C. F. Meimingcr Memorial Hospital . Topeka, Kan. 

Topeka State Hospital .Topeka, Kan. 

Veterans Admin. Hospital Topeka, Kan. 

University of Louisville Medical Center 

Central State Hospital . Lakeland, Ky. 

Veterans Admin. Hospital.Lexington, Ky. 

Louisville General Hospital .Louisville, Ky, 

Norton Memorial Infirmary Louisville, Ky. 

Veterans Admin. Hospital .. Louisville, Ky. 


C. L. Lamar.... 







E. L. Ooveny. 


54C 

... 

o 

8 

250 

J. R, Jarvis.. 


392 

... 

1 

1 


W. G. Reese.. 


,, 


2 

6 

200 

E. S. CliBPP«tl. 

49 

3,394 

51 

4 

12 

■ 

F. H. Garrett. 


10,S4C 

169 

4 

12 

CIS 

M. EcM. 


490 

1 

1 

3 


J. 3fcGinnIs. 


6,925 

11 

4 

10 

246 

S. D. Schwartz. 


123 

. r 

o 

6 

110 

N. Q. BriU. 


60 

. . 

C 

21 

229 

J. T. Ferguson. 

ii 

4,076 

14S 

20 

50 


R. E. Wyers. 

15 

3,S23 

51 

10 

26 

415 

H. D. Von Wildeben... 

14 

2,004 

25 

13 

26 


A. Simon . 

. 13 

204 


13 

53 

2 CO 

G. S. Johnson. 


194 


•> 

C 

ICO 

N. C. Mace. 


1,S9S 

92 

6 

12 


D. L. Llebermnn. 


603 

104 

o 

0 

... 

H. S. GasMl. 

16 

' 72S 

1 

12 

40 

226 

L. L. Woodfin. 


oOS 

3 

3 

C 


F. J. BtoceUnd. 


9S3 

4 

8 

10 

333 

H. S. Whiting. 


4,5S5 

Co 

8 

24 

455 

T. Uilz . 

i: 

43 



14 


J. E. Oltman. 


4,431 

119 

10 

26 


R. H. Kettle. 


t,St8 

55 

' 9 

25 


J. W. Higgins. 

is 

476 

2 

13 

27 


M. A. Tammianz. 

19 

1,902 

4G 

4 

14 

200 

G. N. Raines. 




8 

24 

210 

J. M. CaldweU. 


907 


9 

19 

106 

E. J. JlcCranie. 


2S 


3 

6 

250 

H. Cleckley. 


705 


1 

1 

200 

M. Dunn. 

21 

2,151 

25 

1 

G 


P. Bafley. 

23-&4 7,224 

Co 

15 

50 

300 

R. R. Grinkcr, Sr.. 


(>S6 

1 

5 

15 

125 

1. Finkelman. 


445 

o 

1 

3 

225 

B. Boshes. 


4,160 

T9 

10 

SO 

240 

B. Boshes.. 


5S1 

S 

1 

1 

125 

A. Pauncr. 

26 

3,352 

76 

8 

18 


L. W. .Avery. 


13S 


1 

3 

125 

R. P. 31nckay. 

f>-7 

344 

1 

1 

3 

125 

J. J. Madden..... 









oib 

2 

T 

o 

200 



31G 

... 

3 

9 

200 

C. K. AWr/ch.. 


251 


4 

13 

200 

F. J. Gcrty. 

27 

19S 

... 

4 

11 

140 

L. Halperin. 


3S3 

1 

2 

6 


L. Jensen. 

. 25 

557 

3 

3 

"0 



. 

... 

... 

12 

39 


D. Schuster. 

2S 

510 

5 



20 G 

J. I. Numberger. 

25 

Incl. in Med. A Fed. 



406 

D. F. Moore. 


600 

2 



405 

T. Tausig. 


419 

2 




W. C. Brinegar. 


1,S13 

31 

2 

2 

425 

P. E. Huston. 


337 

... 

4 

12 

300 

W. Roth, Jr.. 


165 

... 

4 

12 ’ 

175 

W. E. Olson. 


204 

.. 




K. A. Menninger. 

29 

229 




300 

P. E. Feldman. 

29 

1,740 

51 

20 


324 

D. W. Hammersley. 

29 

1^6 

21 

20 

C2 


C. W. Morris....,. 


2,500 

16 

1 

1 

200 

See Listing of This 

Hospital in 

Following Section 



W.K. KeUer.. 


1,090 

3 

3 

3 

200 

S. S. AcJcerly. 

.. 

294 



4 - 


A. GuigUa.. 

.. 32 

494 

... 

.. 

2 

... 


Numerical and other references will be found on pages 640 through 642. 
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2.3. PSYCmATRY-Continuwl 


Oet 4,1958 


Xaiuc Uovn\t!,i 
• 'JiJiril v Hdvtiltiil o{ l.ouWniiii 

(.(mNfnuii stntp IJiiUrrMltj- UjiJi 

1 iitmu. V aiv^'ti-Uy \-i>iv >. 


latent Itiii 
Xctv Orlciins 


■t.nliu't lloiiVliiu IltiAjiitiil .. Orieniiit 

( niyor.i|ty . . ISiiItlinoro 

Ntrlin* lirove stnic IJo'sujji.Vr-s."«'t!wtore 

, 't'lernitA . . <.'iitoi3.<y)))e, ,M,i. 


«l'n.i„,r,i „n,i Knof), PraU Ho.^itii'iiiV.'.i. I’«ry Point. Ma! 

' .• 

, Si- 

lio'litti Slate UtivitUal t'-t . flrocktoii. .\ln-<. 

.Un^nelm.tetu (.'eoeral .. Il<|.<t(iii 

P.-netal nivWwi '-t. . - . 

Mcl,e;\u llo-iiital .. .. tiovioii 

•Mn^MirlmM-tts .Mvimttlal HoMtllaN'i-i-lrn. Helimmt. 

Alrt-aetm-ett. Mental lleall), tVnier > . 

tt«n-e<li-r State llosnUai t-j.. .. .li-VlA."." 

I tthet-.-Uy llttKiiitai t-s-tet .... \\(tt(H.ster. Ma^t^, 

Henry Kont Hn^nltal . -IHoti, 

t.afivyelte ClliiJe ''t- Hctrnlt 

HeivUInt Detroit 

I'otitlne Slate lo . Nortftt tie. Mtel>. 


(•iitver-dy HoM>tla) '.lack-on \ll«^ 

Veterans .Vtliniu, ilo>tillal '-t.laekson’ Miss' 

.MSsNslji},! .state Hot-pltnl *.'..'wiiltneM' ’mi«' 

. 

St. i,onu fity nt)«i.iiai ..5( 

St. l.oitU state Hospital >-■>.. St I oiiN 

Veterans ,V<tm(a. Hovtiltai »-». St 1*<ml< 

Veftfasi:,, r'syrfitatrlc rii»iltnte .."Oi;,aha. Noli. 

>»"!priin« .Vtliiiln. HostiHal >•*. Dmatia, N'elt. 

Sew .tersi.y State U<>..itltal at .Vneora . llaiiiiiiontwi.’x. .1. 

Veteran.- Atlnilit. Hti-iiltal . I,voti< X. .1. 

N>w .fer«ey State Ho.^plial >-».'Matliioro! x! 

Sew .ler.-ey State H(i..(>lt!i1 . Trenton X. .1. 

Alliany Jlo»iiliji) . Allnmy, X. Y. 

Veteran' Adni'n. HO'iittal J-a-siA. AUoinv! X. Y. 

Hrooktyii .Stale llo'i>lial . llidohlvii. X. Y. 

K);ie." foDDiy JJo-iplial 

DivMon II '-a. IirooVlvn, X. Y. 

Veteran' .Viliniti. Ito'pltnl . Hrooktyn, X, Y, 

tiiilfnln State Ho'iiUal . Uutlnlo 

ielaaril .1. .Meyer .Vleiiiorlal Ilo'iittal . UuITtilo 

iVntrai I'Hn State Un^tiltnl . t'entral I'llji. X. V. 

•Mnrey State IlO'pUal . .Marey, X. Y 

Mlitiltetown Sta'e Hoineopatlile Ilo'iiltat_ .MlilOletoan, X, V. 

Veti'raa' .Vilmln. Hf>‘!iiltiil •-■’-sr.r. Montio'e. S'. Y. 

Iteltevne Ho'|iItaI feliter 
Die. Ill—S‘e\v Y.orl: Vulver'Uy 

ColU-tre It! Medleliie . Xerv York (.'Uy 

llroiix Miinlcliial llO'jiital t'entor . Xew York City 

('oliimlila-Vre'tiyteilan Meillcnl ('enter... 

Xea York State f'eyetitatrte Iii'tfttite . Xew York ('(ty 

Pre-liyteriau Ho'iilta) ’...Xew Yotk City 

Manhattan State Ho'jiltnl .Xew' York City 

,\Vi\ York llo'jiilat ... Xew York City 

.St. I.iike',' Ho'iittal ... Sew York City 

St. VIneenCi: Uo“jiItal ... S’ew Yotk City 

Veterane .tiliiifii. Ho'jdtal (llronxl . S'ew York City 

VeIer;tJi« Horjiltiil (.Manhattan) Xew York CUy 

Yeteraiiii .Vilmln. Ho'jiUitl '■*... XoTthl'ort, X. Y. 

Koeklnnil .State Ho'iillal i-n-'-"''. Oranpelmi);. X. V. 

Uncl'on Itivei State Honiiltal ’-a . Voiikhkeepcie. X. Y. 

Creeiltiioor State Ho'i>llal >-"-2“'.. Queen' Vlllnije, X. Y. 

Hoehe-tcr .State Jlo'pilal I'.’-se". ltoehi«ter. X. Y. 

Stroim Memorlal-Iloclie'ter 

.Miiniclioil Hostiltal i-a-sM. lloehe'tei, X. Y. 

Kill' Ilo'iiltal >'X . Seheueetiuiy, X. V. 

State Vnhrisity of Xew York 

Dli.'tate Meitical Center Ho'pita!' . Syracn'e. X. V- 

Yeterane Ailmln. Ho'jiltiil . Syracuse. X. Y. 

Syracii'e Psyclilatrle Hospital . Syracuse, N. Y. 

(Iras'Ianils Hospital ... Yalhalla, N. Y. 

PllKTim State Hospital .. West Brcntwooil, X. Y. 

Xew York Hospital—Westchester Division A'® White Plains, X. Y. 

Xorth Carolina Memorial Hospital . Chapel Hill, N. C. 

Diiko Un!vcr.slty .Vfllilntotl Hospitals 

Duke Hospital ...Durham, X. C. 

Veterans Aiimin. Hospital . Durham, N. O. 


Chief of .Service 

C. \y..n.i.., ' 

K. 

c. oniieiioin,..-. 

K. Kitie'-tneer.,. 

1. Tnerk. 

VV. M. llarris...' 

H. M, Muntoek. 


n. S. WflH... 
S. TartakofT. 
-V, S. MllSO!!.. 
>1, .Mann. 


K. Unilenijinn. 

A. H «• ••••* -■ . 

W. • 

H. V • 

S. I'llyennan. 

K. W. VVaKKoner. 

I*. D. Prorl»>r. 

.1. .s. (iotiueh . 

•I, M, I>or.'ev. 

.1. A. fielwe.;;■■■ 

P. X, Brown. 

I. A. 1,11 Core. 

O. U. Yoder...... 

Jk VV, yjtis'ttriyt:]}, .Ten'cn 
VV. Simon.. 

H. 1’. if filin' ... 

I. . n. Behan.! 

P. >1. Moore....... 

f. t). Ui'iiker, ll! .' 

•I. .1. Head. 

.VI. K. Kirkpatrick.! 

K. P. Gfidea. 

(5 r'inii 
le ' . 

B. t,«.i 

C. Wfttson. 

F. A. MajVa. 

-VI. .viendeBon. 

h. .S. Freeman. 

.T. B. (jordon. 

H. S. .VfakPe. 

VV. 1,. Holt. 

T. II. Gilmore. 

X. lleckenstcin...,. 

D. KuwlUurdt. 

.1. Bnrusch..... .. 

D. VVhltehead.. 

S. M. Swwll. 

F. .1. ti-.\eili.. 

X. IVlRelow. 

H. Plcasiiie. 

G. llo'enhere.;. 


“I 

4 . . 5 “ 
WKO t-fSO 


S 

a-- .k—C 

§S5 
P'iS “SO 


18 iso' 

18 ;tn 


3 8 

10 ,V) 

li fi 

ir. 3(1 


12 2,jf| 


S. B. Wortis.. 

wS 

IS.KW 

120 

37 


l(il 

•M. Rosenhaum. 


(ilO 


VI 

43 

3.17 

1.. C. Kolh. 









Sfi-I 

i 

4 

4 

iv! 






4 

‘>V> 

.1. H, Truvi'-. 

.'ill 

■im 

331 

in 

3.3 

4Si 

0, DIctlielm. 


814 


5 

3.1 

17!) 

.r. .M. Co! Ion. 

. . . • 

SS2 

3 

1 

3 

:m 
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,1. D. Rest. 
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G. C. Hum. 
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Numerical and other referentes will be found on pages 640 through 642. 
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23. PSYCHIATRY-Continucd 


Name of HofpUnl Location 

rdrersity ol Cincinnati CoUckc ot Mctllclne Hospital Group 

Cbcfanflfl General Hospital Oiadanati 

Veterans Admin. Hospital . Cincinnati 

Ckrcland RccclvinK Hospital am! State 

Institute ol Psychiatry '•»..... Cleveland 

Western Reserve University Medical School AfhUatcd Hospitals 

Unircslty Hospitals '**. Cleveland 

Veterans Admin. Hospital t'leveiand 

Colninhus State Hospital i-***so. Columbu.s. Ohio 

Ohio State University Hospitals 
Columbus Psychiatric Institute 

and Hospital . Columbus, Ohio 

Hardiajr Sanitarium '.‘WorthlnKton, Ohio 

Central State-GrlCln Memorial Hospital .Norman, Okla. 

rnlTcrslty ol Oklahoma Medical Center. 

UnlversUy HospUal Oklahoma City 

Veterans Admin. Hospital *. Oklahoma City 

PanvlDe State Hospital . Danville. Pa. 

Norristown Stale Hospital '. Norristown, Pa. 

Pennsylvania P5yrhlalric Jnstjiutr Phllndpipbia 

Pennsylvania Hospilal—The InslUuio and the Department 

lor Mental and Nervous Diseases . Philadelphia 

Philadelphia General Hospital *■*. Philadelphia 

Philadelphia Psychiatric Hospital . Philadelphia 

Philadelphia State Hospital . Philadelphia 

Temple University Hospital Philadelphia 

Western Psychiatric Institute and Clinic . Pittsburch 

Warren State Hospital . tVarren, Pa. 

Teaching Hospitals ol the Medical College 

of Sonth Carolina... Charleston, S. C. 

Medical College Hospital. 


Gailor Memorial Pjycblatric Hospital t-*. Memphis, Tenn. 

Vanderbilt Unlvcr^Uy Hospital . Nashville. Tonn. 

Parkland MetDorial Hospital... Dallas. Texas 

Timberlawn Sanitarium .. Dallas, Textt« 

University of Texas Mc<llcal 

Branch Hospitals '•*. Galveston. Te-xa* 

Baylor University CoUcbo of Medicine Afllllaled Hospital 

Jefferson Davjs Hospital . Houston, Texas 

Methodist Hospital i**,. Houston, Texas 

Veterans Admin. HospUal . Houston, Texas 

CnlversUy of Utah Affiliated HospUaU 

Salt Lake County General Hospital . Salt Lake City 

Veterans Admin, HospUal . Salt Lake City 

University of VIrRinlo Medical Center Hospitals 

University of VlrKlnla Hospital . Charlottesville, Va. 

Medical College ol Virglola—UospUal Division Richmond, Va. 

Veterans Admin. Hospital . Richmond, Va. 

University of M'ashington Affiliated Hospital* 


Veterans Admin, Hospital ... Seattle 

University Hospitals ..... Madison, Wis. 

Veterans Admin. HospUal . Milwaukee (Wood). Wis. 

HospIUil Hato Tejas . Bayamon, P. R. 

Psychiatric Center lor Training and Research.... San Juan, P. R. 


c 

o 



M. Lcvlac .... 

GO 

SG2 

3 

14 

42 

200 

a. Hiatt. 


S65 



14 


E. X. Hinko. 


1.411 

11 

5 

24 

375 

D. D. Bond.. 

71 

339 


4 

12 

150 

.T. Ho5=. 

71 

201 


1 

3 


U. L. Johnson.. 

10 

3,301 

125 

15 

34 

375 

R- M. PaOerson. 

10 

S40 


1-2 

25 

375 

H. S. Evans. 


Ci 1 

o 

2 

o 


M. Wettstein.. 


3,031 

47 

4 

12 

£00 





10 

26 


i. .1. West. 


o7 




A. T. Shuricy...... 


434 

1 



. 

It. L. Gotskl.•. 


3,3ST 

19 

7 

”6 

404 

A. P. Noyes.. 


5,430 

9S 

7 

SO 

oSS 

♦1. E. Davis... 

" 

326 

3 

0 

10 

312 

L. H. Smith. 

12 

412 

1 

10 

24 

200 

W. Phillips. 


2,235 

22 

4 

12 

405 

S. Cohen. 


1,256 


5 

15 

167 

E. L. Slelkc. 


7,479 

45 

12 

36 

556 

0. S. Enclish. 

74 

101 


6 

00 


H. W. Brosin. 

To 

434 

1 

15 

45 

267 

R. H. Israel. 


4,641 

120 

1-2 

SO 

55*> 

A. J. CleckIcF. 


771 


1 

0 

137 








T. S. Hill. 


407 


4 

12 

250 

W. F. Orr. 

TO 

SO 


2 

G 

50 

R. Stubblefield. 

30 

365 

... 

3 

S 

300 

T. Harris. 

1 < 

2,432 

n 

10 

SO 

160 

W. T. Lbamon. 


244 

3 

o 

9 

7.5 

M. C. Bettis. 


437 


1 

1 

220 

A. D. Pokomy. 

7? 

1,441 

5 

6 

38 ■ 

... 

C. H. H. Branch. 


363 


5 

13 

220 

it. P. Graebcr. 


794 

33 


4 

... 

r, p. Stevenson. 

60 

461 

1 

4 

34 

200 

P. H. Drewry. 


750 

3 

o 

3 

75 

A. Davis. 

k 

791 

3 


4 

... 

a. S. Ripley. 


1,765 

G 


3 

343 

31. H. Johnson. 

k 

323 

S 

4 

12 

... 

R. Roessler. 


561 

... 

10 

30 

250 

31. J, Primakow. 


1,529 

10 

3 

3 

. 

R. Femandez-Marina. 


467 


C 

15 

250 

J. A- Rossello. 


151 

... 

6 

6 

... 


Residency proorams In the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neurology, tne., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training In a program or programs approved at the two or three year level—see summary of 
requirements American Board of Psychiatry and Neurology, tne., page 686). 

Hospitals, SI; Assistant Residencies and Residencies, 45G 


UNITED STATES NAVY 

U. S. Naval HospUal '-s. Oakland, Calif. M. E. Roudebush. 

U. S. Naval Hospital . Philadelphia J. F. McMuIIm... 


nohfederal and veterans administration 


Veterans Aamin. Hospital i. 

Herrick Memorial HospUal . 

Mount Zion Hospital .. 

StockTon State Hospital. 

District of Columbia General Hospital i-*.., 
George Washington DniversUy Hospital 

Duval Medical Center i-s. 

Galesburg State Research Hospital . 

Veterans Admin. HospUal . 

'cterans Admin. Hospital . 

Seton-Institute ... 

Rpringflejd State Hospital . 

Beth Israel HospUal . 

New England Center Hospital. 

Medflcld State HospUal . 

-Metropolitan State Hospital ^. 

Minneapolis General Hospital. 

Homer G. Phillips Hospital . 

Hastings State HospUal . 

Creighton Memorial-St. Joseph’s Hospital.. 


.... Tuakegee, Ala. 
... Berkeley. Calif. 

.San Francisco 

... Stockton, Calif. 
Washington, D. C. 
Washington, D. C. 
. Jacksonville, Fla. 

.Galesburc, HI. 

_Lexington, Ky. 

.New Orleans 

.Baltimore 

.... Sykesvllle, Md. 

. Boston 

..Boston 

.... Medfleld, Mass. 
,, Waltham, Mass. 

.Minneapolis 

.St. Louis 

.... Ingleslde, Neb. 
.Omaha, Neb. 


A. E. Bennett. 

X Rclder. 

E. F. Galioni. 

J, Schultz......... 

TV. Overbolscr.... 

S. G. Bedell. 

T. T. Tourleoles. 

E. W. Straus. 

R. G. Heath. 

L. H. Bartemeler, 

I. L. HUebman... 

G. L. Blbring. 

J. 31. Hope. 

D. P. Keneflck.... 

M. Asekoff. 

W. F. Sheclcy.... 

E, F. Gildea. 

J. A- Wolford.,.. 
0. H. FarreU. 


Numerical and other references will be found on pages «0 through 642. 
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175 

670 
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5 

375 

3,264 

34 
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SOO 

i;694 

31 

1 

1 

... 

252 

1 

0 
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562 

... 

3 

12 

250 

4,705 

1 C« 

3 

11 

... 



.. 

10 

167 

3,432 


1 

3 

100 

1,928 

37 

4 

6 

262 

2,959 

74 
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4 

255 

^2 
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220 
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... 
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201 

2,349 

45 
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400 
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23. PSYCHIATRY-Continued 


Kniiii'of J.oonflon 

K'-tox <'<itmty-Ovcrl)rook Hospttnl . Cedar Grove, X. .T. 

Sew .lefM'y Stale lloi-pllfll . Greyatonc Park, N. -i. 

.Vew .ferM’v Seiiro-I’syclilutrle Inytifutc . Skllliiiiin, S. 

Jiitivliiiiiiloii Slate lioM'ltni . IJiiiKbnmlon, S. V 

Veternm Admin, nncpitnl r-s-rs*. Ciinandiiteuii, X. 

lUU-lde lloM'llal . Glen Oaks, S. A,. 

St. Vlucenfc Koi-pitnl . Harrison, X. J. 

liowniitln .Slate Ilomeopatlilc Hoepftiil .; Hclmntli, S. i.. 

Kim;-- I’nik State lloMdtnl . WnP'’ 

.Moiml siniii lio'plf"! .v 

UiKh Point HoH'itiil . it- V 

ntea State Ho'-pital '-»'=<■«.x/v 

tVlll.ard State Hospital .‘",'‘71’ v v 

Harlem Vniiey Slate Jio'-pilal i'=>... "‘"‘t'V'f’ v o 

State Hospital >•’. RnlclKli. S. t. 

IPu.tilf no’ldP . WlnMon-Salem, X. 0. 

On'von State Hospital .Pa' 

V m’r'n" "vpmn hom Hal coaTS: ?«; 

Neteran-i .\itniin, liO'Pltni . l-NahteeviUc Pa 

Kmt.rceUtlc State Ho-*pna5. V Pn‘ 

HatrUPurv State Ho«pltl'l . " Mavvtav’ Pa' 

*" ■■■;.'.V.‘.'.‘.V.'.‘.'.'.V.‘.'.'.'.'.l'.V.\‘.'..‘PtmadeipWa 

State n-p!<..l for .Mental HKcave. »'».. 

Kl;.% 



a 

0 

C 

R V 
£383 

'S'S 

0.0 

VI 

V 

*32 

0 

u F 
§ 

w p*^ 

' C; cj 

tr.— c 

i;3«5 

« 

Cl 

*S» 

t- 

q1§ 

tt 

C 

SSo 

Chief of Sendee 



■5 


8<(SO 

S5xC 

H. A. Davidson. 


4 , 20 s 

91 

6 

18 

145 

A, Crandell..... 

• • »» 

7*S35 

m 

0 

6 

510 

R. B. Bennett. 

.. 

1,507 

39 

2 

H 

Ml 



4.684 

2,698 


0 

5 

4S7 

D. Pavls. 

,. Off 

36 

3 

6 



a. S. A. Miller. 

R. D. Iseraia. 

1. M. Rossman... 

C. Bucktnan. 

M. R. Kaufman... 

A. Gralnlck.. 

B. 'B.Koung. 

K. Kcill. 

L. P. O’Donnell... 

VC. A. Sikes. 


10 


A. C. Randolph. 

fi. H. AVilllams. 

H. L. Kelson....... 

II.Fiedler....... 

M. .7. Gardner. 

E. R. Wright. 

U. C. Eaton. 

.1. SolhaUK. 

•r. E. Dehnc. 

K. Appel. 

.1. i'. Regno. 

S. Hoerster, .Ir.. 

,1. E. Barrett. 

C. W. Osgood. 

R. A. Kfmmich. 


70 


8t 


177 

452 

3,090 

8,470 

153 

124 

3,272 

3,088 

6,075 

4,487 

384 

286 

3,000 

1,755 

2,048 

1,592 

2,677 

3,457 

555 

21 

.7,022 

Stas’! 

2,445 

507 

1,751 


,58 

128 


59 

87 

74 

61 


119 

50 

40 

44 

'24 

8 

’« 

160 

75 

4 

20 


6 

4 

71 

4 


6 

4 
6 

5 

6 
4 
8 
8 

20 

10 

3 


4 

6 

13 
10 

4 

12 

9 

11 
8 

9 
3 
8 

14 

12 
9 

10 
12 

6 

20 

14 

45 

20 

3 


277 

4S9 

457 

75 

420 

457 

467 

467 

43S 

TO 

175 

815 

417 

» 

541 

400 
200 
437-' 
475 ' 
700 
400 
633 




UMtTEO STATES PUBLIC HEALTH SERVICE 
UKITEO state ^ Bcthesd„..Md. 

■ . Sinidetnn, S. 1-, 


s. y. 


HOHrtDERAL AND VETENANS 

lencu.s .State Iln^pltaJ ’ .. _ Compton, Calif. 

Compton Sanflarinm .. . Iinola. Cnlff. 

Napa .state nospltnl ..; •. Patton. C"! f- 

TnltOtt SlutO y'** . .. poUUiHtt* ( 

Pneine State HO'Pitnl .V..San Francisco 

Kal'-er Foundation HO'Pital t . •. Frnncl'co 

St. .Mary’.s IIosi>!tal - . 

, .Pueblo, cant- 

Colorado State Hosiufal ' .."New Canaan, Conn. 

Kilvet urn ... _ M-aslilngton, vy- 

Children’s Hospital ‘‘’••••V. ..Wlanva, 6a. 

. 



345 

.. 


W. .. 

7,738 

' 070 


8,750 


7,324 

R. 3. Lentz. 

3,052 


IS 



'll, T. Khlentzos- 


,1. ,7, .. 

7.^ 


303 

tv. B .. 

10 


316 


7,692 


430 




125 

0 

241 

115 

38 


85 


12 

1 

1 

1 

3 


21 

2 

3 

1 

0 


416 

350 

415 

415 

415 

200 


415 

23> 

ISJ 



’I’mmfon State'Iios)dtid ‘.;;; ]; 'ive'sthorouK»i, Mn*^- 

BU-er Crest SanltaTluin . .. . HemP''ft'^‘’’., rm- 

Meadowhrook noM^; .;;;;;;;;;;;;. 

Lenox ^^^.^ter 


lirytS Ut »’-Bellevne -Mcdtcal Center. 

"'university Hospital =«■.se'K 

JIOO'CVOU Ho.spltal , 

St. lA»wroiico bta c Horpttal^ . 

Aetor Home for Udldrcu 

Lctchworth Village • • • • • • • ■ • •. 

LoBEView State Hosptta . 

St, Charles V-'a 

\lhert ElnS°Medlcnl‘ Center 1 -’ ..; ’;"; pSiiHdelpWa 

.lefierson Medical College Hospital • ■ ■ •••••'• .Philadelphia 

. . 

° Rehnhilltfltlon Institute 


. opdenshurg, N- T• 

. ... Rhinchcck, N. t • 

. .. TWriKT^-t; 

.. .Clnclnnalt 

.i "Toledo, Ohio 

..V.V." AhtoSton, P»- 

. Philadelphia 


L D. Cninphell. 

D M. Bullard.. 

H. M. Fox. 

X. Flanagan... 

. ,1. T. Shea 

R. P. Knight. 

W. E. Glass. 

D. V. Capra.....-- 
R, D. Rahlnovitch. 
At. D. Sottuncmess 

,U .1. Scatf 

F. M. Grogan. 

(5 D Nisaander.. 

H. E. Lctlcrcr. 

M OoUn. 

R. R. Steen...... 

K- F. Woodward 

S R. Wortis 
R. W. Lafdlaw 
U. B. Snow-..- 

I’N.'woUson 

n Goldman-. 

.1, M. Kenyon. 

K, T. Aver- 

p' sioane,.-... 

B. L. Keyes... 
y. Cohen...-- 


numerical ah'* 


»,« found on 


3. A. Malcolm 

^^^^^TMolhrouaft 
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23. PSYCHIATRY-Contmued 


o( Ucxpital 

Charlw V. Chapin HofpUal . 

Emma Pendleton Bradley Hofpltal * 

Brattleboro Retreat . 

Vermont State Ho'pUat *. 

Pinel Foundation . 

Mfndota State no«pUnl '■*. 

(hieen*? llospUat ^-*“S**. 












SZ ej 

SSC 

fc,— 

§1 

te 

r. 

ill 

V 

■=11 

c 

cSe 
c £ e 



. Ss 

5.® 

x: 

r-*? ® 



Location 

Chief of Service 

g-z; • 


< 







1,045 

CO 

6 

.•> 

Q 

450 

. Riverside, R. X. 

M. W. Lnufer. 




3 

253 

Braltlcboro, Vt. 

R. A. Kenworthy, III,... 


1,100 

1 

n 

e 

4^ 

, Watorbury, Vt. 

R. A. Chlttlck. 


1,700 

30 

2 

4 

400’ 




62 



• 2 

4CO 

.. Madison, Wl«. 

G. B. Tybring. 


2,402 

22 

2 

e 

60S 

Honolulu, T. H. 

K. Rusch. 


574 

I 

1 

3 

ISO 


PSYCHIATRY PROGRAM IDENTIFICATION 


It. 


Service In child psychiatry. 

Six months ferrlee at Los Anceles County Hospital, Los Anceles. 
Xine months service at Mount Zion llospital, six months at Lnnpley 
Porter Clinic and service In child psychiatry. Son Francisco. 

Three months ol sen'lco at Napa State llospital, San Francisco 
Ho'pital. Strlckton State Hospital. Sononin State Home and San 
Quentin Prison; and six months at Colwell Memorial Hospital. 
Three months service at Fort Miley Veteranc Administration IIo«- 
pltal, San Francisco, and Lanpley Porter Clinic, San Frnncl.^co: 
may nclude elective services at University of California Hospital. 
Mount Zion Hospital and Stanford Cnlverslty (Lane) Hospital. 
San Franelcco. 

Three months servdee at Pacific Colony Hospital. Pomona, and 
three months service In child ixychlntry at (’amarillo State Ho'j- 
pltal. 

Affiliate service* at Colorado General and Denver General Ho«- 
pltaD. 

.\ffiliate service at "Veterans Administration Hospital. West Haven. 
Connecticut State Hospital, FalrfleH State Hospital, Norwich 
State Hospital and service In child psychiatry. 

Twelve month* service at Grace-New Haven Community Hospital. 
New Haven, (Tonnectlcut. 

Six months sendee at Governor Bacon Health Center, Delaware 
City. 

Two months service at George Washington University Hospital. 
Wa.*hlnpton,D. C. 

Affiliate service at University Hospital. Augusta, Georgia. 

' " .'' he Neuropsychlatric Institute of the Cni- 

' . ' : service In child psychiatry. 

' •• service Ineludine .«cn'icc at the Neuro- 

psychiatric Institute ol the University ol Illinois and three months 
in child psychiatry. 

Affiliate sendee In Neuropsychiatric Institute of the UnlvcrMty of 
minols and sendee In child psychiatry. . . , 

Three months service at Veterans Administration Hospital. 
Downey, niinols, and service la child psychiatry. 

Six months service at Veterans Administration Hospital, Hines, 
Illinois. May Indude sendee In child psychiatry. 

Six months service In child psychiatry. 

Integrated program Including service at Veterans Adinlnlstration 
Hospital, Indianapolis General Hospital and Indiana University 
Medical Center and AfUliated Hospital*. Indianapolis. 

Integrated program including service at Veterans Administration 
Hospital, Mennlngcr Sanitarium and Topeka State Hospital, To¬ 
peka, Kansas. 

Four month? sendee at University of Louisville Services, Louis¬ 
ville, Kentucky, and four months service at Cincinnati General 
Hospital, Cincinnati, Ohio. 

Three months sendee at University of Louisville Services, Loui>- 
vllJe, Kentucky. 

Twelve months service at University of Louisville Services. May 
Include four months sendee at Central State Hospital; four months 
service at Louisville General Hospital, 

Four months sendee at Central State Hospital and service In child 
psychiatry. 

integrated program Including service at Tulanc University Unit, 
Charity Hospital, New Orleans, and Veterans Administration Hos¬ 
pitals, New Orleans, and Biloxi, Mississippi. 

Six months service in child psychiatry and twelve months sendee at 
South Louisiana State Hospital. 

Service In child psychiatry. 

Three months service In child psychiatry at Johns Hoplclns Hos¬ 
pital (Harriet Lane House). Baltimore, Maryland. 

Twelve months service at Boston State Hospital and sendee in 
child psychiatry. 

Twelve-eighteen months service at Veterans Administration Hos¬ 
pital, Boston (Jamaica Plain), Massachusetts, and six month* 
sendee in child psychiatry. 

Integrated program including sendee at Massachusetts General 
Hospital and ilcLean Hospital, Wavcrly; may Include 1 year 
training in child psychiatry at James Jackson Putnam Children’s 
Center. 

Twelve months service at University Hospital, Ann Arbor, Mich¬ 
igan. 

University Hospital, Ann Arbor, Michigan. 

Three months service at Coldwatcr State Home and Training 
School, Caro State and Ionia State Hospitals and service In child 
psychiatry. 

Six months service in child psychiatry at ChQdren’s Hospital, 
Detroit. 


4.'.. 


4i». 

47. 

4$. 

40. 

50. 

51. 


5$. 


50- 

CO. 


C-2. 

C3. 

*>4. 

r»5. 

w. 

07, 

OS. 

00. 

70. 

71. 


78. 

79. 

80. 

81. 

62 , 

83. 

«. 


Six months service at Receiving Ho*pUal. Children's Hospital. 
Detroit, and Wayne County General Hospital and Infirmary, 
Elolse, Michigan. 

University of Minnesota Hospital*. Slinneapolis, Minnesota. 

Three months service at Rochester State Hospital, Rochester, M i nn . 
Affiliate service at Barnes Hospital, St. Louis and three months at 
St. Louts State Hospital. 

Six months service at Barnes Hospital, St. Louis. Missoun. 
Service at St. LonSs State Hospital and St. Louis City Hospital. 
Service at Lutheran Hospital, Omaha. 

Service at University of Nebraska Hospital. 

-Afllllatc service at University of Nebraska Hospital and Creighton 
Mcmorial-St. Joseph Hospital, Omaha. Nebraska. 

Six months service at Newark City Hospital; three months at New 
Jersey State Hospital and three months in child psychiatry. 

Three months service at Albany Hospital, Albany, N^ York.. 
.■\fBlinte services at Edward J. Meyer Memorial Hospital and Buf¬ 
falo State Hospital. 

Si.T months service at King's County Hospital, Brooklyn, New 
York. 

Integrated program with service at Bellevue Hospital Center and 
University Hospital. , ^ 

Six month? ser%dce at 3Iount Sinai Hospital, New York City, 
Ser\dce In child psychiatry. May include six months service at 
Mount Sinai Hospital and three months at Manhattan State Hos¬ 
pital. 

Twelve months servdoe at New York Hospital and tour months at 
Veterans Administration Hospital. New York City (Bronx), New 
York 

Three months scr%*Ice at Grasslands, Rockland State, Albany Hos¬ 
pitals and Letebworth Village. 

Six months service at Rochester State Hospital, Rochester, New 
York. 

Six months service at Strong Meinorial-Roobester Municipal Hos¬ 
pitals, Rochester. 

Affiliate service at Strong Memorial-Rocbester Municipal Hospitals. 
Three months service at Syracuse Memorial, Binghamton, Syracuse 
and Willard State Hospitals, service at Craig Colony and service 
in child psychiatry. 

Affiliate service at State Hospitals at Raleigh and Butner, North 
(Carolina. 

Eighteen months service at Duke Hospital, Durham, North Caro¬ 
lina. 

Includes rotation through Central (Jlental Hygiene) Clinic of the 
Community Chest, Child Guidance Home, Longview State Hos¬ 
pital. Jewish Hospital. 

Integrated program including service at Cleveland Clinic and 
Windsor Hospital. 

Integrated program Including service at University Hospital and 
Veterans Administration Hospital, Cleveland, Ohio. 

Integrated program with service at Institute of the Pennsylvania 
Hospital and Pennsylvania Hospital Department for Mental and 
Nen’ous Diseases. 

Affiliate service at Temple University Hospital, Institute of Peun- 
sylvania. Hospital of the Woman’s.Medical College of Pennsyl- 
vanja. 

Six months service at Philadelphia General Hospital and service in 
child psychiatry. 

Two months affiliate service for institutional care. 

Integrated program including service at Vanderbilt University Ho- 
pltal. Veterans Administration Hospital, Nashville. Veterans Ad¬ 
ministration Hospital, Murfreesboro, and Central State Hospital 
Nashville. 

Four months affiliate service at St. Mary’s Infirmary, Galveston 
Texas. 

Service In child psychiatry at Jefferson Davis Hospital, Houston 
Texas. 

Six months affiliate service at Veterans Administration Hospital. 
Salt Lake City, Utah, and affiliate services at State Hospital, 
Provo, Utah. 

Integrated program Including service at University of Virginia 
Hospital, Charlottesrllle and Veterans Administration Hospital, 
Roanoke, Va. 

Affiliate service at Southwestern State Hospital, Marlon and Lynch 
burg State Colony, Lynchburg, Va. 

Six months service at Medical College of Virginia—Hospital Di 
vision, Richmond, and service In child psychiatry. 

Six months service at Veterans Administration Hospital, American 
Lake, Washington, and six months in child psychiatry. 

Illinois Mental Health Service program under the direction of the 
Illinois State Psychopathic Institute. 


Numerical and other references will be found on pages MO through ML 
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Hojplt«ls. IIS: Assistant Residencies and Residencies, 363. 


VHnto 


I.oontion 


t'ltzs.lmpti" Army HospUnl >-». 


Denver 


department OF H|AtTH^EDUCAT10N. 


rrceamcn-6 IIo.pl,nl s-s. Wnehlngton. D. C. 

nonfederal and veterans administration 

Hoi'PUnl . riiocnlx Arlr 

Ut) o( Hope Me-llcnl Center i-».. . Dunr^c CnlH 

llnrlow Muintorlum »-». 

I.*W .vniToUw County Jlo5pIfnl ios'Vncclcs 

Ijret tlnrie .*.iti!Ktorlumi-». tivi-nAfxi CiAU 

^tin nieyo Conniy Oemru) Jlo..pJi«J s--’.' son DIcno’CnIlf' 

Sun FranrCio Hu.pltnl "K’KO. 

. Pninclsco 

,LiiUor.-'ii> ol Cnjltornln Sen'Icc ’. Snn Frnncl.eo 

'o. S«n .losJ. Cnllt 

i'.' .Mnnicdii County '-»-*■> .Snn Lcntulro, Cntif. 

^uln^c■Kln,r^ t oiinllcs Ilosp tnl . .SprlnsvlIIe Gntlt 

•Vntionnl .lepMi Ho.plinl »-».. . Dcns4^^^ 

Inlvi-trUy ot Cnlorudo Medlcnl Center 

('olormlo Genernl Ho.pltnl i-». Denver 

It>'nvcr (ienerni Ilo.pitnl .Denver 

Ceilnrcre'l TUi.pitnl *-s. kew'lnfiton, Conn. 

1 neii.-on-’llmnies >-». Xonvlch, Conn. 

I.aiirel Jle chK Ho.pltnl . Shefton, Conn. 

\etrnm' A.linln. llo.pltnl >-». ^Vc.‘■t Hnven, Conn. 

District of Coliimliin Genernl llospltnl . Wii.liinKtou, D. C. 

I’corKc Wn.lmicton Cniver.etty lloepttnl \Vn.iIiUipton, T>. C. 

Southcn'l Florlilu Tulierculo.l. Ho.pltnl. J.nnrnnii, Fin. 

ChirnKo Ktnte 'fultemilo«ls Snnltiirlum . Chlc«KO 

City of Clilentro .^Il)ntelpIlI TVitiereiilosl.a Siitiitnrlutit CtilcHi;o 

Conk County Uospltnl-Onk I'ore.t 

Tiiliervuiosl. Ho.pltnl i-s... Cliicnco 

Mletine) Ilee.r Uo-.pitn) t-». CWcnjfo 

-Mourn Venum Stntc Tiibereiilo.l-' .Sdnltnrliim .Mount Vernon, III. 

IVorin Municipal Tulicrculo.I. .Siiiiltnriiini ’•’. Pcorin, III. 

lleiijlhwln H(>°|iltiil *. Soiifli Bend, Inrt. 

fnlversfiy of K'nti.ne Medlcnl Center Knn«ns City, Knn. 

Yoternni. Ailniln, Jlo.pitnl . Knnsns City, Mo. 

Clmrlty Ilo.pftiil of I.ouMiitui 

Eoniofnnn .sfiite I'niveo-lty Cult ’. >’e«' Orleans 

Central Maine Sanatorium . Fairfield, Maine 

Veteran, .\dinlti, Ifo.pitnl. Baltimore 

Glenn Dal,’ Ifospltnl >-». Glenn Date, Md. 

lin.ton .Snnatorlum . Uo.oton 

Carnliridire .Sanatorium . Cambrldpc, Mass. 

Veterans Adinin. Ifn.pltal i-’. Rutland HelRlits, Mn.ss. 

Middlesex County Sanalovtum ^■^..... tValtliiiin, Mass. 

tVe.tfleld .State Sanatorium . tVestfleld, Mass. 

UV>rres)(>r County .Sanatorium . IVoreestcr, -Mass. 

Henry Fold llosidlnl . Detroit 

Ilennaii Kiefer Hospital ’■*. Detroit 

Mlelilitan Sinie Sanatorium . lloirel). Mjeti. 

\Vm. n. Mnylmry Sauiitorium .. NortlivUle, Mlcl). 

Veterans Admin. Hospital ..— Mlnnenpoiis 

N'opeminn' Sanntoiliim .... NopcmliiK, Minn. 

Glen 1-nke Sanatorium . Oak Terrace, Minn. 

•Mayo .’‘i ■ Rochester. Minn, 

Mleslss)-■ ■■■ ■ V. • J-a. Sanatorium. Miss. 

ilolierl ; = ■ ; ^ ' .. Koch, Mo. 

.MN'-ourl State Sanatorium . Mount ^erIlon, Mo. 

St. Mary’s Group of Hospitals .. — •••• St. Duu'^ 

Veterans Admin. Hospital .Bust OrnnRC, ><. >>• 

New .lersey Sanatorium for v i 

Chest Diseases »-=>. Glen Gardner, d. 

H. S. Follnk Hospital for Chest Discase.s .tcrscy City, >• «>. 

Bergen Pines County Hospital . Pnrumus, N. u. 

Kscfx County Smtntorliim .•••■• >cronn, • 

Veterans Admin, Hospital. A""'dU®rdU6» ?;.• 

Atimny Hospital >-=>.. K. t. 

KIiiks County Hospital nrnnt-ivn \ Y 

Veterans Admin. Hospital . 

Kdward ,T, Meyer Memorial Hospital >■''.i.’,’’;'.:’iv Y 

Klrnlmrst General Hospital..’A’ ® v’ 

Nassau County Tulicrculosls Hospital *'■’—. Farmlnpdale, N. i. 

Ulster County 'I'uhcrculosfs Hospital . Wnpston, N. i. 

.Niacara Sanatorium .... v’v' 

Mount Morns Tutiereulosis Hospital . Mount Morris, N. v. 

Holtevuo Hospllal Center— , —. 

Dlv. I—Columbia University . >;®'v \oik City 

Bronx ilunlcipal Hospital Center . gmv YotK City 

Montefloro Hospital i-". Now York CHy 

Morrisnnla City Hospital .....Iicw York City 

New York University—MctropoUtnl Medical Center 
Metropolitan Hospital i-". Ken- York City 


Chief of Service 


J. A.YVicr...:.-.. j gfl. 


H. M. Payne. 33 ^ -- - 


B. I/. Snyder. 

D. Tepper. 

H. YV. Bosworfh.. 

H, Glcrson. 

3.. M, Barber. 

B. .T. Comer,. 


.1, Klcran. 

S. Father_... 

R. M. Mnnson... 

W. B. I.cftwlch. 
W. A. YVlnn. 

S. H. Dressier... 


R, S. Ylltcbell. 

G, Jfclkicjohn. 

R- 0. IJdson. 

N. Jj. Cressy... 

K. S. 'Howiett, Jr. 

N. D. Esopo... 

S. Katz. 

B. Blades. 

M. Kovnat . 

3f. .M. Pyle. 

Ii. H, Bcrard. 2,832 


D. Radncr. 

H. 0. Ropers... 

D. Morse. 

E. YV. Custer.... 
M. Fltz Patrick, 


YV. R. .Ykenhcnd. 

YV. B. Grow. 

R. C. Duvall. 


.1. A. Foley.. 

B. K«iv.mann .... 

S. T. Allison. 

H. YV. Evnrts..,. 
.1. M. Houser... 
H. J. Lorge. 

E. 0. Contes, .Ir,. 

F. 'I'. CUapmuu. 

YV. F. Fldlcr. 


Vi 

Ii 

05 

A 

u « 
ej V 

Su" 
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tc 

o 

u 

*S‘^J5 
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£ 

CS'D £ 

.S Q 
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<: 

iSt! 

f^fao 

Hi 

RaiC 

1,505 

3 

s 

6 

... 

334 

7 


1 

JOS 

246 

SOI 

228 

1.279 

510 

258 

1 

16 

3 

61 

0 

0 

-3 

1 

1 

2 

i 

1 

1 

1 

1 

2 

3 

300 

4W 

200 

246 

500 

250 

769 

770 

8 

33 

i 

1 

3 

205 

205 

242 

7 


1 

502 

285 

10 

i 

1 

200 

472 

39 

3 

3 

600 

7M 

12 

9 

9 

250 

93 ■ 

3 


2 

'm 

174 

4 



577 

16 

'{ 

‘i 

m 

813 

32 

3 

3 

m 

670 

29 

2 

2 

205 

030 

22 


4 

... 

499 

51 

2 

4 

233 

401 

12 



... 

478 

20 

o 

0 

200 

782 

23 

1 

2 

350 

2,833 

62 

2 

2 

365 

2,128 

30 

3 

4 

340 

902 

' 23 

1 

3 

123 

251 

2 

2 

2 

479 

130 

2 

1 

0 

250 

239 

3 

1 

1 

600 

240 

10 

,, 

1 

125 

Incl. in Int. Ylcd. 

•• 

•• 

... 

223 

10 


2 

1T5 

3S3 

U 

'l 

1 

75 

048 

20 

, . 



1,121 

24 
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6 

902 

30 

1 

5 

233 

209 
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1 
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510 

1,291 

29 


1 

mr 

427 

8 

1 

1 

222 

n 

3 

3 

623 

232" 

21 

3 

3 

2M 

49S 

35 
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3 

2,501 

110 

9 

11 

554 

764 

1 

4 

4 

937 

1,780 

23 

5 

5 ' 

.'55 


F. M. MacDonald. 

H. YV. Backus. 

B. H. Frost. 


C. A. YVatklns. 

B. Friedman. 3,225 

.1. h. Yates. 3,515 

G. O. Broun. 201 

M. K. Small. <23 


435 

053 

731 

Incl, in Int. 
9S0 


,1. A. Smith.. 

S. Cohen. 

K. B. IJttlc... 
I. Ochcrct.... 
,1. W. Berry.. 
F, 0. Mnxon. 


554 

888 

402 

704 

1,022 

281 


47 

13 

19 

Med. 

5 

19 
46 
30 

8 

8 

42 

43 

20 
30 
U 


C. 0. Hamilton. tni’ mou’ 

H. Lyons. Incl. in Int. Med. 

H, L. Katz. 

D. R. McKay.... 

,S. Bnssln. 

,1. G. Carlton... 

H. H. Epstein... 

H. F Schwartz. 


431 

519 

177 

498 

1,303 

ISl 

SOI 


40 

15 

3 

15 

31 

3 

37 

9 


.->s 

23 


L. C. .. 

F. t. Annstrong. o®' 

,1. H. McClcraent. 3,^1 

p; Hufc:::”::;"""---" 

I. G. Epstein... — 


1 

1 

1 

'i 

S 

32 

1 

2 

18 

30 

i 

7 


13 

3 

1 


3 

1 

3 

5 

32 

1 


20 

30 

5 

3 


350 
303 
175 
COO 

351 
333 
100 


53.7 

IM 

SOB 

550 

3» 

105 

303 

ai 

103 

357 

372 

3!3 

537 

357 

325 

IS* 

195 

103 


Numerical and other references will be found on pages 640 through 642. 
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Z4. PULMONARY DISEASE-Continued 


ol Ixicfltion 

St Jo^phV Hospital lor Chr^t DUcft<c- . . >scw \orV CUy 

Afiraln Ho«p!Ul (Bronx) '•*...New YorV City 

- ^ ^ i-s . ^ . Onconta. N 1 

, * Pcrry^buri:, N Y 

■ , ■ * Kay Brook, K Y 

• • 1 ■ ■ s ■ a Roche«!tcr, N Y 

- • . Sebenectady, N Y 

■ " . ' ifttcn Wand, N Y 

^ete-sDs Adm n Hospital . . . Sunraount, N Y 

() 2 on(la?o Sanotorium *“* . Syraai«c, N Y 

Veteran* Admin Hospital .Syrncu'c. N Y 

Gra'«Und<i Hospital... \alhatia, N Y 

Duke Hospital.*. Durham, N C 

leteran-j Admin Hospital ^.. . Otecn, N C 

Veteran*? Artmm Hospital .Breck^WHe, Ohio 

Cuyahoca Coiint> Hospital >-». Cleveland 

S-nny Acre* Cuyahoca County 

Tu^rculo*is Hospital . Cleveland 

Ohio State Inivprsjty UospUnl' . 

OMo YHibercuIosfs Hospital . Columbu*, Ohio 

Caiverslty Hospital . Columbu-*. Ohio 

Yag^rille Sanatorium'"*.. • Enclcvllle, Pa 

Charles H Miner State Hospital '** . Hamhurp, Pa 

Graduate Hospital of the University of 

Pennsylvania . Philadelphia 

Hospital of the University ol Pennsylvania *'* Philadelphia 

Philadelphia General Hospital . Philadelphia 

Philadelphia General Hospital— 

>OTthem Division . Philadelphia 

Samnel G Dixon State Hospital . South Mountain. Pa 

Oakville 31*tnorial Sanatorium , Memphis, Tenn 

Veteran'? Admin Hospital ***.. 3fcmph(«, T^-nn 

AVest TenncN'^ce Tuberculosis Hospital 31emphls, Tenn 

Veteran? Admin Hospital ... . Nnshvllie, Tenn 

Parkland 3Iemonal Hospital , Dallas, Texas 

Baylor University CoUece ot 31edlcine AlBlIated Hospitals 

veterans Admin Hospital *-» ... . Hou-ton, Texas 

Veterans Admin Hospital . . McKinney, Texas 

Blue Rldje Sanatorium . Charlotteavnie. Va 

Vete’^ns Admin Hospital. Richmond, Va 

Firland Sanatonum *■*.. . Seattle 

Veterans Admin Hospital '. MadNon, AVIs 

3Iuirdale Sanatorium. Alllwaukee 

Veterans Admin Hospital i-*. 3niwaukw (AVood). AVb 

leahi Hospital t-i. Honolulu. T H 





^ T 

T 

u 




S C-* 



Chief of Service 

II 

c 

i-is 

♦a— u. 
a:— C. 


SSc 

Y J McCarthy ,. .. 

.. 5W1 

20 

4 

4 

250 

D Stone 

1,115 

50 

1 

3 

. 

R Horton . . 


10 

a 

3 

537 

R Nnnen 

l&*i 

IS 

1 


594 

F Beck 

r/;> 

37 

4> 


537 

AS* G Swalbach . 

.... 4ST 

18 

4) 


435.50 

,T 31 Blake 

302 

9 

3 

3 

239 

E H Robitzek 

. 3,0^ 

C7 

27 

27 

157 

.f AA Raleigh . 

i,oa> 

14 

1 

1 


B T Brown 

522 

12 

2 

2 

537 

A D RenzettI, Jr . . 

14S 

37 


1 


AA G Chlldre** 

4‘?4 

17 

o 

7 

125 

E E Menefee 

204 

3 


4_, 

250 

AA S Schwartz 

I,WG 

59 


6 


R A Hemphill 

620 

r» 

3 

3 

... 

R C McKay 

503 

32 

5 

5 

162 

H G Curti« 

eo9 

27 

t> 

o 

CS3 


203 

12 

2 

S 

COO 

R .r It well 






B H Browning 




.. 

2“0 

J J KSr^hner .. . . 
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5 

3 

3 

. 

. 
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2 

o 
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H Israel 

91 

4 

1 

1 
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R Alayock . , 
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-» 

3 

.. 

\V AVei-* . 

72? 


2 

o 

3'2 

R V Cohen 

511 

19 

e> 

■y 

a>4 

W A Gettc . . 

1,032 

IS 

2 

2 

46« 

S C Carter . . 

SOO 

15 

1 
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SZr, 

15 

2 

3 

.. 

E P Bowerman 

. 937 

w 
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3 
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R A Goodwin, Jr .. 
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1 

3 


i 0 Armetrong . .. 
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4 
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4S 

2 

3 

, 

D 0 Shield* 
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1 

2 

. . 

C G Pear« 0 D 
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37 

1 

i 
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AV T Tbomp*on, Jr 

1.4 V) 

23 
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T F Sheeby. Jr 

.. 

53 


3 
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J K Curtis . 

. 1,531 

Cl 

,, 


,, 

A V Cadden . 

... 2,IS0 

10 

,, 



31 AA Garry* 






F B Landis 

... 1,247 

40 

1 

1 

• • 1 

H H Walker 

547 

10 

o 

o 
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25. RADIOLOGY 


Residency programs In the following hospitals have been approved by the Council and the American Board of 
Radiology through the Residency Review Committee for Radiology. These programs are approved for THREE 
years of training In all phases ot Radiology. All programs listed offer three years of training Intramtirally, or 
on an integrated basis, or through affiliation with another approved Institution. Hospitals listed with the 
following symbol (it) are approved and offer training of three years Intramurally, In addition to participating 

in an integrated residency program. 

Hospitals, 371; Assistant Residencies and Residencies, l,S3f 


Name of Hospital Location 

UNITED STATES AIR FORCE 

U 8 Air Force Hospital...San .Antonio, Texa® 

UNITED STATES ARMY 

^tterman Army Hospital . San Francisco 

ritesimons Anuy Hospital s-*, ..Denver 

Army 3Iedjcal Center i-*...AVa«bington, D C 

Brooke Army Hospital .San Antonio, Texa^ 

Tnpler Army Hospital .Honolulu, T H 

UNITED STATES NAVY 

U S Naval Hospital ' »...Oakland, Calif 

U S Naval Hospital ^. San Diego, Calif 

U S Naval Hospital .Bethe^da, 3Id 

U S Na\al Hospital . Chelsea, Ma** 

D S Naval Hospital ..St Alban« N Y 

U S Naval Hospital ... Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 

U S Public Health Service Hospital .New OrIean« 

B S Public Health Service Hospital . Baltimore 


National Institutes of Health—Clinical Center Betheada, Md 
^ S Public Health Service Hospital gtapleton, S. I., NY. 


C2 


C2 

* 

Oc 


O s 

c> ~ 
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V 5 


^ zc 

®*Sc: 

-•ss So 
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^^3 
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Chief of Service 

5 V? 
z- 


ZX 


fc. c 

o r 

"S® 

J M Keegan . 

. 110,112 

10 

871 

1S4 

<% 

6 

... 

D Dullum 

.. 43,397 

48 

4,135 

45 

ft 

6 


P A Paden 

64.143 

18 

3,256 


2 

C 


J A I<berwood 

67A24 

292 

9.722 

419 

3 

9 


A S Bauer . . . 

. 0G.75S 

41 

5,6^6 

72 

3 

9 


H C HarreU. 

. 57,440 

27 

1,1^ 

519 

1 

3 


L H Barber 

31.452 

13 

I.S7S 

209 

3 

5 


.1 AA Koetl . . . . 

. 84,023 

41 

6,4oO 

m 

4 



S F ■nmJam* . 

. 40,564 

S 

3,042 

203 

o 

4 


C E Bentel. 

.. 20,222 

10 

750 

265 

1 

1 


C GartenJaub. 

. 57,662 

o 

3.526 

42 

2 



N L Yood. 

.. 94,501 

35 

3.527 

70 

3 

7 


D AtackiUop. 

. 27,924 




1 

o 


C R Walker . 

.. 14,540 

93 

2.846 

574 

1 

4 


T HS!bi=h 

.. 







J K Andrews. 

.. 29,840 

14 

2,481 

. 

1 

3 


0. A. Shipman. 

.. 33,790 

... 

2.363 

478 
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... 


Numerical and other references will be found on pages 640 through 642. 
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25. RADIOLOGY—Continued 


Chief of Service 


T. W. Dnvls. 


.T. W. Underwood. 13,150 


11. Llclicrmnn 


A. Cove. 


11. H. Fcdcr. 


H. H. .lensen... 


Kiune of Hospitfil Loentlon Chief of Service 

DEPARTMENT OF HEALTH, EDUCATION, 

AND WELFARE 

Frrediiien’.i IIospUiil . Wnshineton, D. 0. T. W. Dnvls. 

NONFEDERAL AND VETERANS ADMINISTRATION 

llirnilnclmm llnptlsl IlospUnl.s . Hlrmlnehnin, Ain. .1. W. Underwood. 

Unlver.'iUy of Alnhmnn Medical Center 

University Ifospitiil nnd Hilhnnn Clinic _BIrniinfrhnm, Ain, ,1. G. Wood. 

Vetenin.o Admin, llospltnl . llIrmliiKlinin, Ain 11. Llclicrmnn..’. 

University Uospltn! ... Little Rock, Ark, D. M. Gould. 

Kern County Genernl llospltnl >. llnkcrsfleld, Cnllf. W. Lensk .. 

Snn .loaipiin General Hospital '. French Camp. Cnllf. A. Cove. 

Seaside Memorial Hospital . Iiontr Ilench, Cnllf. M. .1. Prichnrd. 

Veteranc Admin. Hosidtnl . l.onir Ilench. Cnllf. 11. H. Fcdcr. 

Cislnrs of Lehnnon Hospital . Los Anttcles D. ZIon-H. .Inffc. 

Hosidtnl of the Good Snmnritnn . Los Anttele.s .1. I). Cnmp. 

f.os AtiKcle.s County Ho.splfnl *. Los Angeles G. .Incohson. 

Uneen of .Xntrels llospitnl . I.os Angeles L. Goln . . 

University of Callfondn llospitnl . 1-os Anueles A. H. Dowdy —.. 

Veterans .\dmln. Ho.ipitnl . Lo? Angeles .1. G. Dnvls. 

White .Memor'nl Hospital »-■'. Los Angele^s \\ L Stdson. 

Hiithlaml-.Uamedn County Hospital. Onkinnd, Ca . H. H. densen. 

Sutt'^r ('oimntinlty . Snerntnento, «• , • * * V. 

.*Stui Diego County (ieneral llospitnl . •‘'an Diego. < nllf. K. L. hitchend. 

Children-.s Ho<pltnl . «ni' J-mne sco G. G. King. 

Mount Zion Hospital . j/nne ,>ico .1. Levitin .. 

.<t. Franels Meinorlnl Hosidtnl . •'“» I rnneisco . 

gi %tiirv-.: llosi.Diit i-a . Snn ITancisco (.tnpp. 

San' Uran'eiseo Hospital'!”]!. •‘^a" Francisco . 

^ Vet™ '•».. 

University of California Hosidtnls . j d' MeCon""::".::::: 

Snntn Clarn County HospUnl >-». li. WoodrulT. 

Aii;;'S,.rSVKKs, <-o,o. -i. c. . 

Genernl Ro‘e Memorial Hospital . Denver ''■y/’jY/'j,cvine. 

I'reshyterian Hospital . Denver K.'.^^Melstcr!.’ 

w.r.stnmpm. 

University of Colonulo .Medical l enter Denver R. R. Lanier. 

Colorado Genernl Ho.spital .. Denver K. Snir.mnn . 

Om'rnl llospitnl . Denver A. l):iywitt. 

Vcl(»nins Ailinln. .nVwVi?onnrt Conn. .T. ^T. Ksposito. 
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Nninp o( HospItHl Locution 

Mcmortnl IIoFpItnl *-». Memphis, Tonn. 

City of Memphis Ilospltiils . Memphis, Tenn. 

Methodist Hospltnl .... Memphis, Tenn, 

Veternns Ailmln. llospltnl i-n-ar.a. Memphis, Tenn. 

Vniulerl)llt University llospltnl . Nnshvlllc, Tenn. 

Veternns .\itmln. llospltnl . Nnshvillc, Tenn. 

Itnylor University llospltnl . Dnllns, Tc.vns 

I’nrklnml .Memorlnl llospltnl . Dnllns, Texns 

Ut. I’nv.l’s llospltnl ... Dnllns, Texns 
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r.'^nlt Luke Countv Genernl llospltnl ’. onlt Luke vii> 
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Snn .luan , ilJ...Snn .lunn, P. R. 


Gmunl^^ HosidiM-i- snn dunn; P. R. 


P. W. Vnn Rtiskirk. 

A. R. Soule, Jr. 

V. IV. Archer. 

.1. Foster. 

C. P. IVI'off. 

F. It. .Mnndevllle. 

IV. H, Mendel. 

E. -•). Addlnston. 

T, Cnrlllc. 

C. A. Stevenson. 

L. Pnul. 

.s. A. Morton . 

Melnmed.•'. 

.1. L. Mnrks-M. GrecnbcrR 
H. W. Hefke- 

.1. Armhnistcr. 

G. W. SenopicI. 

H. H. IVrlKht. 

R. V. MoUllster. 

.1. L. Becerrn. 

L. Ehrlich. 

V. A. MnreinI. 


12,328 

18,050 

45,884 

17,421 

14,092 

47,758 

20,275 

10,037 

33,049 

18,730 

47,529 

23,284 

28,984 

36,212 


26. SURGERY 

Residency proomms In the fojlowlno *\hrou^'h'th'B'conferBnce Committee 

Surnerv and the American Colleoe of Suroeons througn ino 

FOSS OR «o;E„c2Bt \r‘!TTm 


72 
19 
40 
' 110 


17 

23 


33,985 

21,318 

15,133 

40,800 

17,230 

9,690 


J.A.M.A., Oct. 4,1958 
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4,009 
3,123 
543 
3,430 
1,368 
7,OK 
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3,049 

9,035 

0,933 
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349 

261 
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130 22,840 840 


, the American Board of 

on Graduate Training in 

for examination by the 


Name of Hospitnl Location 

UNITED STATES AIR FORCE Texas 

U. K. .\ir Force Hospitnl. 


OhicI of Service 
D. S. W'enger. 


a a 
C 


8a 


4,421 


UNITED STATES ARMY 

Lcttcrmnn Army Hospital . 

Fltzolmons Army Hospitnl . 

Armv Jfedlcnl Center .. 


1-a^ 

-3 


Army Jfedlcnl - , 

Brooke Army Hospitnl > 

Trlplcr Army Hospital . 

UNITED STATES NAVY 

U. H. Naval Hospitnl . 

U. H. Nnvnl Hosp tnj .. 

U. S. Nnvnl Hosp tnl ' . 

U. S. Nnvnl Hospitnl J . 

U. S. Nnvnl Hospitnl .. 

U. S. Nnvnl Hosp tn . 

U. S. Nnvnl Hospitnl » “ . 


Snn Francisco 

.. Denver 

‘Wushingtpn, D. C. 

. San Antonio, Texas 

. Honolulu T. H. 


.1. Grnhnra. 

C. S. Lyfor. 

.T. H. Forsce... 
vi', W. Nichol.. 
iv! F. Botrors.. 


1,430 

769 

1,021 

2,305 

8,850 


. Onklnnd, Calif. 

. .... Snn Diego, CnllL 

. ... Betliesdn, Mo. 

.Chelsea, Mn^. 

.. St. Alhnns, N. Y. 

. .Phlladelphin 

..■.'■'Portsmouth, Vo. 


SI. L. Gerber 
,T. 31, Hnnner. 

R. B. Brown... 
L. L. Haynes.. 
R. N. Grnnt... 
P. .T. McNamnrn 
j.',T. Zuskn. 



1,701 

2,846 

1,040 

2,628 

1,B96- 

2,477 

3,719 
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26. SURGERY-ConHnued 


Nproc ol Ho<rital Locntldu 

UHITEO STATES PUBLIC HEALTH SERVICE 
r S Public Hcfllth Scnlco '•*.Snti FrancUco 

DEPARTMENT OF HEALTH, EDUCATION, 

AND WELFARE 

Frcetlineo*-! Ho-pUal ' ». ..^\ n^ibinKton, D V B S>|tlii\x 

MONFEDERAL AND VETERANS ADMINISTRATION 
Calrcr^ily of AlMmma AtlUlatM Hos'UaK 
Lnlm'iir Ho'plt il nnil Jlillmnn Clinic '■** . Hlnuinjrhn.n, Alft 

\etcTan« Atlmln Uo«JpitRl »-». BInnInphatn. \\n 

Lloyd ^oland Ho^dlal ***. Fatrneld. Ala 

Mn^^copa Countv (icncral IIo«pUnl . Phoenix, Arlr 

InjTfMtv liovpital i**. Little Hock, Ark 

\etcninv Admin Ho^dtal '■*.. Liltlo Rock. Ark 

San Joaquin Gmernl Ho^sidtnl ’.French Camp. Calif 

Oweral lJo<pltnl of Frc«no County '**•'*.. . Fresno, Calif 

Aetcrac^ ^<J:nm Uoepltnl . I onj: Bench, Cnllf 


t hief of *'er\icc 
\ nii iiM«on 


Colar< of I^ebnnon Hospital ' .. .. Lo« Anpcle^ 

I O' Ancel** Countv Uo«pItal '. Los \npolc' 

tniTCr^'ty of California llo'^pltai '•*. . Lo« Anpelc' 

^€tfran* Admin Hospital'*■. Lo** \npcle-N 

™te Memorial Hospital . Lo« Ancob'' 

Hicbland—AlamMa County Hospital Onklaml. ('alif 

Ka’^er Foundation Hocpltnl * *. Oakland, Calif 

Veterans \dmin Ho«pltnl. Oakland, Calif 

San Depo County General Ho-pitnl . Sin Dicpo. Calif 

Kal~er loundntlon Ho«p!tal . '^an Francisco 

Mount Zion Hospital '"*. Snn Francl'co 

^an Frand'co Hospital 

''tanfonl Unucrdiv Scnlco '. 

Uniicr'itj of California Vn ICO ' 

Stanford LnU'r'Ily Hosp'taN i'*-**!-’' 

UnUer^Uy ol California UosdtaN 
^eternns Admin Hospital , 

Santa Clara County Hospital .. 

Santa Barbara General Hospital— 

Santa Barbara Cottape Hospital 

Harbor General Hospital '. 

St Joseph's Hospital . 

Unirer-lty of Colorado Medical Center 
Colorado General Hospital *** . . 

Denver General Hospital . 

Veterans Admin Hospital ' #-»» ... , 

St ^mcent'^ Hospital .. 

Hartford Ho-pltal . 

St FrancU Hospital *■*. 

New Britain General Hospital . 

Grace—New Haven Community 

^Hospital ... 

Yeterana Admin Hospital . 

Materbury Hospital '. 

Veterans \din!n Hospital . 

DebTTare Hospital '-». 

Memorial Ho«pUal '"*.. .. . 

District of Columbia General Hospital 

Georgetown Unl\eislty Service. 

George ^^a«hinBton L*nUer«ity Service 
Georgetown Unl\er*Itv Hospital 
George Washington Lnlvep'lty Hospital 

Providence Hospital ®.. 

Veterans 4dinin Hospital x-s-'i".. 

Masbmgton Ho’^pital Center 

Veterans Admin Hospital '■*. 

Duval Medical Center . 

St Mneent’s Hospital ^. 

Jackson Memorial Hospital . 

Grady Memorial Hospital '. 

Piedmont Hospital . 

St Joseph’s Infirmary . 

Veterans Admin. Hospital . 

Medlca. College ol Georgia Hospital® 

Eugene Talmadge Memorial Hospital 
Lnl\ersity Hospital . 

Veterans Admin Hospital .. , • _ 

Emory University Hospital '-■*.. Emory university, oa 

Cook County Hospital . ...... • Chicago 

IllmoU Central Hospital . Chicago 

Michael Reese Hospital .Chicago 

Mount binai Hospital . Chicago 

^^thwe'tem University Medical Center 

Chicago Wesley Sleinonal Hospital . 

Passavant Memorial Hospital i-* . Chicago 

J^eteraus Admin Research Ho-pltal .. • • •• 

Evanston Hospital .Evanston, iu 

Presbyterian St Luke’s Hospital 

Presbyterian Hospital Division . 

St Luke’s Hospital Division .. 

University of Chicago Clinics .Chicago 

University of Illinois 

Research and Educational Hospitals .Chicago 

Veterans Admin West Side Hospital Chicago 

St Francis Hospital ...Evanston, HI 

Veterana Admin. Hospital . Hines, IU 


. . San Franci«eo 
SflD Frnncl'CO 
. San FrancNco 

. San Franeweo 
San Francisco 
San .To«e, Calif 

Santa Barbara, Calif 
Torrance, Calif 
Denver 

Denver 

, Denv cr 

Denver 
Bridgeport, Conn 
. Hartford, Conn 

Hartford, Coon 
New Britain. Conn 

Xcw Haven, Conn 
, Newington, Conn 

Waterbury, Conn 
West Haven, Coon 
W ilmington, Del 
Wilmington, Del 
Washington, D C 


W ashlngton, D C 
Washington, D C 
Washington, D C 
W ashlngton, D C 
Washington, D C 
Coral Gables, Fla 
. Jacksonville, Fin 
. Jacksonville, Fin 
. Miami, Fla 

.. Atlanta, Ga 

.Atlanta, Ga 

. Atlanta, Gn 

. Atlanta, Ga 

. Augusta, Ga 

Augusta, Ga 
.. Augusta, Ga 


C Lyon' 

n \ Dillard . . 

.1 ^I Slaughter 
M Wood . . 

.1 H Growdon 
R I Lipin 
W Brock 
H H Fvun' 

H .1 Movlu- 
D *'tato 
C ff Rome 
W P Longinire, Tr 
,T S Clarke 
\ 1 Kuc**! 

F M Taylor 

V L Baritell 
.T V Smith 

R G Franklin 
D W Barrow 
I D Ko'cninan 

C Mathew son 
C Lyon 

V Richard' 

L Goldman . . . 

L G Bnzzolara 
J D Lnmon, Tr 

J R RydellL G Fiske 
L Cowley 
W B Condon 

H Swan 
D W atkta' 

B Ei«ctnan 
W Curley, Jr 
W A Standi«h 
L A St John 
B B Clark 

G E Ltod'kog C C Bishop 
P W Fcnney . . 

A E Herrmann . 

W W Lindenmutb . 

D J Prc»ton 
.T C Pfer'On 

B Blades R f'ofley . . 


R .T Coffey 

B Blades 
L B Gaffnev 

J G Lee 

r D Briggs 

M W’oUcott . ... . 

K A Morris 

A C William' .... 

J J Farrell ... . 

r A Ferguson . 

F W McRae. 

D Shepard. 

J C Tborougbraau 


W Moretz . 

J Sherman. 

C M Rhode. 

J D Martin, Jr.. 
K A 3Ieyer.. . 

C. 0 Guy. 

X X Crohn. 

E I Greene . 


W 3Iaddock 
L Darls ..... 
F W. Preston. 
J M Dorsey.. 


E J. Beattie, Jr.. 
B C. Kilboume... 
Jj R Dragstedt.. 


W H Cole. 

M I GIbbel ... 
D. P. Slaughter.. 
C. B Pucstow... 


Numerical and other references will be found on pages MO through M2, 
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20. SURGERY-Continucd 


Nnuir of liociiitnl Locution Clilof of Service 

Inillnnnvoli'- Gcncrni llosnitnt ’-*. Imltnnnpolts H. G. Bceltcr. 

(ri<!lBitn I'nlwrvlty Jlcdlcnl (’enter AfllliiUeii HospIti\l« „ ^ c i 

linllnnn rnUervltv Medienl Center ’. Inilinnnpollp H. B. Sbuntsckcr, Jr. 

Veternne .GImtn. Ilospltnl . IndlnnnpoJl.-. L. n, Kadlpnn . 

fowiv MetUo.lW Iloppitnl . Be*! Mo nc?, Jown .1, B. PriMtlcy. 

Veternn-- A'linln. no<.pUnl ’*». Bes Moines town L. r. . 

Sfnte Cnlvet-:ity of Town Jloopitiils . 5' . 

Veiernnt .Atliuln. I{o<-pitnl .....I.?."'',9*!? S’V,' . 

rnhPfvlty K»n‘'U«; Mnllonl Ccntor Knnpn*? ^ . 

VcN’rnn*- A<fintt!v ilo^pltnl .. Knii*=nj CUy, Mo. 0. A. .. 

St. Aocept) llo'-pitn) ®. LcxIiiKton. Ky. F. M. Mnssk . 

Ciilu’rvlty of r.ou;-\ me Mcdiciil Center . „ __ 

•(•(.IWrenw Ifos-lKH . T.ou io e. k . H.B.Lynn. 

l.ouhvme (iencrnt lloM'Uul .. Bo'tlw c. «’ . 

M’liwrly mil- Tiil>ereiil<i-I« Snnntorlnm.Mnverly 31 Is Kj. v'n''rtnnnVnV. 

.Orleans «• -KaMc. 

"""BrS!:::::;:;::;:;;::;::; 

\d nUi UoM t«l .Orican-! L. K. 3Be))awlson. 

nmfX^tetUbd’MMieni Center . f 

Maine .Mcllenl (Vnter^.. M. M. Kch.::...;. 

UnUlmore City i:i.llnllltnore O. C. Brnnltenn. 

Cliiireti Jloine iin.l . Jlnltlmore H. K. WllRis. 

VtftUVUn. Srptute ll(*-plta1 ... . \, ABttlocV....... 

.ToI.tK HopUn- HofPlIa >:’....] f, = W. M. I-'ror. 


Chief of Service 

Inpatients 

Treated 

tfJ 

ei 

'02 

cv 

0 

< 

. W 

o'!* 

•U’tP hi 

•tt 

tft 

0 

c« 

fl?- 

a’SS 

ti 

a 

C ^ 

q?g 

H. G. Bcekcr. 

1,005 

M 

2 

8 

ay, 

H. B. Sbumackcr, Jr. 

.. 1,001 

S2 

5 

H 

165 

Jj. R, Radlfrnn—.. 

ISS 

S2 




.3, B. Prie.stlcy. 

1,017 

33 


8 

200 

Tli. T. Palumbo.. 

.. 2,1-10 

43 

4 

10 


R, T. Tldrlck.. 

8,020 

118 

s 

22 

370 

E. S. Brintnnil. 

1,037 

63 

0 

]! 

... 

F. Allbrltten, .3r.. 

1,581 

1)9 

o 

36 

325 

G. A. Higgins. 

1,160 

29 


'& 

... 

F. M. Masslc. 

.. 1,705 

20 

3 

210 


.. Baltimore 

.BflWmote 


.Tolmt HtipKin- jtn-piiH • .. y 

Mnryinmi GenerM no-pnai . SUc 


' 1 ' " .1* ^ . ... r* *'-.T ' 

Mrrcy .. . RnUlmore A. M. ScUkh 

Slnnl Hn-I'ltnl V’v’”:.”;';'.;. ItftUlmorc K. S. Stntln 

Cftiou .Memorlut llp«pllul ' . ttnUlmorc U. M'. BOXt 

fnl\er-lt,'’ llo'pltal Vs'.V'iieverlv. M<1. S. Schport; 

I’rimv (.V<.rve-- (.eiiernl Ijo-pltat .. tf'mnrd. .Md. .1. M. Miller 

Veternn- .\dmln. Ho-pltnl . JVrrv Point Md. K.'1'. ShncV 

Veternn- .\dmln. Ho-pUnl . I <’"> ' j. Fine.... 


K. Knhlc........... 

.1. I). Rives. 

O. Creech. 

1>. K. Richardson. 

T. I>. Abramson. 

.1. M. Parker. 

M. M. UttvUch. 

O. C. BriintlRnn. 

H. E. WltKis. 

A. BlttVicV. 

IV. M. .. 

1), .1. .. 

A. M. ScUttman. 

E. S. Stttllord. 

U, \V. Buxton. 

S. Sch\tort7bach...... 


Shnckclloril. 


(Vih i-rnel Ho-pltnl... 

Bo-ton Cltl .. . 

I Suryleal Servli'e ... 

IK Smytenl Ser-'.ce ... . . 

V Siir«lenl '■ .Bo-ton 

Cartiey Ito-pUnj .. Boston 


C. G. CUUd. 

J, .1. Byrne. 

.1. E. Dunphy. 

.1. ,1. Todd. 

E. D. Churcbtll... 
B. H. Sinlthnlck. 


CainbrldKe fliy ti'VTL"' .. . fluincy. Mass, 

Qultiey Ri’M'flal .SptiHKtlcld. Mass. 

ilO'-jHtnl . ^ Worco^tcr* 

MpjijorfnI Ho**I>Itni ' .*.. SVorcc<=tcr, Mas«, 

.*st. Vinivnf .. ’* worcc^^t^tf 

IVonvster ('By Ho-pltnl . ..;• .Mleb. 

•St. .losetdi .Mercy lloMjltn' . Arbor. Midi. 

miterdly Hospltid ’’V, , V.-'-Vm..V.. 

Detroit .Memorliif Hospital “ ■•••;. .Detroit 

Cniee Ho-pltnl ...■’/... Detroit 

Harper Ho-pll.al .. Detroit 

Hetirv Ford Ho-pHnl .. Detroit 

.Mount Camel .tiercy Ho-pltal . __ Detroit 

Sinai Hospital. ■ 

WuMie State t tilver-lty ■ ■ ■ . Dmiborn, .Mich. 

Veterans Admin. Hosiiltiil . Detroit 

Uecvlviny HospUnl .. Detroit 

Wayne County General UospUul awl Inlirmarj. 

Hntlev Hospital *'*'.•••. . Flint, JHcIi, 

Mel.uren General R'fl'**''' , .(irand Rapids, Mich. 

BlodKClt Mewotlal .;;;.Ornntl Rapids, Mich. 

Buttenvorlb Hospital ;;;,'‘Vf’aV •••■ HlKbla”'' P"*''''’ 

Hk'Wand Park General Hospital . . Mlnnenpolls 

Minneapolis General Hospital..ttinncnpoiis 
Minnesota UosP t«I; Minneapolis 

Veteran- Admin. Ho-pital / ’ .Kochester, Minn. 

Mayo Foundation awl Clinic. ••••■ . . St. Paul 

FnlmsUv o’f. .Miss. 

I’nlvers'Uy llo-pltnt . .Jackson, Mto. 

Veleiiin- Admin. HospUnl - ' ’ ’' "I’.’a " ‘'.Columbia, Mo- 

i-meer-ltv ol Missouri Med cal Center . ■ Kansa.s City, Mo. 

City General 33os,>ltal . St. ^u s 

„,.ene- HOSP ‘ VV.a.. 


tv. F. Hoyt. 

B. C. Wheeler.. 
,1. C. .McCann.. 

J, Maroney. 

E. T. U'Weme... 
H, K. Ransom.. 

.T. Mark. 

R. IC Reynolds. 

E. A. Oslus. 

3>. S. Fnllls. 

tv. S. Carpenter 
M. P. Jlej’crs... 


C. G. .lohnslOD. 

C, G. .tohnston. 

O. ,1. France... 

tv. tv. Gins . 

A. H. Krctchraar- 

E. P. Vary.... 

tv. .t. Fuller. 

tv. McDoukhI. 

.1. A. tVSUer. 

C. R. Hitchcock. 

o! H. tVanRcnstccn. 

D. .1. Ferguson. 

,t. M. tVauEh. 

I,. D. MacLcan. 


i' IS?, .<”■ -; ;; 

“s .x;;:;:;::;:: It w? ' 

WiiaWoCton enivewltJ' Ho^itni. . QmiiBfl. - 

CielKliIon Meni orl,'-9 . — 


,I D. Hardy. 

J. H. Conn. •••••• . 

H E. Stephenson, . . 

R. B. .. 

C. A. Moyer. 

O, Moyer. 

M. D. .. 

atMSiw-i'.vVMuUiEaD. 

C. E. Llschcr... 

O. B. Hanlon. 


C. J. Galbraith) Jr,. 

f' e. .. 

H. R. .. 
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2Grt- SURGERY-Continucd 


Nome o! Location 

rcIrersItT of Nebro'ka Hospital . Omnhn, Nch. 

Veterans Admin. Hospital '■*•»**.Omnba, Neb. 

Partmouth MctUcal School AfUUnli'd Ilospltnln... 

Mary Hltchcocl: Memorial Hospital . Hanover, N. H. 

Veterans Admin. Hospital *“■.While Ulvcr .let.. Vt. 

Jersey City-Medical Center...... Jersey City, X. J. 

Ne’irark Beth Israel Hospital '**...Newark, N. J. 

Veterans .Admin. Hospital ***.;.AUmqticrque, N. M. 

Albany Hospital Albany, N. Y. 

Veterans Admm. Hospital .\lhany, N. Y. 

Bhioilyn Hospital . Brooklyn, N. Y. 

Coney Island Hospital . Brooklyn, N. Y. 

Jea-iib Hospital ’•*. Brooklyn, N. Y. 

Kings County Hospital 

Division M'*. Brooklyn, N. Y. 

Division II '"*. Brooklyn, N. Y. 

Long island CoUcce Hospital . Brooklyn, N. Y. 

ilalmoaldes Hospital . Brooklyn, N. Y. 

Methodist Hospital . Brooklyn, N. Y. 

St. John's Episcopal Hospital Brooklyn, N. Y. 

Veterans Admin. Hospital . Brooklyn. N. Y. 

Wyckofl Heights Hospital . Brooklyn, N. Y. 

Allied HospUapi ol the Sisters oi Charity ol UufTulo liutTalo 

Buffalo General Hospital ... BufTnlo 

Edvard J. Meyer Memorial Hospital ... Buifalo 

Millard Eillmore Hospital '•*... Butfulo 

Veterans Adraln. Hospital »-***«*»... BufTalo 

Mary Imogcnc Bassett Hospital . Cooivcrstown, N. Y. 

rhishlng Hospital and Disi>ensnry ^**“23*. Elashlnjr, N. Y. 

Meadovbtook Hospital . Hempstead, N. Y. 

(^aeens Hospital Center . Jamaica, N. Y. 

Nassau Hospital * . , '*’ncola, N. Y. 

Long Island Jcwlst , • • Park. N. Y. 

Beehnafl'Dowatowr , • , n York City 

Bellevue Hospital Center 

DIv. 1—Columbia University ^-a-saa. >;cw York City 

Dlv. U—Cornell University .New York CUy 

Dir. HI—New York University 

College ot Meiliclne .New York CUy 

Dir. IV—New York University Post‘Cirn<iuntc 

Medical School *’•.....New York City 

Beth Israel Hospital i-a*sn5... York CUy 

Bronx Hospital '-a... New York CUy 

Bronx Municipal Hospital Center .New York City 

Hariftm Hospital '-*. New York CUy 

^ickerbocker Hospital '*•. New York CUy 

Ifaox Hill Hospital t-*. New York CUy 

Lincoln Hospital . New York CUy 

Monteflore Hospital i-*. New York City 

Mount Slnnl Hospital . New York City 

New York Hospital .New York City 

.... . - Medical Center 

, • * ' ■ ■ . ■ .New Y'ork CUy 

. ■ • • ■ .New Y'ork City 

^ ■' Hospital' New York CUy 

5*" . ■■ . .New York Ctly 

Jposerelt Hospital ».New York CUy 

bU Clare’s Hospital '**.....New York City 

St. Luke’s Hospital '•*.. New York CUy 

St. Vincent’s Hospital . New York CUy 

Veterans Admin. Hospital (Bronx) 3-s-2«.New York City 

Veterans Admin. Hospital (Manhattan) i-a-sss_New York City 

Genesee Hospital ... Rochester, N. Y. 

^ghland Hospital . Ro^ester, N. Y. 

General Hospital . Rochester, N. T. 

St. Mary’s'Hospital 3-*... Rochester. N. Y. 

strong MemoiiabRochester 

Municipal Hospital i-s-ssi... Rochester, N. Y. 

State University ol Xcw Tork 

Upstate Medical Center i-*. Syracuse, N. Y. 

Veterans Admin, Hospital '**.Syracuse, N. Y. 

Grasslands Hospital ^-s.Valhalla, N. Y. 

North Carolina Memorial Hospital .Chapel HIU, N. C. 

i^e Hospital . Durham, N. C. 

North Carolina Baptist Hospital .Winston-Salem, N. C. 

^^on City Hospital i**.Akron, Ohio 

Akron General Hospital i-*®'...Alcron, Ohio 

St. Thomas Hospital '-a. Akron, Ohio 

Good Samaritan Hospital a-«-si 3. Cincinnati 

St. Mary’s Hospital . Cincinnati 

^^ 7 ®^Uy of Cincinnati College of Medicine Hospital Group 

Cincinnati General Hospital Cincinnati 

Veterans Admin. Hospital . Cincinnati 

Cleveland CJlInlc Hospital . Cleveland 

^yahoga County Hospital . Cleveland 

Lutheran Hospital . Cleveland 

Mount Sinai Hospital . Cleveland 

St. Alexis Hospital 3-8. Cleveland 

St. Luke’s Hospital . Cleveland 

St. Vincent Charity Hospital . Cleveland 

university Hospitals Cleveland 


Chief of Service 


_ 


—S £ 

O tvC 


£ fl ^ 

is o 
trao 


M. M. Musschnnn. 

605 

29 

o 

8 

200 

\V. P. KlcUsch. 

1,878 

43 

2 

8 



2,140 

37 

5 

IS 

213 

AA . T. Mosenthal. 






W. B. Crnodeil. 






E. J. UBlIlgan. 

5,878 

76 

8 

'is 

103 

M. Singer. 

0,2^2 

35 

1 

4 

100 

W. A. Childs. 

1.40G 


4 

14 


C. Eckert. 

3,505 

63 


14 

ICO 

J. A. Nelson. 

2.175 

77 

3 

12 


K. H. MacGregor. 

4,120 

33 

i> 

8 

175 

.f. E. Hammett. 

2.81C 

56 

4 

10 

105 

L. Berger. 

4,963 

13 

2 

8 

100 

.1. F. Raycroft. 

3,272 

76 

4 

16 

305 

C. Dennis. 

3.021 

94 

4 

13 

105 

E. ,f. Browder. 

2,963 

34 

1 

5 

156 

.A. Hurwltz.. 

3.S2S 

43 


10 


A. .T. Vosscler. 

2,i?2 

21 

o 

5 

175 

C Dennis. 

2^21 

36 

1 

4 


H. H. LeVeen. 

1,000 

31 

7 

20 


P. Zoller. 

2.C17 

45 

3 

12 

100 

F. Zaeptel. 

11,300 

73 

2 

8 

235 

J. R. Paine. 

S,2JS 

63 

4 

14 

175 

J, D. Stewart. 

1,940 

81 

3 

14 

247 

H. N. Kenwell. 

4,407 

40 

4 

11 

’’So 

W. M. Chardnek. 

1,650 

53 

5 

14 


J. H. Powers.. 

1^7 

21 

2 

5 

150 

C. N. Baker. 

4.929 

27 

1 

4 


J. N. Shell. 

1,579 

81 

3 

12 

2-25 

L. J. Morse. 

3,370 

I5S 

3 

10 

105 

E. T. Montgomery. 

2,200 

39 

3 

9 

318 

P. E. Lear. 

3,030 

41 

1 

4 

75 

S. Mage... 



3 

8 

100 

K. M. Lewis, Sr. 

1,459 

25 

7 

17 

105 

C. W. Holman. 

1351 

43 

4 

15 

. lOo 

J. H, MuIhoUand. 

2,014 

25 

8 

IS 

105 

J. W. Hinton.. 

2,312 

37 

8 

35 

m 

L. Ginzburg. 

2310 

25 

2 

5 

335 

R. Friedlander.. 

2,701 

17 

4 

10 

100 

W. MetcaU. 

1,150 

60 

4 

20 

125 

A. D. Maynard. 

1,0SS 

15 

4 

12 

105 

P. .Mien. 

2,078 

25 

3 

10 

150 

H. G. Maier-F. M. Donehue... 

3,162 

35 

2 

8 

‘ ISO 

F. H. Amendola. 

2,0CS 

17 

4 

13 

■105 

E. S. Hurwilt. 

4,393 

69 

6 

11 

387 

J. D. BaronofsVy. 

4,003 

63 

9 

•21 

75 

F. Glenn. 

3,731 

103 

9 

30 

161 

J. M. Winfield. 

4,100 

o 

2 

8 

100 

J. M. Winfield. 

2,223 

31 

2 

10 

105 

J. E. Hammett... 

2,695 

17 

3 

12 

125 

G. H. Humphreys. 

4,631 

44 

8 

26 

250 


3303 

57 

7 

16 

133 

J. L. iladden. 

4,567 

50 

2 

8 

200 

H. A. Zlntel. 

4.122 

52 

6 

15 

100 

L. M. Roussclot. 

4,578 

102 

6 

19 

125 

P. Cooper... 

2,003 

47 

5 

14 


W. F. MacFee. 

2,337 

81 

5 

20 


E. Douglas.. 

3,827 

53 

2 

7 

175 

T. B. Garlict. 

3,609 

45 

2 

5 

175 

G. R. Bodon. 

4,031 

73 

3 

10 

125 

J. Remington. 

1,916 

13 

2 

8 

230 

W. J. M. Scott...... 

3,070 

131 

4 

33 

317 

C. B. Muller. 

14,155 

160 

10 

30 

233 

L. S. Rogers.. 

1.740 

40 

4 

10 

_ 

G. C. Adie. 

70C 

31 

1 

5 

175 

N. A. Womack... 

044 

26 

7 

39 

175 

D. Hart. 

2,023 

26 

12 

24 

127 

H. H. Bradshaw. 

2,156 

39 

4 

10 

106 

S. A. Scblueter. 

3,970 

69 

4 

12 

250 

R, T. AUison. 

4,550 


4 

12 

250 

A. H. Kyriakldes. 

4,346 

2$ 

3 

9 

250 

H. J. Blinker. 

2,480 

IS 

3 

12 

250 

R. D. Mansfield. 

2,320 

24 

1 

4 

250 

W. A. Alteraeler,. 

2,403 

83 

9 

SO 

75 

A, Kcirle. 

819 

43 

.. 

9 

• _ 

G, Crne. Jr. 

1,192 

22 

10 

21 


F. A. SImeone. 

1,597 

56 

9 

21 

16-2 

H. W. Brown... 

2,724 

48 

2 

8 

210 

M. M. Driver. 

3,693 

19 

S 

7 

250 

S. 0. Freedlander...... 

2,406 

24 

4 

10 

215 

C. R. Lulenski. 

5.932 

51 

4 

10 

250 

F. S. Cross. 

4,049 

64 

ti 

8 

140 

F. Vecchio.. 

5,369 

&1 

i 

12 

210 

W. D. Holden. 

4,431 

71 

8 

20 

150 


Numerical and other references will be found on pages 640 through 642. 
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26. SURGERY-Continued 


N'miiool Hostilliil I.dCiition 

Vclcnws .VilmUu llospUnl. Olcvclnml 

Ohio .Stiuo University Hnspltnis , , , 

ftilversilv Itospliiil '-"-ns-. (V)lmnfms, Ohio 

White Cross Uospltiil r-’-as*. Colnrobtis, Ohio 

Votermis Atiinin. Jfosi»ltiil . Dnyton, Ohio 

St. Utir-tthoth llospitiU . \ovinBRto\vn, Ohio 

Youngstown llospUiil . -iouiiBstown. Ohio 

I'nlverstty ot Ohlnhoinn Uosplliils Okliihoinn City 

Vetenitts A(Unln. ilospitni . OUluhotniv City 

St VlcuvtitV Hosplliil ..... I orfinitil, Ore. 

University ot On-con .Medleiil .Seliool Ho.«|ii(iils 

nil.I ciiiiles i-t-it*. Portinnd, Ore. 

Veteriui- .\iiiiiln. llosiiltnl . 'i>n‘ 

.ViiiUK-tim Mi'inotlni liospUlll . iVolmovn’ Vn‘ 

.Mli-iuown Hosplliil Miiut' Pn" 

Itrvti Miiwr Ilospitni .. ^ 


Chief of Service 
C. L. CobWII. 


R, M. Zollinger. 

R. Pfttton. 

C, 0. Burton... 
.1. K. HcraW— 
O. G. M"’”'-’' 

.1. A. ■ 

G. .S. ■ ■ ■ , 

A. M. Boytlcn... 


W. K. Livingston. 

H. A, Wise. 

C. >1. Smyth. 2,^80 


a a 
0^0 
a£ 

mr* 

1,J21 

3,0S6 

3,881 

1,902 

8,W3 

30,432 

1,445 

1,873 

G,93S 

1,710 

1,370 


n. 

o 


a 


tM p-a 

' CJ Cl 

SS-S o 

gta 


■2. « 
a* a 

-I"? SS5 

j.'ac Qtoc 
.Sr: o X 5; 


O ofe 






o;!"il oi-lslnm^norlal IRi^f.ltnl >-». 

Uwrri-t.urg llospllul •...... -;. ” PI, 

(i.-imniitown Dl^p.'iisnry nml Ilospitni ’ ’ .Phlludelptni 

.phumieiphin 

Uahttenmnn MiHlh-nl c'oVh-ge nn.l ilospitni . 

Ilospitni ot the University ol IVnn.sylyniiln ». Philinl. ipliin 


it, Ii. SchacITcr. 

F. H. Rohhlns. 

.1. R. Bniteock,. 

It. GoItlm.nn..,. 

0, E. Moore. 

S. 1). Weetlcr. 


Uospitnl ... ... . . , 

ifospitni of the Woiiinli s .MeillenI (,olkf.(' 
of p.-nnsylvntiln 

•lejfer.son -Meiltenl »dllege HoSpUa! ‘ 

i.nnfcepnu llo'tiitul .. 

Misetleordln Ilospitni ’. 

Peunsvivniiln Ilospitni . 

Pre.sliyli chill Uci'iiUnl . 

Teiuple UnUvtsity llo-pioxl >".. 

Velernns Ailtnhi. Uospitnl . 


U, R. Hntt lhomc. 
.1. M. Howard.... 
I. S. Kavelin. 


Phiin'lelphla 

Phllndclphin 

Phtludeliihlii 

Plillndelphln 

Phlltuielpitin 

Pliltudetidiln 

Plillndelphln 

Phltndetphla 

Pltt.shiirgli 


Allegheny Oetiernl Hospitnl . Piltshurgh 

Helao/tVmoMlt^pitiiNor^heUnk 
Srho'd ot MedU'lue _ _ PUt.«hurgh 

ctilMren's Jiosidtn!.. Pitt.shurgh 

Pre-liyterlnn Ilospitni .. 

Veti-nitis .tdinln. liosidtnl ■ • Plttshtifgh 

Western IVutisylvnnln llosi.Uni . Pti. 

Rot.ert Piieker Hosidinl . York, Pn. 

York lU'splinl ..Providence, U. (. 

Rtiode I'liind tiospUnl . . Providence, R. I. 

veterniis Adiitin. iio'i.it li V,’„ . 

Tenehtng lIo.si>ltnIs ot Uie Medlenl ( ollt u C'lwrlcslou. S. C. 

of .s-outii .. . 

Medi.-nt College Hospitnl.•••■ •. 

Roper Ilospitni .... .Greenville. S-t'- 

Creenvllh Geliernl IlW Jn} —. . Memphis. Tenii. 

/inptM .Meinorlnl Hosp till ; • . . Mcmphlr. Tonn. 

Cftv of -Memidils ] o-P .. Memphis. Term. 

Veterivus Admin. UnspUi'',, . Mushvlllc, Tcnn. 


1-. K. Ferguson. 

.1. n. Glhhon, .IT. 

.1. -M. Benver-G. C. Engel. 

W. 1). O'Suilivnn. 

O. C. King. 

O. C. King. 

W. E. Burnett. 

O. .. 

.V. K. Ifnmmond. 

11. G. Kpehner. 


2,926 

4,380 

1,991 

5,226 

5.. 3.)1 
2,028 

1,S86 

2,647 

4,Co0 

1,702 

3,103 

2,372 

2,039 

1,739 

2,500 

2,138 

1,0(8 

1,723 

5.. 185 


45 

8 

16 

... 

86 

6 

18 

177 

38 

2 

5 

290 

90 

4 

16 


67 

4 

10 

m 

80 

4 

12 

S25 

51 

8 

27 

200 

-70 

4 

12 


38 

2 

8 

275 

05 

2 

'8 

125 

24 

5 

16 

• •4 

46 
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150 

49 

1 

4 

225 

37 

2 

5 

200 

31 

1 

4 

175 

41 
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4 

250 

61 

2 

5 

250 

54 
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175 

20 

4 

8 

100 

38 

3 

12 

75 

110 

10 

29 

150 

37 

■ 1 

0 

110 

66 

4 

16 

100 

26 

2 

6 

200 

49 

1 

4 

250 

50 

12 

12 

95 

52 

' 2 

8 

175 

43 

3 

12 

... 

57 

5 

13 


19 

1 

4 

200 

25 

2 

8 

235 


Veternns Admin. Hospiud 
University of Texns .Meitiui 

.lelTcrsoti Dnvis UospUni . 

.Methodi.st Ilo.spltnl .. 


Hospitnl 

. Gnlvcslon, Tcxns 
1 Ho.spitnis 

Houston, 'IcMts 
. Hou-stoii. p'c.yns 

vewV^nr.vhuiu. uospii^ ISox^'S 

Dr\WlC GPWS .s„lt Lnkc City 

LnkcVpunty^Genitrnl Hospitnl init Lnlic City 

Wtorwu?' iVtliuU ■ ■ ■ . j,\c . 

University ol Y. ■ ■ ■ ■ ' ‘ .lUirlington, A C 

1)0 Goestirmtu' ■■ , U,-! ‘"I. Jlurllngton, A t. 

Mnry Fletcher Hospitnl __ o’lriirlottcsviUe. A«. 

Vnh-eraity ol A'irglnlit Hospitnl .«iii,,tcd Hospitals 

C esupeeke and Ohio f ‘u llton Forge. An. 

’-’cueinpenve and Ohio I Huntington, AV. Vn. 

Chesnpeake niid Ohio Hospitnl .... .Horiolk, Ai'. 

ne Paul Hospitnl .!!!!!!!".>’orfolk, Vn. 

Vorfolk Ocriernl Ilo.spltnl ni,.isionRichmond, A a. 

college (>! . Richmond, Vn. 


S, P. He.rlMson- 

1,593 

23 

4 

10 

125 


1,9S5 

50 

t 


s 

G. W Fo.stcr. 

9,000 

3,103 

95 

3D 

3 

2 

0 

225 


7,030 

45 

1 


125 


4,951 

5D 

2 



2,203 

3S 




r. E. .. 

3,830 

58 

3 

14 

137 

L. AV. 'stonclmrnor. 

6,065 
.... 11,533 

2.09.1 

'so 

57 

33 

'i 

2 

3 

4 

7 

IS 

21 

250 

209 

150 


. 3,-.>.39 

3*2 


IS 

125 

AV. R. Cute, Jr. 

. LOGS 

1,346 
. 5,746 

83 

18 

29 

39 

3 

3 

4 

8 

9 

14 

21 

9 

22 

12 

175 

$m 

50 

fl. AV. Scott. .It. 

R, I. .. 

,1. AY. Duckett. 

2,791 
. . 4,141 

2.6H 

00 

29 

27 

u 

3 

8 

175 

150 


..... 1.736 



ICO 


1,852 

28 

G 

18 



42 

6 

20 

75 


M. E. Be Bakcy. 

i. L. B. Tuttle. 

G. L. .Tordiin, .Ir. 

G. AA'. Waldron. 


2,.368 
1,221 
,5,407 

6,327 


A. M. .. 1 m 

W. Burdette. 

R. 0. Richards. 


\ .\. Gladstone.. 

A. G. Mrt.-icn.V. 

W. H. Muller, .fr.. 


A,09A 

SCO 

2,:H2 

2,534 


. 

Mason Hospital 


A'l 

A'irglnin .. , ,.3 

university 

Mnwiiukoc county ^Hospital 


Seattle 
Madison. AVIs. 
.... Milwaukee 
. ., Milwaukee 

- Wis. 


MtUvniikce Hospitnl .. . Milwaukee (.AA'o®^')’ 

Veterans Admin. liospital ’ »... Honolulu. T. H. 

Qiiecn’fi Hospum 
Snn .Tuan City Hospl^__ 


Numerical an*' other 


'f^Terences will be found on pages 
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640 throuQ^ 6*2, 


, 1 . -Af. Emmett— 

j! P. Carey. 

0. J- Devine. Jr.. 

ILL. Payne. Ji... 
p, M. Hume. 

R. P. MncDonald. 

H. H. Harkins.... 

.T, AA’. Bell..... 

.7. AA'. Baker. 

15. R. Schmidt.... 

,T. M. King. . ^ 

I. .. 2,971 

M. B. Smith. o_t)Tg 

J. E. Strode. 2,537 

j. H. Benitez ■ . 


3,822 

783 

4,303 

2,641 

4,505 

1,835 

1,746 

1,351 

5,394 

2,511 

6.008 
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39 

62 

36 

30 

28 

7 

46 

90 
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10 

25 
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22 
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82 
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20. SURGERY-Conlinucd 


Riildency nroflr*m« In the followlna hoipltalj have been approved by the Council, the American Board of 
Surpery and the American College of Surgeone, through the Conference Committee on Graduate Training In 
Surgery, for THREE year* of training, deilgned to qualify the trainee for examination by the American 
Board of Surgery ai a Group II candidate. 

Hospitals, IS3; Assistant Residencies and Residencies, 1,094 


Name ot no«pUnt l.ocntion 

UNITED STATES ARMY 

PTilL’ani Beaumont Army no<pIta] ». El r««o, Texa* 

UNITED STATES NAVY 

C.S. Naval Ilo^rilal ’**...Great IenVe«, UK 


Chlet of S^Tvlci' 
n. L. Ilhea, Jr. 

S. JMe. 


UNITED STATES PUBLIC HEALTH SERVICE 


C. S. Public Health Service Uo«pltnl .New Orleans 

C.S. Public Health Scn lcc Uofpitnl . Halllmorc 

C. 5. Public Health Service Ho'pUnl...Ho«ion 

r. S. PaMic Health Service Hospital Stapleton, S. I.. N. Y- 

U. S. Public Health Service Ilospilni .. Seattle 


at. L. Elliott... 
H I). FIshhurn 
F. \V. Love.... 
P. E. Wnlkcr.. 
J. D. Lnnc, Jr. 


NONFEOERAL AND VETERANS ADMINISTRATION 

Ctrraway Methodist Hospital i.UlnnlnRham. Ala. 

Mobile County Hospital .. MoMl'*, Ala. 

Veterans Admin, HospUal '.^'u?keKec, Ala. 

St. Joseph’s Hospital . Phoenix, Ariz. 

Ken County General Hospital .. UakerstleM, Calif. 

Hemet Memorial no«pUnl »•*. Iterkcl^'y, Calif. 

Glolak Sanitarium and Ho<pltnl >. Glemliile, Calif. 

Callfomlc Hospital . I.os .\nRcIr5 

^spiral ot the Good Samaritan t"*.... I.os .AnRole? 

^eea ot .\nceU Hospital r-*. I.o« .\nRele.s 

St, uaeeafs Hospital . Los AnKCles 

Mercy Hospital . Sun Illftro. Colli. 

St. Joseph’s HO'pItal '•». Snn S’rnnci'co 

St. Luke’s Hospital .... Snn rronclsco 

St. Mary's Hospital »-•... Snn Frnnd'co 

Southern PncIBc General Hospital . Snn k’rnndsco 

Presbyterian Hospital . Denver 

ht’,Luke’s Hospital r-'«.■.. Denver 

Colorado State Hospital . Pueblo. Colo. 

Brldreport Hospital . Bridueport, Conn. 

"frp'talof St. Raphael.New liuven. Conn. 

St. JIary’s Hospital . Waterbury, Conn. 

IWdors Hospital *-«. Washlnuton. D, C. 

Mount Sinai Hospital of Greater Mlnml . Miami Ueach. Fla. 

rampa General Hospital ‘ . Tampa, Fla. 

Ctawlord W. Long Memorial Hospital . Atlanta, Ga. 

Geopcla Baptist Hospital ‘. Atlanta, Ga. 

Macon Hospital». Macon. Ga. 

taerican Hospital i-». Chicago 

Augnstana Hospital >*•. Chicugo 

brant Hospital . Chicago 

‘‘“fbls Masonic Hospital >■*. Chicago 

Lutheran Deaconess Home and Hospital ». Chicago 

Mercy Hospital . Chicago 

?™Jl'?ent Hospital t-n. Chicago 

hr. Ehrabeth Hospital ». Chicago 

St. Joseph Hospital . Chicago 

at’ Mary of Nazareth Hospital v-n. Chicago 

Hospital. Peoria. Ill. 

. Bluilton. Ind. 

Hospital r. Indianapolis 

Cf i.‘,’''*ri^'e Hospital r-n. Indianapolis 

at. EUznbeth Hospital . Lafayette, Ind. 

I ’ Margaret's Hospital r... Kansas City, Kan. 

at irands Hospital i->..tVlchlta, Kan. 

n.l- Memorial Hospital >-'=5. Harlan. Ky. 

Foundation Hospital r-».New Orleans 

Tn?,. Hospital r.New Orleans 

1 ?” Hospital . Baltimore 

rrovldent Hospital and Free Dispensary.Baltimore 

at. Agnes Hospital t-». Baltimore 

Hospital *. .Baltimore 

General Hospital t-s. Baltimore 

Tr... J Hospital t-s. Beverly. Mb!=s. 

Gpn?.“ f Hospital t-»—Fall River 

Hospital . Fall River, Mass. 

t-». Malden, Mass. 

Va.f 7 « Hospital Newton Lower Falls, 31ass, 

Montsomery Hospital .Battle Creek. Mich. 

Blaln Hospital .I>etrolt 

2r* ^Joseph Mercy Hospital .Detroit 

Hospital . Grand Rapids, Mich. 

Hospital. Kalamazoo, Mich. 

ppn lac General Hospital . Pontiac, Mich. 

^. Joseph Mercy Hospital .Pontiac. Mich. 

Beaumont Hospital i-*.Royal Oak, Mich. 

General Hospital^-*.Saginaw, Mich. 

cf Sinai Hospital '**...Minneapolis 

?r’ . 3IlnneapoIfs 

■ Rochester, ilinn. 

■ ■■ . Ticksburg, Miss. 


B. M- C’arraway. 

E. n. Frazi^^r. 

J. M. Cox. 

\y. A. Brewer... 

C- E. Marvin. 

L. E. Brown...... 

H. V. Prout_'. 

O. D. Lloyd. 

K. \\\ Blake. 

J. F. Regan. 

L. C. Bennett. 

T. F. O’Connell. 

E. H. Dickinson. 

O. Pflueger. 

T. J. Whalen. 

W. L. Newberg. 

K. C. Sawyer.. 

G. M*oIIgast-D. Osborne. 

H. U. Kerr. 

J. F. Nolan. 

O. PeUlccla. 

J. F. Burke... 

C. S. White. 

R. M. Fleming... 

W. C. Jlyers, Jr.,. 

C. E. Holloway. 

W. S. Dorougb. 

C. N. Wasden. 

M. Thorek-P. Thorck. 

E. Gorslde.. 

C. K. Solander. 

P. Shambaugh. 

J. D. Koucky. 

H. Oberbelman... 

C. W. PhiUlps. 

C. S. Scudcrl. 

r. B. JIcCarty. 

E. H. Warszewski. 

C. D. Branch.. 

H. D. Caylor. 

D. Megenhanit. 

W. D. Gatcb. 

R. E. Gery... 

M. V. Laing... 

J. W. Graves... 

W. F. Potter. 

A. Ochsner. 

vr. F. Becker. 

L. H. Stnig. 

W. E. Gilmore... 

B. Harris, Sr... 

G. Govatos. 

O. C. Brantigan. 

E. D. Weinberg... 

K. E. Alt. 


C. H. Hawes. 

W. E, Garrey. 

H. G. Dunphy.... 

R. A. Stiefel. 

A. 3Y, Blain. III.. 
W. G. Quigley.... 
L. B. Saraf. 

F. GiUett. 

C. Hanson. 

L. C. Sheffield.... 
C. G. Darling..... 

H. B. Barker. 

H. M. Bishop..,.. 

A. Kremen. 

N. C. Plimpton... 

J. M. Waugh. 

W. O. Bernstein.. 

G. H. Martin....* 


Numerical and other references will be found on pages MO through M2. 
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Kn)))P ol no.'.i'iilnl Locution 

Vli-kcburc Ho.«nltnl ’. VIcksbure, Mte. 

St. I.ciil*! Counts' llospitiil . Clayton, Mo. 

Ktin^n*: Cttv fioncrnl Ilospltni No. 2 .. Kansas City, Mo. 

Mcnornh Mcilicai Center . Kansa.s City, Mo. 

St. LuVeV Hospital . Kan.sas City, Mo. 

.‘tt. Mars-'.-' Hocpllal . Kansas Clt}', Mo. 

IV Haul Hospital ’-■>. St. Louis 

Ml-'oiiri Baptist llo.cpital ’'a. St. Louis 

St, .tolin-s Uo'spUul .. St. Louis 

Veterans .Ultuln. Hospital .Lincoln. Neb. 

.\tlantie City Ho'=pitfil ^. Atlantic C ty, N. .7. 

('oopf'r .... Cntnacn, •!. 

We-t .Ter-ey Hospital .. Camden, N. .7. 

Veterans Admin. Ho-ipital . Ka*!! OranRC. N. .7. 

Iturlincton County Hospitni . Mount Holly, N. .7. 

Harrl'.cm S. .Mnrtiand .Medical Center .Newark, L. .7. 

St. Bnriiabn'- Medical Center .N. .7. 

SI. IVIer’s Cenera! Ho-.p|tal >-». New Brtinswlck. N. .7. 

llnmco Memorial Hoepital .v t 

St. rraneb Hospital '*». v 

Cumberland Ho-pitnl . rtrAoi- rn’ N'' Y 

Creenpolnt HoM'ital .. nmoi-Vn N T 

Luther.an Medical Center . tunotWn’ V y’ 

St. Catticrine’- HoM'ital >-». rtmoi ln’ N Y 

St. Marv'-- HoMUtal . ^ lultfalo 

eViiton Sprimrs,-N. Y. 

. r.lmtiurst, N. A_. 

..,7amnlca, N. V. 

. .lamalca, X. T. 

.Tolincon City, X. A’. 


c) =s 

d V 

o£ 

.-I r* 


Chief of Service 
AV, H. Parsons. 

D. Sauer. 

R. E. Allen. 

A. Adclmnn.. 

.7. H. Ga.skins.. 

T. M. .folinson....- 

,7. IV. Thompson. 

A. It. Dalton.. 

6. T. Gafncy. 

S. P. Brown.. 

.7. H. Mason, III. 

E. R. Ristine. 

K. Athcy. 

A. I.<:vy... 

T. .7. Stimincy... 1,724 

O MncArtlwr. 1.3S4 

H. A. Schulte. 3,352 

P. M. Clarke. 

C. H. Evans. 

G. X. ,7. Sommer, .7r. 

T. I. Tyrrell. 

0. B. Rlpstcln.. 

,7. ,7. Gainey... 1,92.2 

S. Schii.s'bcim. 1,'>95 

R. P, San Pilippo. 2,285 


3,539 
416 
831 
4,743 
2,209 
2,790 
fi,771 
2.470 
3,033 
1,993 
4,532 
2,893 
• 1,.372 
1,517 


1,681 

4,735, 

6,526 

5.820 

3,132 


St, Marv'-. Hoeinta 

IViicom"' Hosdtal i-*. VA.Vi'T;' 

Clifton S)itlmr« Sanitarium and tllulc 

Klmhur't tieiieral Ho'-pltal . 

.lamn'ea Hti'pltal . 

,Marv Iimii'KUlate Ho'-idta! - ............ 

•harle« S. Wll-oti Memorial Hoopltnl 


orm, rto«p.u» ■ 

Mount Vernon, X. Y. 
Xew Rochelle, X. Y. 


.W IMchcIle IloMdial . New York City 

Pordham Ho^pilid 'Vila. New York City 

I’nd Stivet Itedi Datl'l Hospital . • „ j. pjZ 


.North Shore Hn^idtal 
.Mount Vernon Hospital 
New 
17 

t2ml Stn'Ot lie.(i.i'a'"i . dy 

Pteneh Hospital . Xew York City 

Morrlsarilii City Hospital . (s»y 

.."t'"'?!’]'''.; Srhenectady. X. Y. 

Kill' Ho'pilal . white Plains. X. A. 

tVliite I'iiilns liospitnj . Cliarlotte, X. P. 

Charlotte Memorial JloM'ital . n'ubam, X. 0. 

Lincoln Hospital .. RaleiL’h. X. C. 

Re.x H',s|,nal ' , . X. C. 

City .Memorial • ■ . .. _ Ohio 

AuUtnati Hostdtnl ..Canton, Ohio 

Mercy Hosidtal .. Cincinnati 

Christ Hosidtal .. Cincinnati 

.tealsh Hospital ’ I,";A'-s.. Cleveland 

Pvutu’cdcal DcaconC'S Hospital . Ciovclund 

,s’t. .lotm's Ho.'idtnl. ■ , ■ . Ohio 

Mount ( aimel Hosplta' ■ ■ . Ohio 

Good Samaritan Hospital^ . ... Dnrton, Ohio 

Miami A alley Hospital . . Dayton, Ohio 

St. Kliralieth Hospital .. Heights. Ohio 

Marvmonnt Hos|dtul _•. Lakewood, Ohio 

I.akcwood Hospital .. Ll-nu. Ohio 

St. Rita'- no'P"»l .’..Toledo. Ohio 

Maumee Valicy Hospital ..;.Toledo. Ohio 

.Mercy Hospital Toledo. Ohio 

SI. Vinrent's ... .Oklahoma City 

St Anthony Hospital...;. Tulsa, Okla. 

IHIicrest Medleal Center .. Tulsa, Okla. 

St. .TohiP.s Hospital......... . Allentown, Pa. 

Sacred Heart Hosidtal .. . Bethlehem. Pa. 

I . ■. .. . Eric, Pa. 

... ■ ■ ■ . ■ ..'.‘.Harrislmrcr, Pa. 

Hospital. Norristown, Pa. 

)1 ’ *. 

■ ' ■■ s) renter pidladclphln 

. ... , PhilndclpUla 

o- ' . ...Philadelphia 

fi.iscoimi’Hospital ... Phiiadclphln 

Frank ord Hospital. .rMlndclphla 

Mercj'-Doimlass Hospital .;;;;;;. Philadcl!) da 

Alethodist Kpl'eopal Hospital .. philadciphia 

Nir/ureth Hospital *.ifri'N;. . Pldiadclptua 

Pld!«^ General Hospital > ' .•. Piushutyh 

Moiitedorc Hospital'-L■■•••••••. 

St Francis Genera! Hospital and . pitt.slmrKli 

Rchabliltation Institute . Bcadlmt, P". 

ReadinB Hospital ...r.!.!.....-- Koadlng, Pa- 

St. Joseph's Hospital .. WilUamsport, Pa- 

WUllamsport Hospital . Cohunbift» S, 0. 

Columbia Hospital of Richland Co y . .. Columbia, S. C. 

A’ctcrans Admin. Hosidtal......^... gp„rtanburK. ^ C. 

Spartanburs General Hospital . . Yankton, S. DaF. 

Sacred Heart Hospital .Chattanooga, Tcnn. 

rl^feersUv^ot'SewerMe^^ Research .K„oxvUtc, Tcnn. 

’^Center and Hospital r-a.Memphis. Term. 

Methodist Hospital 


.7. A. McCabe. 

.1. RIZZO. 

E. A’. McGroder 
R. M. Price. 

A. Ztmany. 

E. .1. Patterson. 

H. AV. Drntlen.. 

P. D. Smith.... 

.7. U. F.ckel. 

.7. F. Bngg. 

G. C. Adie. 

B. H. Golden... 2,6.8 
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.1 E- O’Brien. 

.' 1,4 54 
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A. Him. 

, 1 . AV. KIopp. 
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l.HO 
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L. Slaldgion. 
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H. E* Feutner.... 
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C. B* Rentschlcr. 

R. R. .. 
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F» £• 

G. T. .. 

k! M. .. 

,1. AC .. 

4,204 

858, 

8,1.73 

1,172 

C. B. .. 

2,834 




7,174 


m 

.St 

Ck 

0 

g 

■*iV U 

V 

*3* 

0*3 u 

Sf 

a 

o'a.a 

S a** 

" a a 

Ss 

3 

i:S« 

■Sit 

ato 



piKO 

P5kC 

,.. 

1 

4 

100 

17 

2 

8 

2!5 

21 

2 

6 

200 

24 

2 

6 

300 

28 

2 

5 

310 

9 

^ 1 

3 

275 

42 

3 

6 

200 

18 

3 

8 

175 

Cl 

3 

7 

200 

28 

2 

6 

» ». 

73 

1 

3 

200 

57 

1 

3 

200 

15 

1 

3 

225 

51 

2 

8 


43 

2 

4 

TO 

32 

3 

9 

W1 

21 

1 

4 

150 

17 

1 

3 

175 

44 

1 

4 

150 

74 

n 

.7 

210 

36 

2 

4 

223 

14 

3 

5 

150 

18 

4 

8 

103 

33 

2 

6 

363 

26 

1 

3 

1S5 

15 

2 

5 

325 

17 

1 

3 

200 


35 

C 

24 

'is 

30 
12 

27 
33 
44 

3 

31 
19 

5 

78 

42 

IS 

8 

13 

30 

50 

40 
SCO 

85 

18 

28 
44 
18 
ISS 

54 
17 
25 
36 

41 ■ 
53 
72 

39 
49 

7 

49 

55 
66 
.53 
34 

40 
1.7 

-20 

167 

22 

21 

8 
141 

50 

26 

26 

24 
IB 
38 

25 
41 
13 
37 


4 
1 
2 
1 

5 

3 ' 

et 

\ 

1 

2 

1 

1 

2 

3 

4 
1 
1 
1 
1 
1 

6 
4 
0 


3 

3 

1 

2 

1 

2 

1 

3 

2 

1 

3 

1 

3 

1 


1 

1 

1 

1 

2 

3 

1 

8 


8 

3 

5 

4 
8 

7 

6 

8 
3 
8 

3 

4 
6 

4 
8 
3 
3 
0 

3 

3 

12 

8 

5 
12 

6 
6 
3 

'e 

1 

6 

9 

3 

4 

4 

5 
3 

6 
8 
3 


300 

150 

105 

JOO 

ICO 

225 

200 

123 

225 

103 


105 

104 

150 

175 

230 

175 

350 

300 

275 

200 

200 

195 

175 

225 

275 

270 

200 

325 

200 

200 

400 

2S.i 

275 

325 

300 

160 

175 

225 


4 

7 
3 

12 

5 

6 
3 
0 

3 

3 

8 

3 

4 
3 
3 
3 
3 
0 
6 
3 
15 


200 

250 

350 

125 

125 

ly) 

250 

200 

150 

200 

121 


17j 

300 

250 



j. M. Aste 




paces 640 through 6«. 























































































































Vol. 16S, No. 5 


APPROVED RESIDENCIES AND FELLOWSHIPS 


633 


20. SURGERY-Continuccl 


C*- 

£ 

o 


1- 

17 

1 

3 

250 

1,92<3 

5 

4 

9 

300 

1,520 

10 

2 

4 

200 

2,^>SS 

10 

n 

0 

200 

3 

2 

3 

220 

2.430 

59 

2 

6 

150 

3,S.3.1 

21 

3 

9 

soo 

2 ,zm 

19 

2 

3 

250 


7 

2 

4 

173 

7.0SS 

34 

i 

3 

225 

2.52o 

22 

2 

4 

250 

1.0^1 

20 

2 

S 

400 

3.0S5 

19 

2 

s 

225 

1,002 

10 

1 

3 

200 

1,S.30 

29 

o 

5 

250 

l.lCf 

0 

1 

3 

250 

3,053 

16 

2 

4 

275 

1.000 

SO 

5 

6 


1,390 

23 

1 

3 

s66 

3,0.39 

33 

2 

6 

300 

3,40S 

34 

i 

4 

173 

l,g60 

37 

2 

4 

245 

u,m 

54 

2 

6 

2SO 

2,2S0 

oo 


5 

345 

1,704 

71 

2 

5 

250 

2,027 

17 

2 

6 

... 

1, the 

American 

Board of 




Nninr I.ocntlon rhl»*f of S<'rvlc»’ 

Ho'pJtnl ... Momj'hl'*, Tenn. \V U. itraRg, ,Ir. 

Bsj'ti't '■*. \n‘hvilN', Tcnn. U <i Ilamniomls. 

BrafVfnridpp Ho«jntnl *•*. Ati“lin, Tcxn* R Ro««. 

Xlctboilist ***. DnlJnv, l>xn« 11. K. I’nrk. 

SJ. JP'erb*5 Hospital '**. Ilon'ton, T<*xn« J. P. Rnmp<. 

Kolfrt H. Own Mrinorinl Hospital .San Anlnnlo, Texa« A. W. Hartman. 

Br<l Whlif Mnnorlnl Ho<pltnl« .Tnnplp, Tpxa*^ T, Spopd,. 

.Tohr.ston \vnii« Uci«pltn\ . Rlrhinoml, Vn. P. S. John*. 

Jf^Tprion Ho't'Ual'•*.*. Ronnokc. Ya. H H Trout. .Ir. 

Ilo'pitol ...Spattlp K. II Speir. 

Hospital '•*. Hocklpy, W. Va. U F t oopcr. 

Moiuorial Ho^pUnl IPvkIoy, W Va. II K Wilcox. 

(hsTlc'ton Ocncml Hospital *•*. rimrJ<*<ton. W. Vn. V SkalT. 

Kar.avha Valky Hospital *. rparlvston, W. Va. .! <’ <*on<lry. 

Memorial Hospital. Olmrlrston, W. Vn. It Itradford. .Tr. 

Cal-elMljinllngton Ho«pli.nl . Hunllnpton, \V. Yn, \V. U. Wilkinson. 

St. Mary'? Hospital '**. Ihintlnuton. W. Vn p. L. rofTcy.. 

Veterans .\dmln. Ho<pitnl '•». MartlnsUrirg. W. Vn. I. Harrison. 

Broa<Mij« Hospital . Philippi, W. Vn. II i'. Myers. 

Ohio Yniley (lonoral Hospital . Whreiing, W. Vn .1. O. Rankin. 

Madison r.rnernl Hospital'-a . Mmllson, WK. R. p Sinniko . 

Col'-imMa Hospital ... .Mlhrinikee (*. M. Schroedor. 

St, »los(ph‘s Uc)^p'Unl ... Mlhvauk<s' .f. drnniling. 

fiorpa® Ho«itltal». Ancon, <*. Z. E. P. Shirokov. 

Bayamon ('harity District Hospital '■*. Hnynmon, P. R. R. C. N. Stella. 

Vtteraac .\dmln. Hospital . San .lunn. P. R. I.. A. Pa«<olacqun. 


Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training in 
Surgery, tor one year of training as an Integral part of an approved program of four or more years’ duration. 
Hospitals, 24; Assistant Residencies and Residencies, tOI 

KONFEDERAL AND VETERANS ADMINISTRATION 

Samuel Mntitt Ho5)>Uul . Oakland, Calif. 

Treach Hofidtal . j?nn FrnncDco 

Cotnumnlty Ho-spitalol Son Mateo t'ounty Snn Mal^o, Calif 

Henrotln Ho-pltal . Chicago 

Bfoadlawn**Polk County lJo<pilal'. r>c< Molnc«, Iowa 

letcran* Admin. IloepiUi . Wichita, Kan. 

Lafayette Charily Hospital '*». Lafayette, La. 

Brockton Ho^pitaL... Hrocktoo, Ma««. 

Mount .\uhum Hospital '•-*. Cntntiridgc, Mn«<. 

Lawretjce F. Quigley Memorial Hospital Chelsea, Mn««. 

Salem Hospital i-a. Salem, Mn««. 

PondvUlc Hosdtnl.,..... Walpole, Mas*. 

y. Joseph’? Ho«pUq 1 . St. Paul 

Fills FDchel State Canoer iio^tdinl ***. Cohmddn, Mo. 

Franci« Dclafield Hospital . New York City 

Loldwatcr Memorial Hospital . New York City 

Oouveraeur Hotfpltal J-a. .New York City 

^^^^drial Center for Cancer anil 

Allied Difcas#**'-a... Mew York City 

Jamc' Ewing Hospital.. 

ifcrnorial Hoep'**** 

Veterans Admin.' ■ » • 

i^ndren's Hospit .. ,. 

Children'? Hospital ^.. Columbus, Ohio 

Easton Ho5plian*8. Easton, Pa. 

Lynchburg General Hospital . Lynchburg, Vn. 


A. J. llunnlcutt. 

1,094 

]3 



... 

\V. 1,. RoRcr?. 

3,411 

37 

3 

4 

200 

K. H. Prindle. 

352 

33 


1 

300 

C. B. Pucstow. 

.. 1,444 

9 

i 

1 

200 

W. H. Myctly. 

1,032 

41 


2 

225 

H. Hlnshaw. 

.. 1,302 

41 

i 

4 


.t. D. Rives. 

.. 1,090 

40 


2 

450 

r. .r Hnnley. 

2,090 

27 


i . 

250 

.1. Tartakoll. 

.. 3,573 

02 

3 

3 

155 

A. L. Davis. 

914 

33 

,, 

4 

.255 

W. G. Phippen. 

1,442 

20 



200“ 

E. Jt. Daland. 

1,449 

361 


4 

527 

C. E. Rea. 

.. 2,922 

39 

i 

2 

250 

E. .1. Schewc, Jr. 

1,404 



• 6 

200 

G. H. Humphrey?, 11. 

704 

82 

4 

14 . 

105 

B. sholiroi. . 

.. .V)S 

11 

2 

8 

105 

L. R. Slattery. 

.*>30 

8 


9 

105 

H. r. Randall. 

.. :/y)4 

173 

•• 

23 

200 

R. W. Postlcthwait. 

3.022 


3 

*5 


W. A. .Vltemeler. 

1,348 

21 




H. W. Clatworlhy, Jr. 

2,004 

21 


4 

252 

T. C. ZuUck, Jr....... 

2,CS2 

21 

2 

2 

250 

L. G. Richard?, Jr.. 

1,314 

9 


2 

200 


Residency programs In the following hospitals have been approved by the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training In 
Surgery, for additional training following the completion of an approved residency. The American Board of 
Surgery will give credit for time spent In these services toward fulfillment of the practice requirements for 

Group II candidates. 

Hospitals, 19: Assistant Residencies and Residencies. 98 


nonfederau 


CWMten's Hospital 


H. C. Fisher. 

dren’s Hospital . 

*. nildren's Memorial Hosnltni i-a 

WjishmgtoD. D. C. 

H. H. Scboenfeld. 

W. J. Potts. 

chiirtrcn's Medical ccX?... 

PoadviUe Hosoitnl_ . 

^cHfleld State Sanatorium . 

Cancer Hospital . 

Cnlldren’B Hosoital '-a 

n il^orial Institute . 

Babies Hostiitnl. 

Francis DelaBcld Hosoital i-J . . 

Memorial Center for Cancer 
and Allied Di«pn«es r-a 

James Ewinv Hosoital 

_Walpole, Mas?. 

... We.stfleld, Mas.c. 
.... Columbia, Mo. 

.... New York City 
.... New York City 

.... New York City 

R. E. Gross. 

E. 31. Daland. 

F. S. Hopkins... 

E. J. Schewe, Jr.. 

L. J. Leahy. 

G. E. Moore. 

T. V, Santum. 

G H. Humphreys, II,.. 

H. T. Randall. 

Memorial Hosnitnl . ... 

Children's Hosnitnl i. 

Children’s Hosnitnl ’-a . ... 

Children's Hosoital v-= .. . 

... Columbus, Ohio 

H. W. Clatworthy. Jr. 

C. E. Koop... 

Aexas Children’s Hosnitnl i-a. .. 

Cmversity of Texas—JI. D. Anderson Hospital 
and Tumor Institute J-» . 

... Houston, Texas 

L. W. Able. 

' E. C. White. 

Children’s Orthopedic Hosoital i-a. 


H, Coe. 


Numerical and other references will be found on pages 640 through W2. 


3,300 

25 

3 

-3 

- 200 

3,427 

S 




2,784 

52 


• 0 

i25 

1,500 

47 

6 

11 - 


1,449 

161 


4 ‘ 

527 

828 

42 


3 

527 

1,404 

... 


0 

200 

2,043 

22 

.. 

5 

■ 125 

3,074 

392 


13 

318 

5,400 


.. 

- 1 

333 

704 

*&2 

4 

14 ' 

105 

7,504 

173 


17 

200 

2,C04 

'07 


4 

252 

2,C40 

25 

2 

4 

07 

9S7 

22 

.. 

2 

150 

1,320 

23 


1 

175 

594 

34 

.. 

8 

SOO 

2,CS2 

37 

,, 

,. 

ICO 
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APPKOVED residencies and FELLOWiSHlP^ 


A 


J.A.M.A., Oct. 4,1958 


26. SURGERY—Continiififl 



I^ocntlon 

UNITED STATES AIR FORCE 

U. S. Air Force Uo.-pltnl i-.. ■^VicUn Tn\K Texas 

UNITED states ARMY 

.5: i'lS .‘J::::-:.rS'aSS' 

K S. Anny Hospital.i!.!'.!!;. ^FnrFnraJc\^r 

t. K. Army Hospital >-». . Fort 

Mn.licnn Army Hospital »-».V.\.V.V.\. Tncmml 

nonfederal 

Hood Samaritan Hospital ». Phoenix trir 

St. Marj-.s Hospital >-=>.i:..::;: i" ! •" Tw.on’ 

l iicson Medical Center «'». • 4 /' 

-Arkansas llnplist Hospital »'«...... Little Rock Ark 

ticneral Hospital of Riverside County ». Arlington, Calif 

rVoshymrian^HospU^^^^^^^ 

.'>»»'■ 

Uuntlncton -Memorial Hospital «-». Pasadena Oallf 

San Iternardlno County Charity Hospital.. San Ilernnrdino. Calif.' 

Mary.s Help Hosp lal ‘-s. p^nnelsco 

M..lolin s Host' la . Santa Monica. Calif. 

Greenwich Hospital . Greenwich, Conn. 

Hartford Municipal Hospital 

and Health Center »->. Hartford, Conn. 

I,»»renre and Memorial ifosp/taN- >-e. \on- London, Conn. 

Norwalk Hospital . Norwalk, Conn. 

Stamford Hospital . Stamford, Conn. 

Kasfem Dlspensaty and Casualty Hospital “... WashInt;ton. D. C. 

Slhley ifemorlat Hospital.,. WnshlnKton. P. C. 

Riverside Hospltnl. .Ineksonvllle, Pla. 

St. I.uke’.s Hospital >•».. .Ineksonvllle. ETn. 

St. E'rancis Hospital »•». .Miami Peach. ETa. 

Orance -Afemorlal Hospital ». Orlando, E’la. 

Mound Park- Hospital ‘. .St. I’otcrslnirK. ETn. 

•Memorial Ho.spltnl of Chatham County . Siivanrinh, On. 

.Mac Neal Memorial Ifospitnl *•’,. Benvyn, III. 

Ktiftlewood Hospital ». Chlcafto 

Hospital of St. Anthony dc Padua . Ohlcaco 

N'onrcklan American Ho.spltnl. Chlcnso 

Rnvenswood Hospltnl . ChlcnRo 

.St. Anne’s Elospltnl >*•. CMcitpo 

Woodlawn Ho.spltnl . ChlenKO 

Little Company of .Mary Ho.spltnl . Elverkreen Park, 111. 

Conuminlty Memorial General Hosi)ltal. J,n Grankc, 111. 

Methodist Hospltnl of Central Illlnol.s “. Pcorlii, HI. 

St. Anthony Hospltnl ... Rockford. III. 

IJnlJ -Memorial Ho.spllnl'. Muncle, Ind. 

Mercy Hospital *-=■. fowa City 

AVc.slcy Ho.spltnl . AVIchltn, Kan. 

Good Samaritan Elospltnl . Lcxlncton, Ky. 

Hotel Plcu-SIster's Hospltnl. New Orleans 

Ochsner Foundation Ho.spltnl . New Orleans 

Central Maine General Hospital *. I.ewlston, Maine 

Hon Secours Hospital ’. Paltimorc 

New Emiland Hospital >-•. Boston 

Burhank Hospital*'’. FltchburK, Mass. 

F-vanKClIcnl Dcaeone.s.s Ho.spltnl *■’. Detroit 

.Icnnimrs Memorial Hospltnl *■’. Detroit 

AVomnn's Hospital *. Detroit 

Bon Secours Hospital “. Gro.sse Pointc, Mich. 

Borkess Hospltnl *. Kalamazoo, M eh. 

Edward AA’’. Sparrow Hospital. Lansinff, Mich. 

Northwestern Hospital . Jlinneapol s 

Swedish Hospital *'». .Allnnenpolls 

Mls.sourl Methodist Hospital . St. ■To.scph. Mo. 

St. Anthony's Hospltnl .... St. E^Oiils 

St. Elizabeth Hospital *'». lAnco n, Nch. 

Hackensack Ho.spltBl . Hnck;cn.sack, N. .1. 

Monmouth Memorlnl Hospital . Lonp Branch, N. #i. 

Mountainside Hospital . Montclair, N. J. 

Morristown Memorial Ho.spltnl *•’. Morristown, N. .1. 

FItkIn Memorial Ho.spltiil . Ncptiino, N. J. 

United Hospitals of Newark „ , » 

Presbyterian Hospital *-».. Newnrk, N. J. 

Columbus Hospltnl ®. New York City 

Hospltnl for .loint Dfsease.s *-•■>. New York City 

•Tewish Memorial Hospital . New York City 

Lebanon Hospltnl . New York City 

Mlscricordla Hospital . New York City 

Mother CabrInI Memorial Hospltnl . Now York City 

New York Infirmary t-’...Now York City 

United Hospltnl *-». Port Chester, N. X. 

St. Agnes Hospital *. Balolgb, N. O. 

Kate Bitting Reynolds Memorial Hospital*-’ AVlnston-Snlem, N. U. 
Bismarck Hospital ’. .Bismarck, N. Dak. 

Numerical and other references will be found on pages 640 through 


Chief of Service 
H. M. Thomas...,,.. 


R. M. Hardaway, HI. 

H. .1. Gro.s.smnn. 

H. A. Conrad. 

D. G. Eisner...... 

AA'. A. 'i’odd, .Tr.. 


.1. Elsenbel.ss. 

1. if. Chesser. 

P. G. Dcrickson. V. '. V. 

C. E. AA’engcr.;. 

sfV o.' ’'foil'd!i.’;; 

AA'. H, Snyder. 

L. Chaffln. 

El. B. Dewey. 

R. Senvcr.s. 

E. Carlson. 

.1. E*. Roberts. 

H. P. Serrell. 

C. Kc’ly.,. 

E’. B. Hartman. 

H. Genvert... 

C. Rawls. 

.1. R. A'oung. 

P. S. Piitzkl. 

T. M. Moseley. 

R. P. Thompson. 

.1. 'P. Jana. 

D. O. Robertson. 

AA'. Rnntcn.strnuch. 

.1. L. Alc.xnndcr. 

.1. L. Grout. 

.1. Iwven.son. 

AV. R. Slndck. 

G. T. Murphy. 

.1. Abhntc... 

P, F. Fox....... 

H. P. .Icnkins. 1,011 

P. H. .AlcNlilty. 4,874 

R. Stokes. 5.424 

AA’. H. Eastman. 5,989 

R. G. Smith. 4.070 

R. C, Peacock... 4,871 

G. Scanlon. 4,105 

L. K. Cruinpackcr. 7,185 

A. E. Grimes. 5,225 

M, Salatlch. 2,351 

A. Ochsner. 1,723 

AA'. Cox. 3,149 

S. G. Sullivan... 1,180 

A. Brown. 1,8H 

F P Ross. 2,277 

T. H. Hunt. 1,223 

,1. B. Hartzell. SOS 

,T, R. Brown. 3,203 

.1. P. AA'enzel. 1,501 

C. G. Callander. 2,330 

.1. M. AVeilmnn. 1,040 

H. Buchstein.. —. 3,870 

.T. H. Dinner. 8,7a5 

,T. N. Martin. 4,174 

A. Repetto. 3,^7 

R. P. Mueller. 4,310 

A. I. Mnder, .Tr. 4.^4 

C. AA'. Mocckel. ».223 

R. F. Zimmerman. 4,^ 

M. Q. Hancock... O.oso 

4,785 
1,494 
973 
1,813 
1,092 
1,910 
1,201 
1,309 
2,173 
722 
3,493 
774 


Inpatients 

Treated 

Autopsies 

/ 

First Year 
Residencies 
Offered ® 

w 

ju 

ti* 

P»a 

I|§ 

0^*8 

aa*» 

tefio 

BwS 

052 

1 

2 

3 

... 

1,706 

17 ■ 

4 

4 


5,573 

7 

- o 

2 

' 3 

**• 

7,478 

8 

3 


0,321. 

11 

4 

4 

... 

1,037 

6 

3 

3 

... 

4,421 

0,759 

901 

8,135 

3.5 

27 

5 

43 

2 

8 

3 

2 

0 

i 

3 

4 

300 

200 

200 

325 

492 

9 

2 

2 

444 

0,923 

15 

3 

3 

285 

4,999 

25 

1 

1 

200 

945 

3 

2 

0 

350 

3,5SS 

13 

3 

3 

SOO 

870 

44 

4 


190 

1,059 

5,8.33 

7 

1 

o 

200 

18 

1 

i 

200 

.3,629 

3S 

1 

I 

150. 

379 

5 

0 

0 

255 

4,544 

29 

3 

s 

250 

1,080 

11 

2 

2 

195 

2,498 

28 


, , 

. 1 1 

3,501 

15 

1 

2 

850 


, , 

1 

3 

200 

SOS 

2 

1 

1 

200 

l.OSI 

11 

2 

2 

300 

3,200 

13 

2 

0 

215 

3,515 

52 

1 

3 

325 

5,793 

71 

1 

1 

290 

530 

18 

1 

3 

350 

1,427 

10 

2 

2 

350 

2,028 

, , 

i 

1 

200 

3,2.58 

13 

t> 

0 

250 

3,530 

19 

3 

3 

200 

1,223 

T f I 

2 

2 

200 

4,931 

24 

2 

2 

250 


P. A. O’Connor... 

V. Carabba. 

P. Klingcnstcin... 

B. Sherwin. 

B. Shorwln-C. B. Ripstein.. 

M. .1. Hcaly. 

L P. Alvieh.. 

L. Loseke. 

G. 0. Tremble. 

G. AV. Paschal. 

H. R. Malloy. 

B, H. AVnldschmldt. 


9 

33 
46 

0 

12 

3,5 

20 

20 

39 
5 

20 

45 

5 

34 
20 

's 

12 

20 

14 

38 

18 

23 

14 

17 

35 
37 
20 
67 

40 

48 

8 

32 

9 

12 

6 
11 
30 

3 

16 

6 


1 

2 

2 

2 

1 
1 

2 
1 
1 
2 
4 
1 
1 
2 

1 

2 
2 
3 

1 
1 

2 
3 
3 
3 
1 

. 2 
i 

3 

1 

1 

2 

3 
1 

4 
1 
1 
1 
1 
1 
2 
1 
1 
3 


2 

2 

2 

3 

2 

1 

2 

3 

0 

3 
1 

4 

3 

4 
1 
1 


250 

175 

300 

200 

200 

250 

200 

310 

225 


225 

270 

85 

200 

307 

SoO 

473 

41a 

275 

250 

200 

200 

225 

2ii0 

300 

150 

200 

250 

183 

200 

175 

125 

80 

150 

100 

125 

125 

ISO 

200 

400 

300 

300 


642. 
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26. SURGERV-Confinued 


Nmhp ot UojspUal 

St.LuU’? Ho'pltal *.... 

IVsfor.p« Ho'pltnl .*. 

Pati* Ho-jiltal '*■.. 

il?rry .. 

McTRorial Ho^pltnl '•*.. 

3}an«2t‘5iJ fVneral Ho«pUnl 

rioirer I{o«p(taI *•*. 

TrumbuU Memorial llnApUnl ’. 

Vft<]cr IXoJpflal ... 

Err.a:iu“l Hospital *•». 

Gac«i Samaritan Ho^piial '**. 

ProvMenfe '**.*.. 

Altoona FXon'ital ... 

Pra-IIoni Ho«i'UM '■*.... 

ns 2 l-*toa Stale Ilo'pUat '•*. 

St. Jo?ephV Hospital ... 

St. Mary*? *... 

Woman'? no«itUal *... 

St. .Marcan't Memorial Ho*-p!tai 

Mircy ilnspitat'.......... 

Wr.te?'Barre Genornl llo'^pltal . 

Coinmi'fa Ho.^pftal *-*. 

Mfmorial Ilo^pUal t-s... 

Hospital ». 

St. Mary*? .Memorial Hf»«rltnl '-3..... 

Gallon Ho^pUal . 

Harri* iioepita! t.. 

Sniithem Pacitie nos«Ital *. 

FJapti't .Memorial Hospitnl *•*.... 

Thomas D.TW Mpinorial Hn'tiUnl 

Holy Cross Ho«i'{tnl *•*. 

St.3!3rX*5 HoMiJlal »-3. 

Riwr<!'!e Hospital i-*. 

Riehmoad Memorial Hn-Tltnl ^. 

St. Elizaheth’s Hospital. 

t/rwi«-Gal*' Ho«pital t*3... 

Doctors Uospltnl . 

Proddeaoe Hospital ... 

Sacred Heari Hospital *. 

I.slnl JJeraorial Hospital *•*. 

Mercy Hospital i-*. 

La Crosse lAitherjm Hospital . 

Methwlist Hon'Ital '•». 

y. Joseph’s Hospital. 

eraaceUcal rvaconess Hospltnl **»... 
St. tube’s Hospital *•*. 


liOcnllon 

. Farpo. X. I>al*. 

. Cincinnati 

.. Clevelnml 

.llnrnllton, Ohio 

.. Lima. Ohio 

. Mnn«flel«l, Ohio 

. Tolcslo, Ohio 

. \Vnrrcn, Ohio 

.Oklahoma City 

. Portl.aml. Ore 

. INiriland, Or»\ 

. Portlaml. Ore. 

.\ltoona, Pn. 

.. Tlrndfotil. Pft. 

. Hazleton, Pa. 

... Philadelphia 

... Phllatlelphiti 

. I’hlladelphla 

. ritist»nr»:h 

... Wilkes itnrre. Pa. 
... Wllkes-llarre. Pa. 

_ Wiikinspuri:. Pn. 

Challanoopn, Tenn 
t'iiattanoojta, Tenn. 

_ Knoxville, Tenn. 

. Iiallas. Te.xas 

. Port Worth. Texas 

. lloii'ton, Texas 

San .\ntonfo, Texas 

.... Otrden. Ctah 

. Salt Lake City 

.S.aJr Lake City 

. Newport New?, Va. 
... . Richmond. Va. 

. Rifliinond. Va. 

.. Roanoke. Va 

.Seattle 

. Seattle 

... Spokane. XViicp 
.Montgomery. W, Vo. 

.Tane.svlUe. Wls. 

.. .. La Cros'e. Wis 

.Madison. Wlf. 

. .Marshfield. WT®. 

. .Mllwankeo 

. Jlilwaukec 





*-2 

c 

— ^2 

tc 

S|c 


c-., 

r5 

X 

e- 


Chief of 

l| 



c <t: 

trSsC 

f-a:w 

V G. 

Lire 

7 

O 

*> 

SCO 

U W 


< 

2 

5 

ITS 

R .f. 

2.1C7 

32 

o 

G 

2CO 

W F . 


23 

3 

9 

200 

R. R Snowball. 

5'25t 

25 

1 

1 

275 

P S To<t . 

3J>5S 

34 

4 

4 

200 

W. H M^’flley. 

4.m 

72 

1 

\ 

SOO 

I) A -Miller. 


ih 

1 

5 

300 

A Ef Relf. 

I,SH 

14 

.■> 


250 

F H Bentley. 

... SJIST 

35 • 


4 

Cio 

F. A Sh«»rt. 

1,749 

10 

' 3 

.1 

275 


C,724 

67 

o 

*7 

275 

F. 1. Tnylor. 

? 

37 

i 

i 

S23 

S, A. MciTitchcon. 

Sis 

5 

.. 

2 

250 

.r P IE Kvttrick. 

2,4r/2 

10 

3 

4 

353 

.L A. i/'hman. 

3,497 

20 

4 

4 

30»3 

W. .1 Tonri-h. 

L21S 

s 

2 

2 

250 

C Smyth . 

1.S1S 

3 

1 

n 

iio 

R. Wntfon. 


17 

3 

i 

SCO 

L <*. Blatim. 

‘2,S03 

4 

1 

1 

2.50 

P. .T Morgan. 

2.01.S 

17 

o 

2 

225 

W B Hctzcl. 

4,PC*> 

S5 

o 

2 

4CO 

F. B Graham, 111. 

3,041) 

31 

4 

4 

250 


2.21S 

12 

3 

3 

SCO 

A*. L Chumley. 

3.1C.> 

21 

1 


350 • 

.1 V. Goode. 

1.920 

14 

4 

4 

250 

F. KaulTmann. 

0.9fk', 

39 

1 

2 

300 

.T. R. Gandy.. 

4r/> 

n 


2 


R. F. Go---olt. 

5,S»V2 

34 

i 

i 

iso 

G. H. E.owe. 

4.172 

23 

o 


325 

E. H. I’hillips. 

4.251 

40 

4 

4 

175 

.1- H. nark. 

.%233 

33 


2 

275 

F. A- Carmine?. 

2,4C9 

3 


.. 


H. .f Warthen.. 

... 1,574 

9 

o 

2 

300 

G. W. Horalcy. 

022 



3 

2 C0 

W. E. Sihicy. 

... 2.ew 

C 


2 

350 

A. W. .. 


S»3 

5 

2 

250 

A H. BUL .Tr. 

2,45/3 

S 


.■> 

235 

r>. G. Corbett. 

... 10.5.32 

03 

3 

.3 

250 

IV. R. I.aird. 

... 3,934 

4 

i 

1 

3«0 

E. Reinardy . 

3,CG3 

4 

4 

4 

250 

S B. G»nder?en . 

3,959 

51 

2 

•7 

SOO 

O. F. Foscld . 

... 5.349 

79 

1 

2 


B. R. Lawton . 

3,395 

12 

2 

n 

350 

H. B. Benjamin . 

R. E. Gnla«ln?ki .. 

1,40*) 

2,W4 

29 

39 

4 

3 

6 

3 

250 - 
275 


27. THORACIC SURGERY 


Residency programs In the following hospitals have been approved by the Council and the Board of Thoracic 
Surgery, as offering acceptable training In the specialty. 

Hospitals, 99: Assistant Residencies and Residencies, 241 


Knme ot Hospital Location 

united states army 

I^ttennan Artny Ho'pUal .San Francisco 

ntislmons Army Hospital ... Denver 

Array Medical Center . Washington, D. C. 

united states navy 

C. S. Ssvol Hospital i. San Diego, CalH. 

o. S. Xaral Hospital >. St. Albans, X. T. 

nohfederal and veterans administration 

University of Alabama Medical Center 

bnirerslly Hospital and Hillman Clinic _Birmingham, Ala. 

City of Hope Medical Center .Duarte, Calit. 

Teterans Admin. Hospital »-». 1*03 Angeles 

Hfghland-Alameda County Hospital i-a-ta. Oakland, Calif. 

Harbor General Hospital '. Torrance. Calif. 

National Jewish Hospital . Denver 

Veterans Admin. Ho.-pltal .Denver 

Grace-Xew Haven Community Hospital .New Haven, Conn. 

Hospital of St. Raphael.New Haven, Conn. 

Cedarcrest Hospital .Newington, Conn. 

Uacas-on-Thames t->.Norwich, Conn. 

George Washington University Hospital '-*.... Washington, D. C. . 
Medical Coiiege of Georgia Hospitals , „ 

i-ngene Tafmadge Memorial Hospital . Augusta, Ga. 

Emory University Hospital .Emory University, Gn. 

Chicago State Tuberculosis Sanitarium . Chicago 

Children’s Memoria! Hospital . Chicago 


City of Chicago Municipal Tuberculosis Sanitarium -Chicago 



S. French. Ill. 

_ IIS 

6 

1 

2 

o 

_ 

,T. M. Salyer. 

. 71 

7 

1 

tj 

2 

... 

J. H. Forsce.. 

_ 3S3 

7 

1 

o 

2 

... 


.1- M. Banner. 

229 

11 

1 

o 

o 


J. J. Tiinmcs. 

230 


2 

3 

2 

.. 


C. Lyons .. 



.. 

31 

9 

Ct 

50 

A. Goldman . 


593 

27 

1 

1 

1 

400 

F. X. Byron. 


330 

44 


•7 

2 

... 

D. Dugan.. 


326 

5 

v7 

3 

2 

2C0 

A. J. Bcland. 


< 1 


1 

2 

2 

240 

J. B. Grow. 


414 

3 

1 

2 


260 

G. E. Lindskog.... 


494 

« 


1 

o 

240 

M. G. Carter. 


263 

9 

1 

2 

o 

T50 

R. L. Kemler. 


2fO 

.. 

1 

1 

1 

335 

\y. 0. Kelley. 


4S9 

7 

1 

1 

3 

350 

B. Blades. 


492 

14 

1 

.7 

2 

T50 

R. G. Ellison. 


220 

19 


O 

O 

250 

0- A. .Abbott. 


776 

IS 

.. 

4 

2 

255 

H. T. Langston... 


421 

2 


2 

1 

SOO 

W.J. Potts . 

......... 

Ind. fn Surgery 

,, 

1 

1 

125 

W. M. Lees . 


C04 

S 

.. 

9 

1 

3S5 


Numerical and other references will be found on pages HO through H2. 
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27. THORACIC SURGERY—Continued 


Ohtef of Service 


P. W. Preston... 
H. T. LnngBton. 
A. P. Rcimnnn.. 
•T. H, Phrcnhnft. 
F. AUbrittcn, Jr. 


>’nmc of riospltiil Xocntlon 

Sornwcslem University Mcdiciil Center 

Veterans AUmln. Ilcscnreli Hospital . Ohlcnco 

Veterans Adinin. Jlo.spltnl . Hines III. 

Sutmrlmn-Cook County Tubcrculo.sl.s Hospital ^.Hinsdale! Hi! 

State University of Iowa Hospitals . Iowa City 

University of Kansas Alcdicnl Center i-®.Kansas City, Ran 

Charity Hospital of lioulslann 

Xoiilslnna State University Unlt^. New Orleans L. H. Struc.... 

Tiilane University Unit i. New Orleans O. Creech ...... 

Confederato Jlemorlal Medical Center '. Shreveport, Xa. 1V W. McCook 

University Hospital!. Haltlmorc R. A. Cowley.! 

llo.ston City Hospital !->. Boston .1. W, Strlcder.. 

Boston Sanatorium .Boston ,1. V/. Strlcder.. 

New HnK'.and Ucacone.ss Hospital !-». Boston R. B, Overholt. 

University Hospital >-». Ann Arbor, Mich. C. Haight. 

Henry Pord Hospital !-». Detroit C. Xnm. 

Hennan Klcfci Hospital . Detroit tV. M. Tuttle... 

Ingham Chest Hospital. linnsing, Sllch. O. .1. Stringer... 

Veterans Admin. Hospital !■’. Sllnneapolls D. .1. Ferguson. 

Mayo Foundation ... Rochester, Minn. O. T. Clagett... 

Univer.sity Hospital !. .Tackson, Miss. .1, D. Hardy.... 

JlissIs.sIppI State Sanatorium !■*. Sanatorium, Miss, W, R,'Webb..,. 

Missouri State Sanatorium . Mount Vernon, Mo. .1. W. Polk. 

Barnes Hospital .St, Fouls T. Burford .... 

B. .S. Follnk Hospital for Chest Diseases *-!.... .lerscy City, H. .1. F. Bortonc .... 

.tlhany Hospital . Albany. N. Y. A. Straiiahan ,, 

KIng.s County Hospital 

Dlvisl in I ... Brooklyn, N. Y. 

Division II !-».Brooklyn, N. Y. 

Veterans .Arlmln. Hospital r-s-rs*. Brooklyn, N. V. 

BulTnlo General Hospital ■!-®... BulTalo 

Kdwnrd .T. .Meyer Memorial Hospital t-*. BulTalo 

Veterans Admin. Hospital !•». BufTalo 

Veterans .Admin. Ho.spltnl !*’. Castle Point, N. Y. 

Trihoro Hospital !•“’. Jamaica, N. T. 

Mount Morris Tuhcrculosis Hospital . Mount Morris, N.Y. 

Bellevue Hospimi Center , 

DIv. I-Cohimhla University .New Totk C ty 

Bronx Municipal Hospital Center !•’.. N'ew 'lork City 

Monteflore Hospital . ^'c'v York City 

New York Medical ColIcgc-MctropolUnn Medical Center 
Metropolitan Hospital '-s...*!*'*'■' York City 


cj eS 


3 


180 

6 


1 

2 

290 

22 

2 

4 

2 

342 

2 


1 

1 

Inel. in Surgery 
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2 

2 

269 

18 

i ^ 

2 

0 

180 

11 
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0 

214 

10 


1 

o 

220 

5 


1 
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189 

10 

3 

7 

2 

321 

21 


3 

0 

157 

4 

'i 

3 

i 

197 

12 

rj 

4 

2 

706 , 

27 

3 

7 

0 

127 ' 

9 

3 

0 

2 

1,000 

4 

4 

7 

2 

702 

11 

1 

2 

2 

148 

32 

1 

i 

2 


Inch in Surgery 
IBO 3 

214 3 

Inch In Pul. Disease 


E. H. Grimn. 

M. Newman. 

R. Klopstock .... 

,1. R. Paine. 

J. D. Stewart. 

TV. Al. Ohardack. 

R. Douglass. 

X. M1sc.h11. 

J. M. Judd. 


R. H. Wylie... 
0. B. Rlpslclu. 
A. H. Aulscs.. 


S. A. Thompson. 

W. W Fischer. 

K. O. Szc. 

H. Stern. 

A. M. Skinner. 

D. V. Pccora. 

X. R. Davidson. 

A. M. Decker, Jr. 

R. M. Peters. 

A. G. Brenizer, Jr... 

W. O. Scaly. 

H. E. Widkup. 

H. H. Bradshaw.... 
V. D. Efller. 

G. H. A. Clowes, Jr. 

H, J. Mendelsohn... 


Homer Folk.s TiibcrciiJosI.s Hospital .- . , 

Ray Brook State Tuberculosis nospUal'-e.Roy Brook, N. Y. 

Sen View Hospital . Staten Island. X d. 

Veterans Admin. Hospital !-•. . .. Suninount, N. Y. 

North Carolina Memorial Hospital !-*. S' S’ 

Charlotte Memorial Hospital *. Charlotte, N. O. 

Duke Hospital !'».V. v n 

Veterans Admin. Hospltfll ^. iVtI"*"* v' n 

North Carolina Baptist Hospital Wlnston-Salctn. X O. 

Veterans Admin. Hospital . OIoieland 

^^lI.rt'^cSfHofpTal. Columhus. Ohio M. G. Buckles.... 

Ohio State University Hospitals Columhus Ohio N. C. Andrews... 

ssas ss; k. r.«... 

University of Oregon Medical School Portland. Ore. IV. S. Oonklln.... 

. ... 

Hahnemann Medical College and Ho.spltnl ■! *.Philadelphia 

Phlladclphm General Hospital»-». FWindcIpbin 

SlU*CcS?er®SnnlBoiVheM^^^^^^ 

Children’s Hospital .. Pittsburgh 

Presbyterian Hospital . iiomuMf Tcnn. 

Veterans Admin. Hospital . Memp *. icn^. 

West Tennessee Tuberculosis Hospital - .Vn^hv l e’ Tcnn' 

Vanderbilt University Hospital !-=>. p„ll„s Tew 

Baylor University Hospital ™ 

Veterans Admin. HospUnl !'».VV’i'Vn’iiWon’ Texas 

University olTexn.s Medical Branch Hospitals GaUeston, Te.vas 

Baylor University College of Medicine Afflllntcd HosPHals......•••• 

.Teirer,son Davis Hospital !'». Hous °n. Texas 

Veterans Admin. Hospital !-». Houston, ae.xns 

Dr. V}. H Groves Xnttcr-Day .. _ city 

uKrMtfoTvrrglnla HokpVt^^^^^^ . pthmond Va' 

Veterans Admin. Hospital ^““soaS 

Xcabl Hospital . ... ..—- 

-references will be on papw 640 throoah 
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167 
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277 
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J50 



! l.lSf 

67 

3 

5 
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Inel. in Surgery 
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1 



23S 

16 

2 




E. M. Kent. 

. 1,030 

SO 
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4 

3 

200 


. 622 

37 

a 
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2 


F. H. Cole. 

, 357 

, 277 

4 
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60 

200 
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027 

. 281 

14 

26 , 
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2 
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233 
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220 
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2S. UROLOGY 


Residency procrnms In the followlno hospltali have been approved by the Council and the American Board 
■ ot Urolopy. throuflh the Residency Review Committee tor Urology. These programs are approved for THREE 
years of training. All hospitals listed oRer three years of training Intramurally or on an Integrated basis 
through afllllatlon with another approved Institution. 

Hospitals, 230; Assistant Residencies and Residencies, 721 


Nam.' ol Hospital 


l.<icntinn 


t'hlnl of hrrsico 


c.-. 






E. Loni?. 

.1. F. Potton. 
I,. K Mnntcll. 
*3. Moore.. 


M. S. Curtis. 

.1. R. Dillon, .Ir.. 

.1. S. Hnnten_ 

It. P. Black. 


C. D Miller. 


H. C. Hudson... 

B. Bnrelare.. 

r. D. Hotentd... 
.1. Headstream. 
fc. G. Kearney— 
.\. J. Bischofl.. 

.1. F. Cooper. 

R Barnes. 


R. W. Barnes. 
C. Rusehe.... 

H. Kay. 

E. Ijt Due. 

T. E. Gibson. 


UNITED STATES ARMY 

Lettennan .tnny Hospital >-». San Francisco 

Annr Molical Center >■’. Wnshlnpton. D. C. 

Brntite .\my Hosplttil . Pan Antonio, Te.Tcns 

TYirisr Army llo«pItnl .7 Honolulu, T. U. 

UNITED STATES HAVY 

U. S. .Sivsl Hospital .Oakland, Cnlll. 

f. Natal Hn-pltal >. .'^an DIepo. Call!, 

r. S, Naval Hospital . Bclhcsda, JId. 

r.S. Naval Hospital »•». Phllndelplila 

UNITED STATES PUBUIC HEALTH SERVICE 

V. S. PuM'.c Health Sort lee Hospital jataplcton, S. 1 , N. Y, 

DEPARTMENT OF HEALTH. EDUCATION. 

AND WELFARE 

Fn.edi.csa's Hospital s-a... WnshlnFlon. D. C, R, F. .loncs. 

NONFEDERAL AND VETERANS ADMINISTRATION 

Carravay Methodist Ilo.spltal ’. Blnnlnphain, .Via. 

Cnlversity of .tlahama Mnlleal Center 
Enivers.ty Hospltni an.l lltlltnnn Clinic Blnninchatn. .tin. 

Veterans .tdmin. Hospital . lllrmlnFliain, Ala. 

rniveeslty Ho.spltal . Little Rock. Ark. 

Kern County General Ho-pltal '. BakersficM. Calif. 

Veterans .\dmln. Hospital . l.onp Beach. Call!. 

Kaiser Founrlatlorr Hospital. Iajs Anireles 

Los Anseles County Hosyutnl'. Lo? .AnKcIes 

Fnlversdr ol Calllomla .Mclleal Center 

lnlre.-sity Hospital i-a. Lo« Anpele.s 

Veterans Admin. Hospital . Los .Vnceles 

Harbor General Hospital ‘.Torrance, Call!. 

CoUepe ot .Medical Evancellsts .tilillntc.1 Hospitals 

MWte Memorial Hospital . Los .tngele.s 

Preshylcrian Hosjiltal—Olmsted Memorial . Los .tnceles 

".. y Hospital. Oakland, Call!. 

• ■ . il Hospital >-*. San Dlepo. Calit. 

■ ■ Hospital . San Francisco 

' ■ ' • pltals 

' ;(Stanford „ 

. San Francisco 

Stanlord rniversily Hospital . San Francisco 

Cnlvcrslty of Calllomla Hospitals 

Franklin Hospital '. San Francisco 

San Francisco Hospital (Cnivcrslty of 

I allfomla Feru o >.Han I ranclsco 

Cnlvcrslty ot California Uospltal’a. San Francisco 

-Santa Clara County Hospital >-=. San Jo.se. Calif. 

Veterans .Vdmin. Hospital >-»-"«. Sau Francisco 

Cnlvcrslty of Colorado Jlcellcal Center 

Colorado General Hospital >-a. Denver 

.Denver General Hospital *-•. Denver 

Veterans .Admin. Hospital a-a. Denver 

Orace.Nevr Haven C.-.mmiinity Hospital '-a_Sew Haven. Conn. 

Veterans Admin. Hospital . West Haven, Conn. 

>' atertrary Hospital a.Waterbury, Conn. 

Delaware Hospital a-a. Wllminyton. Del. 

District of Columbia General Hospital a-a.WasbiniTton, D. C. 

veterans Admin. Hosidtal a-a-ii-_ 

• Georiretown University Hospital a-a. WashinKton, D. C. 

Duval iledicaI Center >-a— 

St. Vlncenffi Hospital a. .Jaek-sonville, Fla. 

Jackson Jfemorial Hospital a-a. Miami. Fla. 

OraDKc Memorial Hospital a.Orlando. Fla. 

Grady .Memorial Hospital ». Atlanta, 6a. 

St. JosephVs Infinnary a-a. .Atlanta, Ga. 

Veterans Admin. Hospital a-3-i». Atlanta, Ga. 

viwlical College of Georgia Hospitals . „ 

Eugene Talmadge Memorial Hospital a-a. .Augusta, Ga, 

University Hospital a. Augusta, Ga. 

Meinorial Hospital of Chatham County a-*. Savannah. Ga. 

Cook County Hospital. Chicago 

Mercy Hospital a-a Chicago 

Michael Rce.se Hospitai '-i... Chicago 

Mount .Sinai Hospital '-a . Chicago 

-'orfhwestem Unlver.slty Me ’ ‘ c ' 
i hlcago VV'esley Memorial 
'ctomn.® Adinin. Re5earc^ 
i^resbyterian-St. Luke’s Hospital 

rfei-byterian Hospital Division . 

Hospital Division .. 

k®|verslty ot Chicago Clinics *■*. Chicago 

university ol Illinois Research and 

Educational Hospitals ... 

»ctcran« Admin. Hospital i-a-'***.... Hines, IiL 


\Y. E. Goodwin,... 

W. Goodwin... 

M. Ellik. 


\y. A. Sumner*. 
H. \Veyrauch,. 

J. Schulte. 


S. OI=cn. 

D. K. Smith. 

L. ,1. Plogrce. 

H. M. Weyraoch'D. R. Smith. 

D. E. Newlaod. 

D. E. Ncwland. 

O. G. StoDinptoo. 

B. M. Harvard.*. 

J. F. YVahb. 

C. H. Xeuswaoger. 

B. S. Tallctt. 

R. Baker-L. Culbertson. 


.1. G. Lee-R. Baker. 

W, A. Van Nortwlck. 

G. Prout. 

F. J, Pyle. 

31. K. Bailey. 

H. P. 3IcDoDa]d. 

E- Haltiwangcr. 


R. Rlnker. 

W. Luca?. 

C. L. Prince. 

AV, J. Baker. 

H E. Landes.. 

1. Shapiro. 

L, A. Maslow.*• 

V. J. O'Conor. 


X. J. Hecfcel. 

T. P. Grauer. 

C. AV. Aermeulen. 


J. H. Klefer.s 
F* Lloyd- 


Numerical and other references will be found on paces WO through M2. 
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28. UROLOGY-Continued 


Nnmc of Ilospltnl 
Indfnnn University Medlenl Center. 


Indtiinn University Medical Center Hospitnl 


Location 

Ohlel of Service 

Inpatients 

Treated 

' Autopsies 

^ 

SeJ* 

« m ® 

PhKO 

2 

rfi 

£, 

i-a 

0 Sts 

a 

p^5 
S « Q 
0 

BmS 

, Indianapolis 

R. i>. Howell...,. 


8 



205 

. Indinnnpolls 

B. Garrett.. 


11 



165 

, Indinnnpolls 

E. Bupcl. 


103 

,, 

,, 


. Indinnnpolls 

M. Noursc. 


16 

1 

2 

278 

Moines, Iowa 

L. .1. Ardulno. 


18 

1 

3 

. . . 

... Iowa City 

R. H. Flocks.. 


39 

3 

9 

175 


University of Kansas Medical Center 

University Hospitnl . Kansas City, Kan. 

Veterans Admin. Hospital ... Kansas City, Mo. 

S't. .To'-epli Ho'-pital =>—Cood Sainarltan 

Hospitnl . LcxlnKton, Ky. 

University of Ijotilsville .Medical Center 

T.oiiisvlllc General Hospital . Houlsvllle, Ky. 

Veterans Admin, llospital ...Louisville, Ky. 

Charity Jfospital of Louisiana „ , 

Independent Unit ^...Keiv Orleans 

Lonlslatin State University Unit '. ^,e\v Orleans 

'IMlane University Unit ^...^rtean-s 

Oelisner foundation Hospital ...Ken Orleans 

Veterans Admin. Hospital i-n-io. Ken 

Confederate Memorial .Medical Center *.. Shreveport La. 

.loluis Hopkins Hospital . S SoJe 

lieth Israel HospItnl^>;>.. 

.Massachusetts General Hospital . 

Massaelmsetts Memorial Hospitals . 

.NViv Hnclaml Center Hospital . im^ton 

Ueler lient Hrlyham Hospital .■iVoCain- Mass. 

Graee Hospital .. nctrolt 

HarperJlDspUnl '-’vu;. Detroit 

Henry ford Hosplf.. patrol, 

\Vnyne'’count5- General ^JflnncapoUs 

Minneapolis General Minneapolis 

Univenslty of Minnesota Hospitals jpnne.,|,oii<, 

Veterans Admin. Hospital . Rochester, Jlinn. 

. 

University of Mississippi Medical Center .Tnckson, .Miss. 

Unlierslty Hospital '•••••;;«.. Jackson. .Miss. 

Veterans Admin. !} , vU‘i V-V ‘ . Kansas City. Mo. 

Kansas City Ocncral Hospital AO. i . ... St. Louis 

names Hospital...St. Louis 

Homer G. Phillips Hospital ..St. Louis 

Missouri Pacific Hospital .. . St. Louis 

St Lotus City Hospital .. 

' ,,15 .... St. Louts 

St. Mary’s Group of Hospitals .St. Louis 

Uanmouth'Metllcnl School 

Mary Hitchcock .Tct.. Vt. 

Veterans stdrain. HospUal^_^_^.^._.... OranRC, A. .L 

Veterans Admin. Hospital . Jersey City, N. J. 

Jersey City Jlcdicnl Center ••••■••••Lso . .. Bayonne, N. J. 

Bayonne Hospital and ,9'^.’'^,.,,^ Acwurk,N. J. 

Harrison S. Martlnnd Medical Center . .Albany, N. 

Albany Hospital ... Brooklyn, N. i. 

•IcAvi^h Tiospit^^ «..»•*••••••••*** 

Klnft.s County Hospitnl . Brooklyn, N. V. 

Division 1 ... Brooklyn, A. v. 

Division U .. .Brooklyn, N. v. 

T.ona Island ColICKe Hospital . .Brooklyn, N. L. 

Mnlmonldcs Hospitnl ....Brooklyn, N. V. 

Methodist Hospitnl '■“•••■"U. . Brooklyn, IL V. 

Veterans Admin. Hospital ... Buffalo 

Ttiiffnlo Gcncrul liosplift^ ** »!*Vnli***** ..»•••• 

Roswell Park Manorial B^PltaJ .ijlils..Buffalo 

Edward J. Meyer Slemorinl Hospital ... Buffato 

Minnrd flllnioro Hospital .. Teimimrst. H. V. 


W. Vnlk. 


Elmhurst, H. 


V. 

Y, 


Sar.4‘Ge^cml Hospital t-a.;:;::;;-»toad. N. 

Mendowhrook Hospital^. . Jamaica, N. 

New York City 


Queens Hospital pptiter 
Bellevue Hospitnl Center . , 

Dlv n^Ncw'^York University Post-Graduaitc 
Mcd’lcal School ;j.i" • 

wij .::::::::: 

Francis Pclnflelcl Hospital 

Fi 
L 


E. H. Hay. 


R. LIch, Jr.... 
H. 1. Bcrmnn. 


841 

239 

SCO 

288 

•805 


U. L. Zcngcl, Jr. 502 

H. T. Bcncham. 9i0 

E, Bums. 1,3H 

E. Burns.....'.. 334 

E. Burns. 405 

G. C. Tomskey. 923 

R. K. tVoinnck. 1,124 

\V. tv. Scott. 1.002 


B. S. Abeshouse. 

L. V. Smiley. 

J. D. Young. 

H. ,1. Mclscl. 

G. Prather. 

P. G. Sheddnn, Jr... 


C31 

225 

871 

100 

398 

010 


1 

6 

8 

14_ 

20 

2 

12 

8 

8 

12 

11 

g 

10 

4 

4 

9 


IV. P'. Lcadtietter. 1.089 

R B. Stearns. 


37S 


J. H. Harrison. 

H. S. 'I'nlhol. 

H. Chute. 

R. M. A'eshit. 

M. A’. Stewart. 

F. B. Blckncll. 

A. tv. Bohno. 

D. J. Jnflar. 

tv. L. Sherman. 

T. H. SneeLscr, Sr... 

C. D. Creevy. 

C. D. Creevy. 

G. .L Thompson. 

P. E. B. Foley- 

B. J. McGronrty... 


Incl. in Surgery 
248 
809 
1,207 
1,371 
1,605 
953 
704 
441 
1,429 
814 
521 
3,185 


13 


927 

209 

800 

309 


T. •• • 

S. •. •• . 

J.’J. .. ^>^5 

M. Abrams. 

A. E. .. 

C. A. tVattenherg- 

tV. P. .. 

0. E. Burford. 

J. P. .. 

tv. L. McLaughlin . 


305 

527 

334 


383 

9-22 


M. Malnment. 

E. J. Poly. 

x\. .L Bnlsnmo. 

K. Swidmnn. 

W. A. Milner. 

A. Scgttl-F. Katzon, 


J. J. Bottonc. 

p. C. Hamm. 

H. C. .. 

H Hermann. 

O F. Schoenemnnn. 

p’ L. .. 

O J. .. 

W. .. 

E. L. Brodle... ].027 

p. A. Greco. 

V7. L. P. .. 

R, M. Bowels. 

E. Rubin. 


539 

854 

882 

390 

961 

594 

570 

059 

068 

1,045 

772 

423 

1,007 

268 

3SI 


J. Draper. 


New York Ci^ 
New York Ci^ 
New York City 
New York City 
New York City 
New York OitV 


V V.V4.HackenBack. IL J. 

.New York C ty 

KfsiMosprf New York City 

Metropolitan Hos]dtBl^-_-j-^_;---Tinr^TMathTOUtih 642 

049 


B Hotchkiss. 

H E. Leltar. 

H B, Newman. 

J ■ K. Lattiiner. 

J. D. Cooney. 

F p. Twinem. 

F P. Twinem.. 

H B. Kenyon.. 

G. D. Oppenbeimer. 
v’. Marshall. 

T. J. Klrwin. 


287 

051 

568 

415 

1,481 

827 

307 

424 

545 

140 

568 

488 

1,349 

1,120 

644 


20 


4 

9 
11 
10 

4 

23 

10 

5 
8 


14 

2 

4 
8 

14 

1 

19 

17 

1 

8 

5 

16 

6 

14 

9 

15 

5 
27 
17 

14 

10 

6 
8 
25 

8 

1 

4 

13 

8 


1 

3 

1 

1 

2 

2 

’l 

1 

5 

1 

1 

‘i 

0 


C 

1 

2 

5 

3 

3 

3 

3 

3 

9 

3 

3 

G 

C 

3 

u 

3 

3 

20 

4 
3 

"s 

6 

a 

3 

4 
3 
3 
3 


2 

3 

3 

3 

4 
2 

3 

3 
2 

4 
1 
8 
3 


125 

230 

105 


lOQ 

100 

100 

225 

i25 

125 

ICO 

110 

105 

75 

157 

182 

67 

175 

’g2 


195 

275 

SOO 

250 

303 

sm 

220 

200 

175 

220 

250 

200 

75 

220 

200 

2,34 

100 

218 


145 

173 

162 

ICO 

100 

105 

103 

J50 

75 

175 

175 

247 

2S5 

105 

225 

105 

305 

71 

153 

125 

105 

1)0 

105 

150 

105 

75 

185 

105 
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28. UROLOCy-Conlinucd 


ol IlO'jpUM l.ficntlon 

Vci Votl' roKrllnlc Mcilifal Sdiool nml Il05pltnl' New VorV City 

Prc^Mlftian Hofpltnl '. N’cw York City 

RooWit Ifo.-pltnt >. York City 

St narc'sllorpUnV'-*.'otk t tty 

St. UthV Ho'pltn! .^■cw tork City 

Vftfnin^ .Wmln. UoS'Itnl (llrontc) .New tork City 

Vrteran* .titml.i, Ilo'pltnl (Mnnhntlnn) >'=.New York City 

SttoTW: M.'raoTiaPltortK^ler Mimlctpnt llo^pltnl '■■a T!orlir<ter, N. Y. 
.'ttste I'Divfrflt}' of New York I'p^tiite 

SWldlCentcr'-’. Syrncii^i'. N. J. 

Vetrrert .t.lmln. Ho^pltnl . Syrnrii=e. N. Y . 

North Carolina Metnortnl Ho'-tiUn! '**.Clintwl Ilitl, N, t*. 

Ch-arlotte Mrtnnri.al HOM'Unl >. Chnrlotto. S. C. 

PaVe fnlvortlty .tlRIllatM Ho.'pUnP. 

Poke Hospital '•>. Dnrlimn. N. c 

Vftoran« .\ilniin. Ho«pitnl *'•'. Purham, N. C. 

North Carolina PnplPt Ho«pUnl.NVln-tnn.SnPin, N. C 

.tlronCtty Ho*plt.aI >-=.tkron. Ohio 

Pnlver^ily ot Cincinnati Collcpc ol Mcllclnc Ho'^pltnl tironp 

Ctaclanati ftcncral Hospital . Cincinnati 

Vetcratie .tilmln. Horpltnl >->. Cincinnati 

acrchnil ainlo nonut.al . Clcvclnml 

Cayahnea County llncpltal . Cleveland 

Huron Hoad Hortillal a-a. t’lcvelanil 

Western Rciorvc Cnlvcrylty Medical School .\fllliatcd Ilo^pitaU 

I'nlvcr-lty HoepitaP »->. Cleveland 

Veterans Admin. Ho'-pUal . Cleveland 

Ohio State Cnlverslty Hospitals 

miversiiT llosiiltal . Colmntivrs, tlhlo 

Veterans Admin. Hospital a-». Payton. Ohio 

St. Vlnccnfs llospltnl »->->•. Toledo, Ohio 

31amn,o Valley Hospital >-«-'*. Toledo. Ohio 

raivsrslty ol Oklahotnn Medical Center. 

mireiyltr Hospital . Oklahoma City 

Veterans .Admin. Hospital ». OWnhonin City 

rnirersity ol Orenon Jleillcnl School Hospitals 
Cnlvcr«lly ol Orecon Medical _ 

School Hospital and Clinics . Portland, Ore. 

Veterans Admin. HospPnl . Portland. Ore. 

Haniot Hospital '■> . Erie, Pa. 

St. Vlnecnfs Hospital »->. Erl«. En- 

Harrishnrp Ho.spltnl >-». Hnrrishon:. Pa. 

Alhert Einstein Medical Center . PWladelpWa 

Episcopal Hospital»-». Philadelphia 

Graduate Hospital ot the University „ , , ., 

ot Pennsylvania . Philadelphia 

Mercy Hospital >-'=. AVnke.s-BaiTe. Pa. 

Hahnocnonn Jlcdlcal Collece and no?nitnl '■*.PhUadcjpWn 

Hospital ot the University ot Penn.sylvanla ■-’. Philadelphia 

•Icltcrson Medical Collcec Hospital .Philadelphia 

Pennsylvania Hospital >-*. Philadelphia 

Philadelphia General H05plt.al .Philadelphia 

Temple University Hospital >->. Philadelphia 

Veterans Admin. Hospital . Philadelphia 

.llleaheny General Hospital ’. Pittshumh 

Mercy Hospital . Plttshurph 

Health Center Hospitals of the _ , 

University ot Fitt.slmrph School ol Medicine .Filtshuttrh 

Veterans Admin. Hospital >-*. PittshrirKh 

Robert Packer Hospital . Sayre, Pa. 

IVilkes-Barrc General Hospital »-=■. WUkcs.BatTe. Pa. 

Rhode I.sland Hospital .Providence. B. I. 

Teachinn Hospitals of the Medical College „ ^ 

ot South Carolina. Charleston, S. C. 

Medical College Hospital. 

Sotrcr Hospital./... 

City of Slcraphis Hospitals . Memphis, Tenn. 

Baptist Memorial Hospital i-a-n-ta.Memphis, Tenn. 

Veterans Admin. Hospital >->. Jlemphis, Term. 

George AV. Huhhard Hospital.Nashville. Tenn. 

Vanderbilt University Hospital *'>. Nashville, Tenn. 

Parkland Memorial Hospital Iiallas, Tevas 

Veterans Admin. Hospital Dallas, Texas 

University ot Texas Medical Branch Hospitals »-» Galve,ston, Texas 
Baylor University College of Medicine .Allllinted Hospitals 

■TelTerson Davis Hospital . Hooston, Texas 

Methodist Hospital Hooston, Texas 

St..Joseph's Hospital Houston, Texas 

St. Lnke's Episcopal Hospital .Hooston, Texas 

Texas Chlldren'.s Hospital . Houston, Texas 

Veterans Admin. Hospital . Houston, Texas 

Hermontj Hospital i-a-as® .. Housston, Te^as 

Cni'epity ot Vermont Afiliiaterl Hospitals ' „ 

I>e Go€?briand Memorial Hospital. Burlington, % t. 

^ Mnrr rietcher Hospital i-a.BuTlington, \t. 

Cnlvergity of Virginia Hospital .Chartottesv He, % a. 

-Momninoi panvitte, ^a. 

, ■ ■ tlcliinond, Va. 

■ . • ' ^iebroond, Va, 

King County Hospital Unit Ko. l.(Harborview) .Seattle 

Veterans Admin. Hospital . 

Madison General Hospital .. Madison, Wj«. 

University Hospitals .....Madison, 'VViS, 

MllwauVee County Hospital . Milwaukee, Wjs; 

Veterans Admin. Hospital i-*....*.Milwaukee (Wood),JV!s. 

San Juan City-Hospital .Juan, P. R. 


Chlet of Service 


.\ llenevotill... 
J K. Lattimcr. 

S A. _ 

G A. rivdlor.... 

J. A Taylor_ 

A L I>enn. 

A. n Utm. 

W W Scott . 


<i Hurbaoli. 

f.. Pntry_ 

L. Biitice_ 

\V McKay . 
P Alyea. 




TtO 

1,^57 

539 

•>S7 

531 

997 

4t2 

610 

3,2.'/) 

372 

395 

lAlO 


"I. 
^.2 ^ 


Zs 


tr C "tr- t* 


O TUC.S 


f K. <*ttrvey .. 
K W Caumeld. 


. G33 

. 313 

. i,crys 

. 1,012 

. C3l 

.. . 255^ 

f. Higpin«. 1A31 

- - 27S 

. C?5 


T. B Wnytnan. 
G. .tfeltiOKer. 


R. Traltncr. 
C. Kaughlin. 


Petsky. 

Persky. 


SOO 

4S9 


12 

20 

9 


23 

19 


•29 

30 

•I 

11 


3 

13 

17 

8 

9 

11 


w. .N. inyior. 

E. F. Kelly. 

277 

11 

E. A. (lekiily. 

1,109 

i 

" 

K. A. Ockuly. 

SJO 


D. AV. Branham. 




^«5 

6 


261 

10 

C. A'. Hodges. 

... 1,121 

27 

D. P. rau«. 

50i 

12 

R. C. Lvnns. 

... 655 

8 

E. Hcs.«. 

J,W1 

9 

R. E. Allyn. 

734 

• 10 

M. Muschat. 

... 3,207 

11 

G. D. Shoup. 

... 409 

4 

H. At. Burros. 

... 257 

4 

C. N. Bums. 

... 403 

5 

E. AV. Campbell. 

701 ^ 

8 


... 956 

D 

T. R. Fetter. 

... j,2n 

7 

I,. B. Greene. 

... 555 

0 

h. JtcCrca. 

431 

9 

K. B. Conger. 

764 

8 

O. Serlin... 

... 31? 

11 

,1. I.. Hamilton. 

... 679 

8 

C. C. AUmnn.. 

... 573 


. 1 . .1. Lee. 

561 

9 

C. A. Kuehn. 

702 

15 

AV. Bnury.=. 

773 

9 

AV. .1. Daw. 

786 

8 

E. K. I.andsteiner. 

1,209 

12 

P. AA'. -Sanders, .Jr. 

773 

4 




S. Ralocs... 

761 

8 

R. F. Mayer. 

1,399 

9 

W. H. Walker. 

1,031 

10 

D. A'. Bradley. 


.. 

A. P, Harris. 

273 

4 

H. M. Spence.,.. 

4C7 

8 

P. A. Duff. 

,... 57J 

15 

r. A. Hook.®. 

590 

6 

A. J, Leader. 

350 

14 

M. K. O'Heeron.. 

106 


M. K. O’Hecron. 

733 

3 

T. H, Guthrie. 

24156 

• 

T. H. Guthrie.... 

592 

1 

A. J. Leader .. 

566 

16 

C. 31. Crigler. 

2,804 

S 

P. Powell... 

2S7 

91 

p. Powell. 

297 

7 

H. IVarren. 

..... 616 

G 

R. R. Landes. 

67G 

S 

A-1. Dodson. 

829 

e 

R. C. Bunts. 

1,310 

15 

D. F. 3IcOonald. 

416 

15 

D. F. SIcDonald... 

266 

7 

A. P. Seboenenherger. 

902 

7 

J.B. Wear...'. 

.... 610 

S 

R. S.-Irwin. 

1,511 

17 

R. S. Irwin. 

.... 820 

31 

L. A. Sanjurlo. 

SOI 

.. 


1 

4 

1 

1 

1 


3 

8 

3 

3 

3 

5 

6 
3 

3 

1 

1 

3 

'g 

3 

4 
3 

6 

1 

8 

3 


c XS 
c 5 c 

125 

SCO 

333 

200 

100 


117 

233 

So 

250 

127 

icb 

250 

125 

i75 

162 

210 

150 


202 

^5 

So 


250 

200 

250 

325 

150 

100 

250 

75 

125 

100 

20 

121 


200 

235 


125, 


125 

137 


150 

260 


50 

150 


220 

220 

220 


167 

100 

50 

ioo 

125 

173 

100 

207 


Numerical and other reterenees will be found on pages MO through 642. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


Oct. 4,1958 


NUMERICAL AND OTHER REFERENCES, 


ftYntlntitr- 5t> iii>))l!cuuta. 

.Vppolntmcnt.a nvflllnlilc to women npplicnnt.') only. 

Appointment."! iiviilliilee to Krmlimtoa of foreign mcdlca] .cehooK 
Trnlntnur nt ttie tlilrd yenr Jevet only. 

JtBf inctwto ope veee fcUowaWps to the Departroent ot OnrdlotoKy. 
May fncliidr one year of iralnlnc' at C’ook County Hospital, 
Olilcapo. I>y special arrnnitemont. 

May Include one year of surttlcnl resentcU at I,out»tana Stale 
Unlvorrity Sclioul of .ifedlelnc. 

Toeludes fe\lo\v«h!ps, , , , 

In ndilltlon to tliree Intmiminil veiire nt White Memorial Bos- 
ttUal, coordinated three year proKriiin: White Memorial Hospilnl 
affords two years, PrcsIiytcHan Ilospltnl-Olmstend Mcmorlnl 
Hospital one yenr. Ilcslrtents .shniilil Apply to tVhite Mcmorlnl 

ln”iihhlinn to three Intnnmirnl years at Veterans Admtntstnitlon 
IlospUal, eoofdhiate/l thn-e rear program.' ’i’oiiro Inllrmory 
nlfonls one year. Veiernn< .Idmlnlsiriitlon Hosjittnl Ijnnl tno 
years, Ilesldpiiis shoiihi apply to Vejerans Administration Bos- 

Coi'rdiiiaied threo year proirrani; I’cler Sent llriuhnin nospltnl 
affords two yeats. Veterniis .tdministralion Bospital. Most ilox- 
yenr. uciit 

ln*St!otr to'three Intrniiuiritl ycnr.s at 

ordlnnted three year proyrnm: Lincoln no'pllal affords two 
year)!, Jl-aekcnsaelr Bo«p!lal one year. Residents- siiouM applj to 

. AvprnlV\^'’c4le«ory I. Residents .I'llrrcMcd should consult 
.I t M .V.. Vol. P.', .No. Ti, pp. fi 7 t-<!iS, Oet. I. t0>S. , , „ . 

r'onTil'\iv,\ted three year ptOKraW. Si. Vlni'cnVa Uospllnl nttotd-- 
lv<r>\-eaTs. Mnnwee ViiUey Uospiiul, one yenr. Reslilents jhoidd 

Jn'mld'iiion to''uuM*'lntrnnniraI years at Crndnnlc Uospilnt of 
the Bnlvrsltv of Pennsylvania, eootdfnvded three 
Grndimte Hospital ntlord* two years. Onal rear at .Merej Ho- 
tdtnl Residents sliouM apply to (iradiinte llospltnl. 
in nildllion to three Intramural ycnr.s at V, uS.l Bos- 

»iitid- eordinated ihree year pr<>i;rain < !t^ 'if .uempw no 
jtUnls'nltords lao jenTs,' Ilnpllst Memotlid Ho-l'>lal one year. 
Residents s.houId apply to City ol rr„«,Unl 

In addition to Ihrec InUftTnntal years nl BlnK i ounii uosiiuoi. 

" I'nlt No t (Unrhorvlcwlt eootdlhated Urtec V^ar prohrnm- Wni- 

i: l{?r»"nK Medicine, one year of 

a Administration 

,. Kl';'^d"Ka^t^T’tl"ra\'^^^ «lv. U (CorneU and 

'■ mTo- a part of an approved three vear proytam. 

cardlo-pulmonary 

- }Sdes"o'^^•ear of’tVnInIny at Veterans Administration Hos- 

. arKrd& at th^thlrd year level anillate tralnlny with 
"" Untver-ity of .Minne.sota Hospitals. .Mltmcnpoll . 
r> tnnrovcfl tor oflillntc tralnlnit only. 

"i. . . . p. Ucsldents Interested should consult 

!«: |r;«o:fth"of *&lnri^' University Hospitals, Iowa 

IT. Otter training at ‘I"® Jlcdfeal Center. 

Uhest Servfce. 

rommlZ S'r'c"h Division, Goldwatcr Memorial HospUai. 
Medical Service, Francis Deiaflcld Ho^ Memorial Hospital, 
39. Includes one year of irntosns at laieu 

■lO. ApP?oveST?'trainlDB at the tlrst year level. 

s:«sSfls-“S3s::;: 

: SSkSs'cSss-o. .... H-. 

tals, Iowa City. ,„,{dpnt training in Pulmonary Diseases 

*'■ S'SM^arBSS, as 

city, Mo. 


In addition to three intramural years at Sinai Hospital, Balti¬ 
more, coordinated three-year program: Sinai Hospital aftonls 
first two years, Fordhnm Hospital one year (third yr.), ResMeaje 
should apply to Sinai Hospital 

Coordinated three-ycnr program: Bayonne Hospital and Bis- 
pensary affords two years; .Jersey City Medicnl Center, Jersey 
CHy, one year. Residents should apply to Bayonne Hospital and 
■Dispensary. 

Medical College of Alaboma Hospitals, Birmingham, Ala. 

Mount Sinai Hospital, Los Angeles, 

Stanford fjnlvcrslty Hospitals, San Francisco. 

Valley Children's Hospital, Fresno, Calif. 

Harhoj Gencrnl Hospital, Torrance, Calif. 

Children’s Hospital, Los Angeles. 

.Seaside Memorial Hospital, Long Beach, Calif. 

Veterans Admin, Mental Hygiene Clinic, Los Angeles. 

Los Angeles County Hospital, Los Angeles. 

Rancho Los Amigos, Hondo, Calif. 

Children's Hospital, Los Angeles; Olive ITiew Sanatorium, Oiiie 
View, Cc'.lt. „ 

, City of Hope Med. Center, Duane, Calif. 

MetropoUtaa State Hospital, A’oraalfc, Calif. 

Vet. Admin. Hospital, Los .Angeles. 

Yet. Admin, Hospital, Sepulveda, Calif. 

, Veterans Admin, Hospital, Los Angeles 
. Htintl''g'ton Memorial Hospital, Pasadena, Calif. 

. Reiss Davis Clinic for Child Guidance, Los Angeles. 

, Glendale Sanitarium & Hospital, Glendale, (Talif. , 

, Children’s Hospital, Hollynood Preshyterlan Hospital, Los 
Angeles. 

. Pacillc Slate Hospital, Pomona, Calif. 

Pasadena Child Guidanee Clinic, Pasadena. Calif, 
ei.,.—(j. Hospital, 

' - ■!. Oahland, Calif. 

; " ■ ■ ■ Oakland, Calif, _ 

! Cowell Hospital. State Mental Hygiene Clime, Berkeley 
Chlhlren’s HospHal. Langley Porter Ulinie. Mount Zion Hospital, 

Stanford University., V-‘. dmin- 

erttos Regional Office '' ■ c, San Franci.co. 

. California Untites and ■ ' ■ ’ 

Callfojnia Hospital, Los Angeles. 

Berkeley .State Mental Hygiene Clinic. 

Cowell Memorial Hospital, Berkeley, Cain. 

Child Guidance Clinic, Children s Hospital. 

■ tSS Matef-'' 

Santa Clarr > ’ • _ '• ' UaHt- 

>■ SanFrnneh ’. “ Pacific BosMtol. San Fran- 

Santa Clara County H^hitah San Jose. CaM^^ 

) Franklin Hospital, Veterans Admin. Hospital, San irnncisco. 

1. Berkeley State Mental B^’glene Clinic^ _ 

Cowell Memorh ’ 

Child Guidance > ’ • ■ 

San Francisco ' 

'■ SaB‘’Frands‘eo’Hospital, San Francisco: 

Mills Memorial Hospital, San Mateo, Calif, 
t La/)gley I’ortcr t'hmc, San Francisco. 

L San Francisco Hospital, Snn Q^(i{ 

.1. Krsit^ ; ■. S«n Franeiseo. 

15 Stanford ■, 'lospttals, San Francisco. 

■ Hospftal. Oa'klnmL OaW- 

i3, ChWdrcn’s HospRaf, Dnnver.^_ 

d, Denver Ge . 

ij. Colorado ' . ’ ■ 

n SC^Mary-h^nmyospitrn C nn.; NewlnKton 

„ &ssr&A 

(yt Hart ord Hospi Conn. 

OS. A'eterans Admin , ■ ’. ' _ ,'onn. „ „ 

09 Laurel HelShta . . ■ ■ i, New Haven, Conn, 

yo! Grace-New Hav-e / .... Baltlwp^.fo- ^ c. 
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177 
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181 

182 


p C Gpnprnl Ho«pUnl, Votcrnn^ \<lmin Ho'pUnl, i\«hlnKton. 

UlmRton Uocpitfll. Arlincton, \o 

p <_ GoiJcral Ho«pltnl. 1\ fl«lilntrton. I) C 

CohimMi Ho'*pJtnl, Ctf^n^rtown I nlvcr-'fiy lIo«pltal, CJcorfrc 

lli-hlncton Inivci^il) IIo«pitnl, n‘*lilnKtop, D C; >a\nl 

Vxljcil (rnl^r, Pftbr>tJn Mil 

LnKcr'lty }lo«pHnl (loor^o lln'ihlnpton UnUcHty 
Ho'p’tnl llftltT Hoo<l Ilo'^pUnl lln«blnKton, I) 0. Nfi^nl 
MMbal (.enter, Pethf'-'lii. Md 

ChlM'en^ Ho>pltnl Oefirj rtown InUer-ltj llo«pUnl, 11 nMdnR 
ton Tf (. 

\r7n<>! loree*. In'llinlo of rnll)oloK>, Georgetown Vnl\or«ltv 
Ilo'iJtnl (toor^e Hn'-ldnkton Inhep-llT Ilo^pUnl llnshln^ton. 
D C 

rhin-ro - Hospital 11 »‘-h!nkton P ( 

iTTOC^l Fon>« Institute of I’ntUoloKj, 1 hll Iren « llospUnl llft«h 
Ington, P ( 

ftmry Inher-Itr Ilo-pltnl Ornly MjinorJnl IIo«pJtnl, Itlnn 
tn Gt 

Oraly Memorinl llosplinl Itlnnta (in 
Pmory lnl\ir*lt> lIo«pllnl I-inoo tnlNprsItj, 0 i 
Chicapo llo^lev Memorial IIospUul ( hlenco 
Mfrcy Hospital St Inne ** Ibi-^pUnl ( ideapo 
MnmclpM 1 It ''finltarloin ( luen^o 
Meinornl Ilo pltul 1 hlnmo 

thicHco State Ho'pltnl ( ooV. ( ounl^ I!o-.iiiinI lorelto Ho* 
pital Chfeaeo, letrran-' Idmin Tlo^plnJ llln''-, Ill 
leteranc Idtnln Ho-pltnl nine- III 
Sr LuVe - Hospital ( hlenco 

Cook s.ounty Hospital ^t 1 uVe - Uo-pltal ( hlcako 
Cf ok ( ot ntv Ho-j Hal (lilciuo 
Henrotfn IfospftnT ( hlcai^o 

Jbrey Hospital <.hlon«sO 

Childrens Memorial Hosplt il In-tlluie for fiixonlle He careh 
Pa<‘ 2 rpnt Hospital Chicaco Heeler Memorial Ho-pital let 
erans \dmln Ue-eaicli Ut'^-pUnl ( hlenk<» 

Po hyter*nn Ho-pltnl ( hinto 
leteran- Vdinln lli-t ^fde Ho-pllal ( hlenco 
AletholM Ho-pitil Peoria. Ill 
Irer t ro<- Ho-pItnl Toliet 111 
Inllana lnl\er-lty Meljcal (enter. Imllanapoll- 
Bro« IJrtrrts Polk ( onnlv }lo«pIt il, fv- Molne- lom 
Itlank ifcmT Uo-pltal. I^s Molne- In 

Boys Indu-tnnl '-chool Knn-ae Trcntincnt (enter for 1 hlUlren 
Mennlnver Foundatmn spiunee Gtil 1 mce ( enter. Topeka State 
Ho jltal Topeka, Knn 

(hildren < Merev Ho-pltal St I tike - Ho-pHal let Idmln 
Hospital Kan-ns ( Itj Mo 

Chll Iren - Merc) Ho-pUal '-t I uke < Hosjdtnl Kan-u's < (t> 3fo 

lnl\ of Knn-i- Mi'illcnl (tntcr. Kan-n- k Ity, Knn-a« let 

Idmln Ho-pltal Kn’iPa* (l(> Mo 

Lom-vlPe (.’hll 1 Guidance Clinic TouUville Ky 

Txml-tllle General Ho-pltnl, Totd-Nllle. Kj 

KenHifky Baptist Hosjiltal Iou(-\llle. Kj 

Huey P T one C tiarlij IIo-pH il P(ne\U!e lu 

lalhe \ Be np ( haTU> Jlo-pUal Independence La 

F 1 fonwav Memorial Hospital Monroe In 

Huey V lone Charity Hospital Plnctllle. I a 

Chanty Ho pKal (Tulane Sertlce) Crippled Childrens Hospital 

New Orleans 

F 1 Conttii Memorial Ho-pltnl Monroe lo 
Charity Hospital (Tulnne Service) New Orleans 
Chant> Hospital 1SL Lnlt >en Orban- 
Charity Ho-pltal, Independiiuf In 
Touru IrflTinaTy, New Orinn- 

Charity Ho-pUal LSC and Tulnne Unit- Now Orleon® 

Aupistn State Hospital, Atuni^to Maine Hedlnpton Memorial 

Hospital SkowheRan Maine, Tha>cr Ho-pltnl Mntervllle Maine 

University Hospital Baltlinoro 

Tohns Hopkins Hospital, BalllinoTe 

Ho rltal for the 11 omen of Maryland, Baltimore 

Baltimore Cuj Ho pltal®, Baltimore 

Inlow Clinic, Sholbsvllle, Ind 

Tohns Hopkins Hospital Katiner « Clinic Harriet I ane Home 
Boltirnore 

Peninsula General Ho-pItal Sall-l»ur> Md 

Doughc Thorn ChlldrenV Clinic, TarnC"* lock-on Putnam Cbl 

dren s Center, Mnseachiisetts (3en 1 Hospital Children s Nenro 

Psychiatric Clinic, Veterans Admin Ho«plln!, letcran- Admin 

Mental HjRlene Clinic, Boston 

Soldiers Horne, Chelsea, 3Ia«- 

Faulkner Hospital Boston 

leterans Admin Hospital (Tamalcn Plulnj Bo-ton 
Shattuck Hospital, Boston 

Boston City Hospital. Snnntoriul Divn of Bo-toc Citj Hospital 
Bo-ton, let Admin Hospital, Providence R I 
Boston City Hospital, Boston 
Lynn Hospital^ Lynn, Mass 

Boston State Hospital, Psychopathic Hospital, Bo-ton, Metro 
Polltan State Hospital, lluUhain Mass , llorecster State Ho® 
P^ital llorcester, Mass 

Children’s Hospital, Boston, leterans Admin Hospital llest 
Roxtu’T, Mass 

Chlldreii’fi Hospital, New FDgloDd Deaconess Hospital Boston, 

Pondvilie Hospital, 11 alpolc. Mass 

leterans Admin Hospital, llest Ro'vbury, Mq«& 

Boston Clt> Hospital, Boston 
Sold ei^’ Home, Chelsea, Mass 

L'ans Memorial Hospital, Haynes Memorial Hospital, Ma«sa 
chusetts General Hospital, Boston ^ _ 

pouBlas A Thom Clinic, Harvard College Student Health Serv 
^Si James Jackson Putnam Children's Center Massachusetts 
General Hospital, Children's Psjchiatrlc Clinic, leterans Adinm 
Mental EiRlene Service, Boston 


183 Lemuel Shattuck Hospital, Ma«aachu«ett£5 General Hospital, Bo- 
lon 

l&l Mus«nchu-ctts General Hospital, Boston 

Faulkner Hospital, Lemuel Shattuck Hospital, Boston 
18(> Beth Israel Hospital, Carney Hospital, St Elizabeth’s Hospital, 
Boston, Newton 11 elleslej Hospital Newton Mass 
1*^7 Freedman’s Hospital, llnshington, D C , Carney Hospital St 
Lllzabcth’c Hospital Boston 
1*^*^ Fall River General Hospital, Fall River, Ma«s 
189 Newport Hospital, Newport, R t 
Boston Clt> Hospital. Boston 
Brockton Hospital Bro’bkton, Ma=s 
191 Ncterons Admin Hospital, Ann Arbor, Mich 
Vfl Chlldicn’R Hospital, Detroit Receiving Hospital, Detroit 
llainc County General Ho'^pltaI, EIoi«e Jlich 
VG Detroit Receiving Hospital Detroit 

101 Children’s Hospital Detroit Memorial Hospital Detroit Receiving 
Hospital, Herman Kiefer Hospital, ’Women’s Hospital, Detroit 
19 1 Detroit Memorial Hospital, Detroit Receiving Hospital, Women’s 
Hospital Detroit 

19d \ctcrans Admin Hospital, Dearborn, Mich ; Detroit Receiving 
Hospital D'^troft 
197 Oakwood Ho-pltal, Detroit 
Children s Hospital, Detroit 

U»9 Childrens Hospital, Herman Kiefer Hospital, Lafayette Clinjo, 
Detroit 

200 Detroit Memorial Hospital, Detroit 

2bl Veteran- Admin Hospital Dearborn, Mich 
^rl Ohild-en’s Hospital, Detroit 
203 Veterans Admin Hospital, Dearborn, Mich 
Chlldren’p Hospital, Detroit 

201 Kalamazoo State HoMdtal, Kalamazoo 31icb 
^0.1 Cofverpffy Hospftafs, Ann Arbor, Vich 

200 Neternns \dmln Hospital, Minneapolis 
207 Minneapolis General Ho-pltal, MiDDeapoli« 

2fN Cho® T Miller Hospital Ancker Hospital, St Jo-eph’s Hospital 
St Paul. Grand Forks General Hospital, Grand Fork®, North 
Dakota 

209 \noka State Hospital, Anoka, Minn , Minneipohs General Ho- 
pltol, Minneapolis 

210 Minneapolis General Hospital, \eterans 4dnim Hospital, Min 
neapolis, Ancker Hospital, St Paul 

211 Veterans Adram Hospital, Minneapolis 
Anck*r Hospital, St Paul 

212 Minneapolis General Hospital, Mount Smai Hospital, Mlnne 
opolis, Ancker Hospital, St Paul 

213 Minneapolis General Hospital, Mount Sinai Hospital, Neteran* 
•kdrain Hospital, MiDDcapolis 

2U Lnlv of Minnesota Hospital-, Minneapolis 
Ancker Hospital, St Paul 
215 Unlv of 5Ilnne«ota HospltaL, Minneapolis 
21C Chn« T Miller Hospital, St Paul 

217 Charity Ho-pltal of Loul-lana New Orleans 

218 Mjssj-sipp) State Charity Hospital, Nicksburg, Mi - 

219 Children s Mercy Hospital Konsoe City, 5Io 

220 tnhersity of Kansas Medical Center, Kansas City» Knn 

221 Children’s Mercy Hospital. Kansa* City, Mo 

222 St Louis Maternity Hospital St Loui« 

223 Koch Hospital, Koch, Mo , Barnes Hospital Vet Admin Ho-pl 
fal, St Louis 

2^4 St Louis Maternity Hospital St Mary’s Hospital, St Lorn® 

22o Cardinal Glennon Hospital, St Louis 

226 Kcnard Hospital, St Louis 

227 Cardinal Glennon Hospital, St Mary'® Hospital, St Louis 

22^ Barnes Hospital, St John « Hospital, St Louis State Hospital, 
St Louis 

220 University of Nebraska Hospital®. Omaha 

230 BJsbop Clarkson Hospital, Children’® Memorial Hospital, Doug 
las County Hospital, Nebraska ilethodist Hospital Omaha 

231 Children’s Memorial Hospital, Omaha 

232 Lincoln General Hospital Lincoln, Ncbr Norfolk State Ho-pital, 
Norfolk, Nebr OfTutt Air Base, Omaha 

233 St Joseph’s Hospital Omaha 

234 Nebraska Methodist Hospital, University of Nebraska Hospital 
Omaha 

230 St Luke’s Hospital New Fork City 

236 Francis Dclafleld Hospital, bt Vincent’s Ho-pital NewlorkCitv 

237 Babies Hospital Colt Memorial, Presbyterian Hospital, St 
MIebaers Hospital, Newark, N J 

233 Bellevue Hospital Center, Memorial Hospital for Cancer and 
Allied Disease®, New Fork City 

239 Hospital for Crippled Children, Newark N J , Ke-sler Institute 
for Rehabilitation, West Orange, N J 

240 New Jersey State Hospital for Chest Di-eace«. Glen Gardner, N T 
Ml Bataan Methodist Memonal Hospital, Bemnhllo County Indian 

Hospital, Albuquerque, N Mev 
M2 Bernalillo County Indian Hospital Albuquerque, N Me\ 

243 Ncterans Admm Hospital, Albany, N Y 

244 Brady Maternity Hospital Albany, N Y 
24a Albany Hospital, Albany, N Y 

24G Buffalo General Hospital, Children’s Hospital, Buffalo 

247 Buffalo Eye S. Ear Hospital, Mettlaufer Clinic Buffalo 

248 Roswell Park Memonal Hospital, Buffalo 

249 Buffalo Hospital Sisters of Chanty Hospital, Roswell Park 
Memonal Hospital, Buffalo 

2o0 Buffalo General Hospital, Edw J Sfeyer Memonal Hospital, 
Millard Fillmore Hospital, Buffalo 

2ji 1 Strong Memorial Rochester Municipal Hospitals, Rochester, N T 

202 Presbyterian Hospital, New York City 
2;»3 Queens General Hospital Jamaica, N T 
2iA Trlboro Hospital, Jamaica, N Y 

205 Hospital for Joint Disease-, New York City 

206 Utica State Hospital, Utica, N Y 

207 Payne Whitney Clinic (New York Hospital), New York City 
2 d 8 Monteflore Hospital, New York City 

2j 9 Memonal Center for Cancer & Allied Disease®, New York City, 
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2r.o. 

201 . 

202 . 

SKI. 

201 . 

20.'i. 

2|!0 


'Unlvprslly Vclcrniis Admin. Hospllnl (Mimtinttna), 

New Tori' City. 

Trlt>oro Ilospltnl, .Tnintilcn, N. Y.; North Shore Hospltnl, Mnn- 
li!is«ct, N. T. 

KiiiR.s County Hospllnl, Drooklyn, N. T. 

.Tenish nospifiil, Mnlmonldw Hospltnl, Brooklyn, N.'Y. 

I.onc Islnnd CoIIpko Hospltnl, Brooklyn, N. Y. 

I. Bellevue Medical Center. New York City. 

!’•. Henry Ynrd Hospltnl. Detroit; Children's Seashore House, At- 
Inntle City, N. .1.; Kessler Institute for Rehutitlttatton, ^West 
OrniiRe, N. Klmlnirst Gencrnl Hospital, J^lnihurst. N. T.: 
Beekinan-tlountown Hospltnl, Goliluutcr Memorial Hoppltnl, 
Hospltnl for .lolnt Diseases, Jfonteflorc Hospital, St. Barnnhus 
Hospltnl. St. Vincent's Hospltnl, (Hnlver.slty Hospital,^ Veternns 
Admin. Hospltnl (Manhattan), New York City, Grasslands 
HostdtttI, Vnltmlln, N. Y.: Now' York State Rchnhltltatlon Hos- 
pltnl, West Huverstraw, N. Y. 

New York IlospUal, New York City. , , „ 

Goldwnter .Memorial Hospltnl, University Hospltnl, \eternn.s 
.\<lmln. Hospital (Manhattan). New York City. 

Knlekeil.oekcr Hospital, New York City. 

" 70 . University Hospltnl, New York City. . , 

"H. Knickerhocker Hospltnl. Univer.slty Hospltnl, 'Veternn.s Mlinin. 
Hospital (Mnphattan). New York City. „ , « , .. 

Central IslSp State Hospital, Central Isllp, New York; Wiiversltj 
Hospltnl, Vetcrmis Admin. Hospltnl, (Mnnhiittan), New York 

Mem’lpwhrook Hospltnl, Hempstend. N. Y'.; University Hospital, 
Veter.'ins .idtnln. Hosidlnl. (Mnnhnttan) New Y ork City. 

71. Bcekman-Downtown Hospital. Oonvemor Hospltnl. Manhattan 
.s'tnie Uosidtiil. University Hospltnl, New York City, l.nston 
Hnsiillnl, Knstoii, Va. 

St, Vtneenfs Hospital. New York Cits. 

Mount Smnl Hospltnl, New Y’ork City. 

*77 Bellevtie-Unlvcr-ity Hospltnl (NYU). New York Cits'. 

; 7 s' Bellevue Hospltnl (NYVj), New York City llchuldlltatloii Institute, 

•MO, Hcnrv*rord*HiHpltaU Detroit; Children’s Neiishore 

Innttc City, N. .1.; Kessler Institute for Rehahllllatlon, Y\c t 
(Itnnee; NY .1.; uiinlmrst General Elmhurst N.Y.; 

Beekman-Downtown Hospltnl, Helles'ue .Medicnl Center, Gold- 

Hospltnl, West Haver^ttaw, N. Y. 

lio:{; ln : vork city. 

-o' ‘MemorInA'l'^''& tor Cancer -YUted 

■ ■ ■ r spltnl. N'esv York City. 

HocSr County Hospltnl. Bochester Slnte Hospltnl. Boehcstcr. 
If Y<uk S^ate'rsyW^ InsUtulc, New York City. Strong 

llochest^Psuite Hospital. Rochester. N. V. 


2fi'. 

2 (.s. 


27U 


27S 




2*? 


29U 


of>2. 

W. 

2r«. 

2 ^KJ. 

30(). 


i* 

Marwa- c " noeidUd. .Tersey City. N. d-: I- 


.enolr 


Mnrpa 

Count; 

.Stnte 


N. C. 
C. 


301, 


SOI. 

300. 

S07. 


m veterans A'dudn Hospltal. Cmenmai*. 
‘o/us nhll/lrpri’s Hosni' ' 


SOP. Ghildren’.s Hosn! 
31P. Christ Hospital, 
hi. ClncJnnntl Genci 


,)ltnl, Oincinnntl. 


?1|- ve'fcrnns Adnnn. Hospital, Clevelwod 


320. 

327. 

328. 

329. 

330. 

331. 

332. 

333. 

3.31. 

33.',. 

.330. 

337. 


North Cnrojuin Uiili.>P> >-^ Hosp^ltn . ^ _ Charioffo Me- 

YYnnn Springs ' V G • Lincoln Ho.spltal, North 

moihrl UospUnl. (t^,i \vutts Hpsidtnl. Durham, N. C, 

. Oric'«ns,’Ln.; Watts Ho.spltnl. Durham. 

302 . YVIWims Admin. H^pUal; Hospttnl, Durham. N. C.: 

North Cl. ' . ■ . . ■ ' ■■ ck Jfountnin, N. k. 

YVesterii ^ ; ■ ’ . jj, C. „ 

City Mei ■ . ston-Snlcm, N. O. 

Grnylyn ' 

Clilldroii' 


317. 

S18. 

319. 

,320. 

321. 

322. 
823. 

324. 

325. 


•ecksvlllo, umo, iUl-iiu, . 

■ 'oimty 1’B. Hospltnl, Umemnu- 
. jinmbus Receiving Hospital for 


vital. Sun 
Vnlv Tslty 

Columhus nhio. 

Children’s ■ . . Ohio. 

pltnl, Oklahoma City. 


.304. 

805. 

300. 

307. 

308. 

309. 
379, 
371. 
.372. 
373. 
.374. 
37.3. 
.370. 
377. 
376. 

.379. 

.360. 

381. 

382. 

383. 


384. 

38.7. 

380. 

387. 

.388. 

389. 
.390. 

391. 

392. 

393. 

394. 

.39.7. 

390. 


307, 

898. 

399. 

400. 

401. 

402. 

403. 

404. 
40.7. 
400 . 




Mercy Hospltnl, Oklahoma City. 

Wesley Hospital, Oklahoma City. 

Central State Hospltnl, Normaa, Okla.; Mercy Sosnltal, YelernD^ 
Admin Hospltnl, Oklahoma City. 

Y’’etcrans Admin. Hospital, Oklahoma City. 

St. Anthony Hospltnl, Oklahoma City. 

St. .Tohn'.s Hospital, Tulsa, Okla. 

University of Oklahoma Hospitals, Oklahoma City 
University ol Oklahoma Hospitals, YVesley Hospitals, Oklahoma 
City. 

Veteran-s Admin. Hospital, Portland, Ore. 

Children's Orthopedic Hospital, Seattle. 

NorrI.stown State Hospital, Norristown, Pa. 

Knsteni Pennsylvania Psych. Institute Marriage Council of Phil 
adclphln, St Christopher's Hospital for Children, 'Temple Univer¬ 
sity Hospital, 'The Institute oi the Pennsylvania Hospital, tlnh- 
ot Pennsylvania Hospital (Functional Disease ClmicK Y'clerans 
Admin. Hospital, Veterans Admin. Hospital YIental Hygiene Gila- 
Id, YYllls J5yc Hospltnl, Philadelphia. 

3.38. Enstern Pennsylvania Psychiatric Institute, Philadelphia. 

339. .Teficrson Hospital, Municipal Hospital, Phiiadclphin. 

3t0. Philadelphia Gencrnl Hospital, Phllndelphin, 

.311. Philadelphia Psychiatric Hospital. Philadelphia. 

3t2. St. Christopher's Hospltnl lor Crippled Children, Philadelphia. 

313. .Shrlners Hospltnl tor Crippled Children, Philadelphia 

314. Graduate Hospltnl of the Univ. of Pennsylvania, PhiladeWia. 

St.7. Alfred f. du Pont Institute of the Nemours Foundation, YVilming. 

.till. AXvhcny Gcn'i Hospital, Pittsliur'rh Medical Center, Pittshargh 
317. Plttslnirgh Medical Center, Pittshnrgh, 

346. YVcslcm Psychiatric Institute. Pittsburgh. , 

319 . iMlcghcny General Hospital, Children's Hospital, Pittsburgh. 

3'Si. Children’s Medical Center, Boston. „ , t, „ „ 

371. Boston City Hospital, Massachusetts Memorial Hospital, Boston. 
3.72, .lohn Gaston Hospital, Memphis. Tcnn. 

3:3, Imhey Clinic, Boston, .lohn Gaston Hospltnl, Memphis, Tcnn. 

3'd! Nashville General Hospital, Nashville, Tcnn. 

.355. Baylor University Hospital, Children’s Jledical Center, Dallas, 

3:T«. CliUdVen's Medicnl Center, Gaston Hospital, Parkland Memorial 

377. CWldrcu''s^Mcdf^^^^ Parkland Jleraoriid Hospital, Dallas, 

g- §.'’fflAor&5f.ri.4 

T..O, M«« 

«11. Boipiw. Trai Ct»tea'< BPB.lt.1. HUM, 

H: S^'^Hm’l^&twESauU^ San Antonio, 

.Sufumke County General Hospital, Salt Lake City. 

Ho^y Ctos*'^ Hospital, Salt Lake City. 

Boston Lying-In Hospital, Boston. 

§‘;Sr&Sf?A« 

Y'eternns Admin. . Richmond. Va. 

Jledieal College of • _ 

Children’s Orthoped 

S/on^Gc^crTl Hospital. St. Mmy’s Hospital, Madfson. IVls, 

IlSs 

Sr?ke”eS't'? 'gSt Sial, Milwaukee County Dlspeasary. 
^lliwaukec'Children's Hospital. Milwaukee County General Has- 

■rwrltorild Hospital, Kaoeohm Hawaii. 

cago: Y'eterans Ad _ ■ . . -cq. . New- 

Stanford Umversi*. ■ ■ s -w Haven, Coon., yw 

Graec-Ncvf Haven ■ . . Children, Ncwlagm 

Ington Home anc . ■ ,imry, Conn. 

ConTJ.i So\'ktl^l>v\^v ,, 

.Tuckson SIcmorial 

Duke Hospital, Durham, Nashville, Tcnn. 

Vanderbilt University 

City of 3lempbis Hospl ^ Children. 

Hospital, Chicago. 
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APPRO\^D RESroENCY TRAINING PROGRAMS 

Number of Institutions, 1,276, Number of Programs, 5,367 
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Name Location 

Blrirlnphim Baptist Xlo^^pltal *. Blrmlnplnm, Ala 

Carraway Melljc^l'^t Hospital *. Blrmlncham, Ala. 

Children’*- . Birmingham, Ala 

Crippled Blrmlnphnm. Ala 

VnUer'lt ' ' ■ Birmingham, AH 

Veterans Admin Hospital. Blrmlnchani, AH 


Llord Noland Hospital ♦. Kalrfleld, Ala 

U S Air Force Hospital.Mnwtll Air Force Base, AH 

Mobile Count^ HctspUil *...Mobile Ala 

Veterans Admin Hospital.Tuskc;;ce, Ala 

Good Samaritan Hospltil * . PhoenH, Arl? 

Maricopa Countj General Hn^pltal ♦. Phoenix, Arlz 

St Joseph’s Hospital ♦.Phoenlt, Ari? 

St Marv'«! Hospital and Sanatorium *. Tucson. Arlz 

Tuc''On Medical Center ♦. Tucson, .\rl7 

\rkansas Baptist Hospital ♦ . Little Itoik, Ark 

.Arkansas Children’s Hospital. Little Rock, Ark 

St Mncent Inflnmrj *.... Little Rock. Ark 

inlrersity Hospital * .. Little Rock. .Vrk 


Veterans Admin Hospital. 

Vtle-ans Admin Hospital. 

St Michael’s HoNpHal . 

Acne^Ts Stale Hospital. 

Gtneral Hi <pllal of Riverside Countv ♦. 

Kem Count' General Hospital. 

Herrick MenorHl Hospp.ii ♦. 

State of California. 

St Joseph Hospital. 

Car aiillo Stale Hr«plinl. 

Conptop Sanitarium . 

City of Hope McdUal Center. 

C. S Armv Hrspltnl.. 

San Joaquin Gintral Hospital ♦. 

General Hospital of Frespo Countv . 
Glendale SanlHrlum and llrspllal *... 

Napa Stale Hospital. 

SenppsClink A Research Foundation,, 
I/>na Llndi Sanitarium and Hospital * 
Mary’s Iion,r Ikaih Hospital . 

Seaside Memorial Ho-spltnl * . 

^etenns Admin Hospital . 


.. , . Little Rock. -\rk 
Nnrtli Little Rock. .\rk 
.. . Tcvirkani Ark 

.Apnc". Calif 

... .Vrllncton, Calif 
,... Rakersflcld. CiUf 
.... Berkelcv. Calif 
.. . . Berkeley, Calif 

.. . Burbink Calif 

. . Camariliti, fHlif 

.. Compton (Hllf 
..,, Du.irte, Calif 

Ford Ord. Calif 
French Camp. Calif 
,. Frc^no, Calif 

, , . Glendale, Calif 
, ImoH. Calif 

La Jolla. Calif 
Loma Linda Calif 
Ixins Beach. Cahf 
Long Beach Calif 
Long Heich. Calif 


Barlow Sanatorium. , Los Angeles 

California Babies' and Children's Ilcspltal . Los Angeles 

California Hospital . . . Los Angeles 

Cedars of I/:bar.on Hospital * . I/is Angeles 

Children’s Hospital ♦. Ixis Angeles 

Hfr«piUl of the Good Samaritan * . Los .\ngelea 

Kaiser Foundation Hcspital. Los Angeles 

Lo« Angeles Count) Hospital *. Lo> .\ngele^ 

Los Angeles Eye .and Ear Hospital. Los Angele> 

Mount Sinai Hnspllal. Lob Angeles 

Orthopedic Hospital. . Los Angeles 

Presbjierlan Ilospltal-Olmstcd Memorial ♦... . • Los Angeles 

Queen of Angels Hospital ♦. . Los .Vogele** 

'‘t Vlnctrnt's Hospital ♦ . Los Angeles 

?-nta Fe Coast Lints Ilospll.al ♦ . .. . . Los Angeles 

*^hrlncrs Hosplt.a! for Crippled Clilldrcn . . Las Angeles 

LnkersU) of Califcnil.a Hosplt.al ★. . Los \ngcles 

Veterans Admin Ik-nltal*. . . Lo> .VngeUs 


Mhite ^lemorlal Hosiilt.al ♦ 


Los Angeles 


Contra Cos^i. Count) Hfspital ... 'Martinez Calif 

I'tanlslaus Count) Hosplt.al. , . 'Modesto Calif 

Bret Harte .'Sanatorium. ^lurphys. f allf 

Metropolitan Slate Hrspital. .. . Norwalk C.inf 

Oilldren's Hrsplta! of Hit East Ra) . . Oakland < allf 

Hkliland-Alamcda Count) Hospital ♦ Oakland < alif 

Kaker Foundation HospJI.al ♦ ... . Oakland, ( .alif 

Mirutl Merritt Hospital. Oakland. Calif 

B S Naval Hospital ♦. •• Oakland Cahf 


Jrierans Admin Hospital... .... • Oakland 

J^r-ng. Count' G n'ral Hospital * . Orange. 

jGcrans Admin Hospital. Palo Alto, 

^ollls I* and Houard Huntington Memorial Hosp * Pasadena, 

latton State Hospital. P.atlon, 

Baclflc State Hosplt.al. . . .. Pomona, 

Hospital. Redwood CIt), 

^aeramento Conn!) Hospital . Sacramento, 

J^utterComraunlt) Hospital . .. Sacramento, 

Monterey Count) Hospital. ... Salinas, 

Jan Bernardino County Charity Hospital . . San Bernardino, 

Bonald N. Sharp Memorial Hospital. San Diego. 

Mere) Hospital ★... San Diego. 


r.ahf 

Calif 

Calif 

(alif 

Calif 

Calif 

Calif 

Calif 

Calif 

Calif 

Calif 

Cahf. 

Cahf 


Approved Residencies 

Path , Rad 

Gen'I Pnact, Int Med , Obst , Path , Surg , Urol. 

Ptd . Psych 
Nciir, Ortho Surg 

Ancs , Derm , Int Med , Neur , Neuro Surg , Ob-Gyn., Ophth., Ortho. 

Surg , Otol, Patli, Ped . Psych , Rad , Surg , Thor. Surg , TTrol. 

Inl. Med , Neur., Ophth , Ortlio Surg , Otol., Path., Psych , Rad , Surg., 
brol 

Anes . Derm , Int Med , Ob -Gyn , Ortho Surg , Path , Fed , Surg. 

Gen'I Prnct 

Inl. Mod , Ortho Surg , Path , Ped , Surg 
Int Metl. Ophth , Psych , Surg 
Gen'I Pract., Ob -G)n , Path , Surg 

Gen'I Pract . Int Med , Ob -Gyn , Path , Ped , Pul Dis , Surg 

Inl Med . Ob -Cyn , Path , Ped , Surg 

Gen'I Pract , Int Med , Surg 

hit Med , Surg 

Ophth . Path . Surg 

Ortho Surg 

.\nes 

.\ncN , Gen'I Pract . Int Med , Oh -Gvn , Path , Ped., Psych., Rad , Surg, 
Urol 

Int Med . Path . Surg 
Path , psych 
Gen’I Pract 
Ps) ch 

Gen'I Pract. Int Med , Surg 

Gen'I Pract , Int Med , Ob -Gvn , Path , Ped , Rad., Surg., Urol. 

Int Med . Ob -G) n , Path , Psych , Surg 

Pub Health “ 

Path 
Pa) fl) 

P-')rh 

Int Med . Path , Pul Dls , Thor Surg 
Pub Health 

Int Med . Ob •G)n , Path , Ped , Rad , Surg. 

Inl Med , Ob -Gyn , Ophth , Ped , Surg 

Int Mtd . Ob -(»)n , Path , Surg 

r-)ch 

Int Med 

.\ncs . Path 

Gen Pract, Path 

Int Med , Obst. P.atb , Ped , Rad , Surg 

Allergy, Card Dis , Derm , Gastro , Int Med , Neur, Neuro Surg, 
Ophth , Ortho Sirg , Path , P\'ch , Rad , Surg , Lrol 
Pul Dls 
I»ed 

Ob G)n , Path . Surg. 

lot Med . Ob -Gyn , Path , Ped , Rad , Surg 

Ortlio Surg , Path , Ped 

Int Med . Ob -G'n , Path . Rad , Surg 

Ob .(Jyn , Crol 

.\ne'‘ Derm , Int 'Med , Neuro Surg , Ob -Gyn , Ophth , Ortho Surg , 
Otol, Path , Ped , Ph)s "Med , Psych , Pul Dls , Rad , Surg , Urol 
Ophth Otol 
Path , Psych 
Ortho Surg 

Inl Med , Ob -G)D . Surg , Urol 

Inl Med , Ob -Gyn , Path , Ped , Rad , Surg 

Inl Med Path , S'urg 

Surg 

Ortlio Surg 

\nes Derm , Inl Med , Neur , Neuro Surg , Ob -Cyn , Ophth , Ortho 
surg Otol, Patli, Ped Allergy. Ped , Plas Surg , Psych , Rad , Surg , 
I rol 

Anes Card Dls . Derm , Gastro . Int Med , Neur , Neuro Surg , Ophth 
Ortho Surg , Otol , Path , Phy 3Ied , Plas Surg . Psych , Rad , Surg., 
Thor Surg . Urol 

.\nc 3 Derm . Int Med . Neur . Neuro Surg . Ob -Gyn , Ophth , Orth 
Surg Otol Path , Ped , Phy» Med . Proct , Rad , Surg , Urol 
Gen'I Prart 
Gen I Pract 
Pul Dis 
P s) t h 

Ortho Surg , Ped 

.\nes , Inl Med . Ob -G)n Ophth . Ortho Surg , Path , Ped , Rad , Surg , 
mor surg. Urol 

Gen I Pract Int Med Ob -G)n . Path , Ped . Surg 
Vne** Ortho Surg , Path , Surg 

.Vnej. Gen'I Pract , Int Med , Ob -Gyn . Ophth , Ortho Surg , Otol, 
Path Ped . Psych , Bad , Surg, Urol 
Int med . Neur . P<ilh , Ph)s Med , Surg 
Int Med 
P5>F<’B 

Int 'Med . Neuro Surg . Path , Plas Surg . Surg 

Pb) ch 

Ps)ch 

Patli 

Gen I Pract , Path 
Rad 

Gen'I Pract 

Int Med . Path , Surg 

Path 

Int Med . Ob -Gyn , Path , Surg __ 


Indicates hospitals approved for training Interns 
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Nnmc Location 

San DIcro County General HospUnl *. San DIcro, Calif. 

U. S. Naval Hospital *. San DIcro, Calif. 

Children's HospUnl ★. San Francisco 

FrnnUltn Hospllal *. San FrnncLsco 

French Hospital *. San Francisco 

Ucndquarleia Gth V. S. Army...... San Franc sea 

Kaiser Foundation Hospital *...San Francisco 

LatiRlcy Fortcr Ncnropsyehlntrlc Institute.. San Francisco 

Lcttcrinan Array Hospital *..... San Francisco 

Mnry’.s Help Hospital *.San Francisco 

Stount Zion Hospital *....... • San J rnncjsco 

St, Frauds Memorial Hospital. San Francisco 

St. Joseph's Ho-ipltnl ... Sflt* 

St. Mary's Hospital *... f’tt' franclseo 

San Francisco Hospital * „ 

Stanfonl Unlver.slty Service. San Francisco 


Unlvcr.slty of California Service. 




Southern Pnclllc General Hospital *. 

Stanfonl Unlver.sity Hospital *. 

. San Francisco 

1’. S. Public Health Service Hospital * . 

. San Francisco 

I?nlvcr 5 ily oi tniuonuft iiospnn* ... • * 




S.anta Clara County Hospital .. 

.... Jose. Calif. 

. San Jose, Calif. 

.... San Leandro, Calif. 

Fnlrnioiji jlo.spitai or Ainmciin .. • •. i 

romnuirilty IIo^plUl of Sfin Mntco County..* 

. San Mateo. Calif. 

.. . Sail Pablo, Calif. 

Ilrookslde Hospital-. 

_.Santa Itnrlmra, Calif. 

Santa Rnrbarn Gollngq iiospuni -.. 

_Santa Harlmra, Calif. 

tfCnoiiii iioapuui.. 

-. *.. Santa Monica, Callt. 

St. John's Hospital • • • • .. 

.Santa Uosa, Cnlli. 

Stockton Slate Hospital.. Talmadge, Calif. 

Mendocino Stale lloapltaK. _ Torrance, Calif. 

iinrnor lioncMJ .. 

.Tulare, Cnllf. 

Kaiser Foundation Hospital. • • • • .. 

{(^llfornla RehahHttatlon Cenlerl 

General Ho.spllal ^ eniurn tountj. 

.Ventura, Cnllf. 

Glocknet-l’enrose Hospital .. 

St, Francis Hospllal. 

!.. Colorado Springs, Colo. 

.Denver 

GhlUtrcn’s Hospital . . 

FlUslmons /Vrmy Hospital . 

. Denver 

. Denver 

■ ’' Denver 

. Denver 

. Denver 

.. Denver 

General Rose Memorial Hospital *. 

Mercy Hospital ;.;;; ] 

Vntlon.il Jeulsli nosptUil*• 

Porter Sanitarium and Ho.spltal *. 

I’reslivterlan Ho.spltat *. 

Kt. Joseph's Hospitnl ^. 

?/,;,Fc.!ii;yo?CoIoJndoM^l^^ 

Colorado General Hospllal . 

... Denver 


... Denver 

Colornuo - ^ j 

Denver General Hospital . 

... Denver 

Veterans Admin. Hospllal. 

Weld County Hospital * .. . 

-. Greeley, Colo. 
I'uchlo, Colo. 

Colorado State . 

St. Mary-Corwln Hospital * . . 

■ .. Bridgeport, Conn. 

Hrldgcporl Hospital . . 

St. Vincent’s Ilo.spltal *. . 

iintihurv Hospital .. 

- . Danbury, Conn. 

■ ■ ‘' Grecnwlcli, Conn. 

Greenwich Hospital *....I nruor . ~ 

'“■““'i.f.' iKilSvi :.“S'S™: ™n. 

. ,:’■■■• . MWdleloww» Conn. 

, ... ■ 1: ..— Middletown, Conn. 

.. ... , ■ .■ • . New Britain, Conn. 

V "... . I.' ■ .. Canaan, Conn. 

; . ; 1 munlty Hospital *. 


Now Haven, Conn. 

Hospital of St. Raplmel * . 

Now Haven, Conn, 

Yale University Dept, oi i ... ^ Newington, 

sss KSj 

rawr^e“ncTa“;d Memorial Hospitals ^.. .. . 


Falrtleld State Hosj)ltnl... 

Norwalk Hospital ^ . 

* NorwalK, V/U«»». 

Norwicii . —--—-- 


Ophth., Ortho. Siirg., Old., 


Approved Residencies 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped„ Pul. Dls., Rad., Sure., 
Hrol. 

Allergy, Ancs., Card. Dls., Derm., Gen’l Pract., Int. Med., Ob.-Qjn., 
Ophth., Otol., Path., Pcd., Bad., Surg., Thor. Surg., Hrol. 

Int. Med., Ob.-Gyn., Ortho. Surg., Otol., Ped., Rad. 

Int. Mod., Ortho. Surg., Path., Plas. Surg., Urol. 

Int. Med., Path., Surg. 

Pub. Health 

AllerRy, Ancs., Int. aied., Ob.-Gyn., Path., Ped., Psych., Surg. 

Anc.s., Card. Dls., Derm., Gastro., Int, Med., Neur., Ob.-Gyn., Ophth,, 
Ortho. Surg., Path., Ped., Phys. Med., Psych., Rad., Surg., Thor. Surg., 
Urol. 

Int. Med., Ob.-Gyn,, Surg. 

Ancs., Int. Med., Path., Ped., Psych., Rad.-, Surg. 

Ancs., Ob.-Gyn., Path., Plas. Surg., Rad. 

Ancs., Int. Med., Ob.-Gyn., Ortbo. Surg,, Surg. 

Int. Med., Ob.-Gyn., Path. Pcd., Surg. ^ ^ c 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Psych., Rad., Surg. 

Anc.s., Int. Med., Ob.-Gyn., Ortho. Surg., Otol., Path., Ped., Pul. Dls., 

Int!''Mc£?'^Ot).Syn.. Ortho. Surg., Otol., Path., Ped., Pul. Dls., Rad., 
Surg.. Urol. 

Ortho. Surg. 

Int. Med., Surg., Urol. 

Ancs., Derm., Int. Med., Neur., Ob.-Gyn., 

Path., Peri., Psych., Rad., Surg., Urol, 
tnl. Med., Ophth., Ortho. Surg., Surg, • , , „ „ 

Ancs Card. Dls,, Derm., Gastro., Int. Med., Neur., Aeuro. Surg,, 
Ob.-Gyn., Ophth., Ortho. Surg,, Otol., Path., Ped. Allergy, Ped., Phy. 

InLMcd”,“Neifr%phth.!'Ortho. Surg., Otol., Path., Rad.. Surg., Urol. 

aS‘<^:. Int. Med., Ob.-Gyn., Path., Ped., Put. Dls., Rad., Surg., Urol. 

P«1 Dls 

Int. Mcd., Ob.-Gyn., Patli., Pcd., Surg. 

Path. 

Int. Med.. Path., Surg. 

Gcn’l Pract.. Surg. 

Ob.-Gyn., Path., Pcd., Surg. 

Gcn’l Pract. 

Int. .Med., Psych. 

Pul. Dls. 

Psych. 

FnCJIcd., Ob.-Gyn., Ophth., Ortho. Surg., Otol.. Path., Fed.. Rad., Surg., 
Thor. Surg., Urol. 

Oen’I Pract. 

Pliy. Med. 

Gcn’l Pract. 

Gcn’l Pract. 

Gen’l Pract., Path., Rad. 

OrUio. Surg., Path., Ped., Stirg. ob-Gyn., Ophth., Ortho. Surg., 

Path., liad. 

Int. Med,, Path. 

Pul. Dls., Thor. Surg. 

Fnt! Med., Ob.-Gyn., Path., Rad., Surg. 

Gcn'i Pract., Ir.t. Med.. Ob.-Gyn., Path., Rad.. Surg. 

Int. Med., Path., Rad., Surg. 

Rod., Surg., Urol. 

Fn't''Mcd..Pnth.,Psya., Surg. 

SIS'. Kwv>!s%r' 

Int. Med., Obst., Path , Rad.. Surg. 

ISsmS'-ss" 

Int. Med., Surg. 

AnS’lnt. Med.. Ob.-Gyn.. Path,, Ped., Surg. 

Path. 

Psych. 

Fn“t. Med., Ob.-Gyn.. Path., surg. Ophth.. Ortbo. 

Surg., 

Occ. Med. 

rul. Dls., Thor. surg. 

?„fMed“,P«th..S««- 
Int. Med!. Ob.-Gyn., Surg. 

OK-Gyn., Path., Surg. 

Psych. 
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Xante Location 

Xornifh State Tuberculosis Sanatorium.. Norwich, Conn. 

Slate of ('onncctlcul Vet. Home Hospital.Uocky IIUI, Conn. 

Lvurcl Helcbts Hospital. Shelton, Conn. 

Stamfonl HospU.al *. Stamford, Conn. 

Ojarlottc Huncerford HospUal. Torrlncton, Conn. 

St.Mary's Hospital . Wntcrhiin’» Conn. 

Waterlmry Hospital *. Waterbury, Conn. 

Veterans .Wmln. HospU.il. West Haven, (*oim. 

Stale of Helanare.....Hover, Del. 

Delaware State Hospital. Knrnlmrst, Del. 

Alfred 1. duVont Iii'^tltutc of Nemours Vmmdatlnn.... Wllmlncton, Del. 

Delaware Hospital ♦. WUmlncton, Del. 

Memorial Hospital * . WUmlncton, Del. 

WUmlncton Rcnernl Hospital *. WUmlncton, Del. 

Armed Forces Institute of Palholocy...Washliictan, 1>. C. 

Array Medical Center *. Wnshlnctou, 1). C. 

{Walter Heed Army Hospital) 

Oilldrcn’s Hospital.. Wnslilncton, H. C. 

Columbia Hosjjiial for Women and Lylnc-ln Asylum. Waahlucton, I>. C. 
District of ColumMa (Jcncral Ilosjilt.al ♦... Wn.shlncton, H. C. 

Doctor's Hospital *... Wa.shlncton, I). C. 

Eastern Dispensary and Casualty Hospital. Wnslilncton, D. C. 

Freedmen's Hospital .. Washlncton, D. C. 

Georcelown VnlvcrsUy Hospital *. Washlncton, D. C. 

(leorce W'ashlnclon University Hospital * . Washlncton, D. C. 

Frovldenie Hospital * . Washlncton, D. C. 

St. EUzahelhs Hospital *.....Washlncton, D. C. 

Sibley Memorial Hospital ♦.Washlncton, D. C. 

Tuberculosis Sanatorium (Clcndalc, Md.).Washlncton. I). C. 

Veterans Admin. Hospital. Washlncton. D. C. 

Washlncton HospUal Center *. W.ashlncton, D. C, 

Veterans .\dmln. HospUal. Coral (lahles, Fla 

Halifax District Hospital... Daytona Heach, Fla. 

Baptist .Memorial Hospital *. Jacksonville, Fla. 

Duval Medical Center * . JacksonvlUc, Fla. 

Hope Haven HospUal. Jacksonville, Fla. 

Ulrerslde Hospital. Jacksonville. Fla. 

St. Luke's HospU.al *. JncksonvlUe, Fla. 

.St. Vincent Ho.spltal * . Jack.sonrJlIe, Fla. 

State of Florida. Jacksonville, Fla. 

i'outheast Florida Tuhvrnilosls Hospital. Lantann, Fla. 

Jackson Memorial Hospital ♦. Miami, Fla. 

Variety Children's Hospital..... Miami, Flu. 

Mount Sinai Hospital of (ircatcr Miami *. .Miami Hcach, Flu. 

St. Francis Hospital * . Miami Beach, Fla. 

Ora&ce Memorial Hospital *. Orlando, Fla. 

Baptist Hospital . Fcnsacola. Fla, 

Sacred Heart Hospital ♦. Fcnsacola, Fla. 

U. S. Navy School of Aviation Medicine. Fcnsacola, Fla. 

American Leclon Hospital for Crippled Chlidren.. St, Pclcraburc, Fla. 

Mound Park HospUal *...... St. Petershure, Fla. 

Tampa General Hospital ♦. Tampa, Fla. 

Crawford W. Lone Memorial Hospital * . .Ulanla, Ca. 

Georcla Baptist Ho.sphul ★. Atlanta, Ga. 

Grady Memorial Hospital * . ,\(lanta, Ga. 

Henrietta Ecleston Hospital for Chlidren. Atlanta, Ga. 

Piedmont HospU,al ♦. Atlanta, Ga. 

St. Joseph's Infirmary ■*. Atlanta, Ga. 

.Slate of Georcla. Atlanta, Ga. 

Veterans Admin. Hospital ★.Atlanta, Ga. 

Eiicene Talmadce Memorial HospUul *. Aujiusta, Ga. 

University Hospital *. .Vucusla, Ga. 

Veterans Admin. Hospital. Aucusta, Ga. 

p«e Jfedlcal Center * . Columbus, Ga. 

Scottish Rite HospUal for Crippled t'hlldren. Decatur, Ga. 

Emory UnUersUy HospUal *. Emory University, Ga. 

U. S. Army Hospital. Fort Bennlnc, Ga. 

Trl-County HospUal..... Fort Oclethorpc, Ga. 

-Macon HosiiUal * . JIacon, Ga. 

Memorial Hosp, of Chatham County *. Savannah, Ga. 

Georcla Warm Sprincs Foundation. Warm Sprlncs, Ga. 

MacNeal Memorial HospUal * . Berwyn, Ill. 

Alexlan Brothers HospUal.Chlcaco 

American Hospital *. Chicago 

Aucustana Hospital * . Chicago 

Chicaco Eye, Ear, Nose and Throat Hosjdial. Chicago 

Chicago Maternity Center. Chicago 

Chicago Slate HospUal. Chicago 

thlcago Stale Tuberculosis Sanitarium. Chicago 

Chicago Wesley Memorhal Hospital . Cblc.'igo 

Children's Memorial Hospital. Chicago 

f’tf,* m_.. ... .. __ , _ /-.I.!_ 


... x/cjn. tji tYWiiarc xiujuc. . ... 

CUy of Chicago Municipal Tuberculosis Sanatorium. Chicago 

Columbus Hospital *. Chicago 

Cook County Hospital ♦... Chicago 

Edgewater HospUal * .Chicago 

Englewood Hospital *. Chicago 

Frank Cunneo Memorial HospUal. Chicago 

Grant HospUal *. Chicago 

Henrolln HospUal . Chicago 


Approved Residencies 

Pul. Dls., Thor. Surg. 

Phy. Med. 

Pul. Dls. 

Patli., Surg. 

Gen'l Pract. 

Aries., Int. Sled., Path., Rad., Surg. 

Int. Med., Path., Fed., Rad., Surg., Urol. 

r«ril. IM.s., Gaslro., Int. Med., Neur., Path., Psi’ch., Pul. Dls., Rad., Sure., 
Urol. 

Pub. Health. 

P.syrh. 

Ortlio. Surg. 

Int. Med., Oh.-Gyn., Path., Ped.. Rad., Surg., Urol. 

Int. Med., Path., Surg. 

Gcn'l ITact., Int. Med., Ob.-Gyn., Path. 

Palh- 

AUergy, Anes., Card. Dls., Derm., Gastro., Int. Med., Neur., Neuro. Surg., 
Oh.-Gyn., Ophth., Ortho. Surg., Olol., Path., Fed., Phys. Med., Psych,, 
Rad., Surg., Thor. Surg., Urol. 

Neuro. Surg-, Path., Ped. Allergy, Ped., Psych., Surg. 

Oh.-Gyn. 

Ant*:*., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
P.nlh., Ped., Phys. Med., Psych., Pul. Dls., Surg., Urol. 

Ob.-G.vn., Path., Rad., Surg. 

(tcn'l Pract., Surg. 

t'ard. Dls., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Fed., Psych., Pul. 
Dls., Rad., Surg., Urol. 

Anes., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Path., Ped.. 

Phys. Med-. Psych., Rad., Surg., Urol. 

Ancs., Card. Dls., Int. .Med., Neur., Neuro. Surg., Ob.-Gyn., Path., Phys. 

Med.. Plas. Surg., Psych., Pul. Dls., Rad., Surg., Thor. Surg. 

Anes.. Int. Med., Ob.-Gyn., Path., Surg. 
l*sych- 

Oi*.-Gyn., Path., Surg, 

Pul- Ills. 

Ini. Mod-, Neur., Ophth., Path., Rad., Surg., Urol. 

Anes-, Int. Med., Ob.-Gyn., Ophth.. Ortho. Surg., Otol., Path., Rad., 
Surg. 

Int. Med., Path., Phy. Med., Surg. 

Gen'l Pract. 

Gen'l Pract., Path. 

Int. Med.. Ob.-Gyn., Path., Ped., Psych., Surg., Urol. 

Ortho. Surg. 

Int. Med., Surg. 

Gen'l Pract., Int. Med., Ob.-Gyn., Surg. 

Gen'l Pract., Int. Med., Oh.-Gyn., Path., Ped., Surg., Urol. 

Pub. Ileallh 
Pul. DU. 

Anes., Card. Dls., Dorm., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. 

Surg., Otol., Path., Peel., Psych., Rad., Surg., Urol. 

Ortho. Surg., Ped. 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Surg. 

Id!. Med., Ob.-Gyn., Ortho. Surg., Path., Surg., Urol. 

Gen'l Pract., Path. 

Gcn'l Pract. 

Avl.at. Jled. 

Ortho. Surg 

Gen'l Pract., Ob.-Gyn., Surg. 

Int. Med.. Ob.-Gyn., Ortho. Surg.. Otol., Surg. 

In. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Int. Med., Ob.-Gyn,, Ortho. Surg., Path., Fed., Surg. 

Gcn'l Pract., Int. Med., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Sui^., 
Otol., Path., Ped., Psych., Rad., Surg., Urol. 

Ped. 

Int. Med., Ob.-Gyn., Rad., Surg. 

Card. DU., Int. Med., Ob.-Gyn., Path., Ped., Surg., Urol. 

Pub. Health 

Int. Med., Ophth., Path., Rad., Surg., Urol. 

Anc.s., Iiit.^Med., Ob.-Gyn., Ophth., Ortho. Surg., Ped., Psych., Rad., 
Surg., Thor. Surg., Urol. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path...Ped., Psych., Rad., 
Surg., Uiol. 

Int. Med., Psych., Rad., Surg. 

(Jen'i Pract. 

Ortho. Surg. 

Anes.. Card. DU., Int. Med., Neuro. Surg., Ortho, Surg,, Path., Phys. 

Med., Rad., Surg., Thor. Surg. 

Surg. 

Gen’l Tract. 

Gen’l Pract., Ob.-Gyn., Surg. 

Anes.. Int. Med., Ob.-Gyn., Path., Surg., Urol. 

Phys. Med, 
tleu’l Tract., Surg. 

Path. 

Path., Surg, 

int. Med., Obst., Path., Rad.. Surg. 

Ophth. 

Obst. 

Psych. 

Pulm. Dls., Thor. Surg. 

Anes., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
Otol., Path., Psych., Rad., Surg., Urol. 

Card. Dls., Ortho. Surg., Path., Fed., Rad., Surg., Thor. Surg. 

Phy. Med. 

Pul. DU., Thor. Surg. 

Int. Med., Rad. 

Con. Dls., Derm., Gastro., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. 

Surg, Otol., Path., Ped., Psych., Pul. DU-, Rad., Surg., Urol. 

Path. 

Obst.. Path., Surg. 

Ob.-Gyn* 

GenT Pract., Int. Med., Ob.-Gyn., Path., Surg. 

Surg. 


♦ Indicates ho^tpltals approved for training Interns. 
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Nnnio » , 

Ua-ipllnl of St, Anthojy-do Pflflun *. _ .... .. Approred Kcaldencles 

lllliin .s Comrnl Ho.splUI *. .. Obs(„ Stirp. 

Eyo and Ear Inflrmarj-.... S!*, M«l., Siirp. 

nilnots MnaouU' IlMpltal *. .. . S Oplitli., Otol. 

clS '"*■ «ad..sur^. 

I-mil.s A. tVcliw Mcmotlai liosidlai.’!. Psych. 

Imthoran I)cnconc.s.a }Io)nc and HfMtilVa?’*.Oen’l Pract. 

.Mercy Hospital *.. . . . O'**!.. Sure. 

•Michael Ucesc Hospltai *.!.... Ncufo-Suts„ Ob.-Gvn.. Path Pod p«,.oi. tj.j o, 

.Chlrapo Allcrsy, Ane.s., Cnror bis, Int Med Ob-fiVn 

7 ";' *.. Zi' 

Pnssavatit Memorial HuspUal *... . ... /'4!i I/'t-Med., Path., Sure. 

.... ■ yAS"‘- 

„ ,, . t.miaKo Ancs., Int .Med.. A'euro. Siirg,, Ob.-Gyn„ Opbth., Otol Path Po,i 

I’pplrieul Hospital * . pMoo..o , P-sycI'-. Had., .Surg., Urol, •’ ' 

Itavcnsumal Ho.spitnl ’*. .Inl. Med., Oh.-Gyn., Ped., Bad., Siirg. 

St. Anne's Hospital *.. .>1’< 1^“ Path.. Surg. 

St, Kllr-ahcth Ilo.Millal * ...9.1"'t-" Eatli., Sure. 

St. Joseplt Hospital . r 1 OI'-'Gyn., Ortho. Surg., Surg. 

St. lAike's tloMilla! *.. •.. 77"‘!!!!!!‘! .r Jleaoo 

St. Mary of XaramU Hospital * . Hilcago (•tm'“p'r^’"/'‘l' f 

Swedish rovciiant Hospital ★.cldcSgo OhV 

n rm tj of rjilrago (llnica *. Chicago Ancs., Derm., Int. .Med., Neur., Xeuro. Surg., Ob.-Gyn., Opbth., Orlbo. 

Vnlvet.slly of Hlltmls .\etirop.sycblalrlc In.slltiilc. (’bicago A'e1ir'^*'\e^lo''’Sure''PavelV 

Lnlverslty of Illinois Itc.se.arch a,„l Kd.ieallonal Ho.spltal . rbirago AlIergV^\ncs. Herm., Int.'Med., Jfeur., Neuro. Surg., Ob.-Oyn., Opbth. 
Veteratis Admin. Ile.se.arrb Hospital. C.Icagp Atm's!!'Ga^M.'; bld.^’Keur;; 

Hec.nlur and M.rcoii ('minty Ho.spltal *. llccatur, til. Oe,,'/ Prnct 

Vcter.sns Admin. Hospital. llowncy. Ill. p.sycb. 

Kvansion Hospital * . Kvntislon, HI. Ancs.,' Inl. Med., Koiiro. Surg., Ob.-Gyn., Opbth., Ortho. Surg., Path., 

tV*»i r'td .;,***' Kvflnston, lU. Int. Med.. Oli.-Oyn,, OrUio. Surg., Talh., Ped., Rad,, Sur^. 

Ijlttle ( onipany of Mary Ho.splta *. Kvergrceti Park, H . ob.-Gyn., Peri., Pad., Stirg. 

Galesliiirg State KescareU Hosplint. Galesburg, Ill. Psyeb 

U. S, Natal nosplUI *, . Great halves. 111. int. Med., Ob.-Gyn., Surg. 

\vtvtnns Admin. Hospital. Hines, HI. Ancs.. berm., Int. Med., Nciir.. Neuro. Surg., Opbtb., Ortho. Surg,, 

, , „ , , , , Otol., Path., Plas. Surg., Psyeb., It,id., Surg., Thor. Surg,, Urol. 

Suburban Cook County Tuberculosis 

Hospltnl-Sai.ltarlum . Hinsdale, 111. Tbor. Surg. 

St. Joseph's Hospital. .Toilet, III. Anes. 

("ommutiliy .Memorial General llo.spUnl. I,aGrniige, 111. Surg. 

.Mmint Vernon St.ite Tuberculosis Sanllurlum.... Mount Vernon, III, Pul. l>l.s. 

Cook ('outity Tuberculo.sl.s Ho.stdial. . Oak forest, III. Pul. flts. 

West Sulmthau Hospital *. Oak Park, HI. Orlbo. .Surg 

Institute of ITiysIcal .Medicine A Ucbnbllltntlon. Peoria, HI. Phys. Med. 

.Methodist llospital of Central tUlnols *. I’eorla, 111. Gcn'l Pract., Path., Surg. 

i'eorla Municipal Tutierculosls Sanitarium. Peoria, HI. Pnl. Ills. 

SI. Prnncls Hospital *. Peoria, HI. int. Med.. Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 

Rockford Memorial Hosidtal *. Rockford, HI. Path. Rad. 

St. Aniboiiy’.s Hos;iltal * . Hoeltford, HI. Ob.-Gyn., Path., Surg. 

Stale of Hllnol.s. .Sprlugfleld, 111. Pub. Health 

Carle Memorial Hospital.Urbana, Hi. Path., Rad. 

North Shore Health Ile.sorl. tVlniietkn, Hi. Psych. 

Clinic Hospital . BlulTlon, Ind. Int. Med., Surg. 

St. Joscplm Ho.spltal *. Pori Wayne, Ind. Path. 

Methodist Itosnital *. Gary, Ind. Gen I Pract., Path. , , , i ,i, 

indlannpolls General Ho.spltal *. IndlaiiniioHs .\ncs.. Card. His., Herni., Gnslro., Int. Med., Neur., Ob.-Gyn., Ophlh., 

inaiannpons Mcncrai iiospuai ^ ^ ^ _ Psych., Rad., Surg.. Urol 

Indiana University Medical Pculer *. Indianapolis An^es. InU Med^.^Ne^^^^^ - 

Metbodlsi Ho'pltnf r.'’.'!'!! i i! I i i.'!!!.'! i!!:! {ndUnapoUs Wpact., Int. Med., Ob.-Gyn., Ortho. Sure., Path., Ped.. Rad., Surg., 

■ei VIocenfs Hosoltal .ImllnnapoUs Carrbls., Int. Med., Ob.-Gjm., Ortho. Surg., PalU.. Ped., Surg. 

Venera us Indianapolis Int. Med., Ncuvo. Surg.. Ortho. Surg., Path,. Psydi.. Rad.. Surg.. Urol, 

St ElVvahet " Uafayottc. Ind. Int. Med.. Ob.-Gyn., Patb,, Surg. , 

Rai“ouai”Hol'!!i?;ti {«:!• 

.Memorial HospUnl *. {"S' 5"}|)' 

South Rend Medical Poundatlon.... ••••■•. le’ Ind' Psveii 

SS: IS fn'ftSfp®- M., 

Mercy'I^dtal .1 Scs MolnS ImvS aScs!, Int. Med., Ortho. Surg., Path., Rad., Surg., Urol. ' 

Veterans Admin. HespUal.. .... .uuo , Psveh 

Mwcy^HolpfS'^^'!!'!"!'!'''.::::::::: '•: '• '• ■- '• ■ ■ ■ • • ■ • ■ E“rm:.'in^M®^Ne«r.. Neuro. surg.. Ob.-Gyn. Opbth., orlbo. 

State Uutverstty of Imva Hos.uUals *. « ^ .,,fihuf.‘Med! ' 

Veterans Admin. Hospital... . 1“.V'^ path.' 

Sh'MMga”et’HXiuVV.\\\\\\\\\\\\\\\\'.\’.\\\\\‘Ktosas^OT^^ Surg! ^ Nouro Surg. Ob.-Clyn., 

University of Kansas Medical Center ★. Kansas City, K'"'- ^b1idIn,'''oVth^'Su£'oiol.,-r;ath: Fed -phys. Med., Plas- Surg., 

Psydi-I Pul. nis.. Rad., Surg., Thor. Surg., urot. 

siafd SfTaS, Heaub 

Topeka State Hospital. m°'’^kn’ Kan Iat*Slcd , Neur., Psych. 

Veterans Aomin. SospHal.w„rtsXHh Kan! Ortho. Surg.. Rad.. Surg. 

Veterans Admtn. Hospital. . w aasn onn, ivaii. 

* Indicates lio.spltals approved for training interns. 
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Name 

St frarcU *. 

Vfteran.*^ Admin. Hospital.«... 

Ho^plUl *•''•••• ;*• . 

\YlchlH—Joseph Hospital *. 

SI ElirabctU Uc<5plta\ ♦.. 

Wimsm Rooth Memorial Hospital.. 

X' ? Army no<!p\Ul. 

r S Army Ho'«-pItT!... 

HsrUn MemnrHl Hospital.. 

Ccilral J^lale Hfv«plt.-\1. 

PoM Sararltan Ho'-pllal *. ...., 

Si Joseph Ho'plial . 

Shrlrer« Ilospit.il for Trlpplc^l Children 
I S ruUlc nc.allh Senire Ho-^pU.il.. 

Xe’erar.s Adnln llo'«ipllal. 

<M!dren’< Ho^pU.il. ... 

KO'ilr CrlppUd CMUlrcn’s Ho<pUnt... 
Louisville (Jcncral Hospital * . 


l/^icatlon 
W’lchUa, K.in 
.... M'lclilt-!, Kfth 
.... WlcIiUn, Kan 
.... WlchU.i, Kan 
.... ro\lncion, Kj 
,. . Corlnplon, K) 
Fori (’ampbcll, Kj 
.. F<irt Knox. Kj 

.Harlan. K\ 

.... KaVilaml, Kj 
.. J.oxlncton, K> 
. . I.exlnKton, K\ 
. . lAXlnclon, Kj 
. . btxlnplon. Kj 
. IiCXlm:ton, K\ 
. IxnihvjHe K\ 
. . I.nulMllK, Ky 
Ixiulsvlllo, K> 


Norton NkrroriTl Intlrmary... I.oul^vlUe. K> 

SI Anilirny'^ Hospital ■*.IjOu!''Vllle, K\ 

Si Josephs Inflrmnry . . LmilnvUU, K^ 

Itlcrans Admin. Ho-tpUal.. .. lymlsyJllc, Kj 


Waverly Hilh Sxintonum. ... W.T^trU HUN. K\ 

Lafayette Clnrllj Hovpital. . • l.-if.-iHlio, La 

St Tiitnck’s Hrspltal. . Lake < h'tric’?, Lt 

F A Convay Memorial Hnsplinl.., . .. Meiure>c Ln 

Charity Iloxpllal of Loukhna *. ... ... Ntw Orlcnii^ 


Fje, Far, and Tliroit no‘epltnl.. ''e" Orleans 

Hotel r>leii * .... ..... .. ''i" Orle.iiis 

Och'per Founelillon Ilo.plf.li *. Ntw Orleins 

Southern Raptlst Hnvjdtal ♦.. Orlcuis 

Tooro Inflrmarj * .. . Xe.w Orleans 


V S Fubllc llcnlth ServUe Hospital . ... Xtw Orleans 

\eler3n’» Adirln HoNpltsl. New Orleans 

Huey r Lonp Charity Hospital. I’lntMUe, La 

Confederate Mcmorhl Hospital ♦ . . Shrt'epotl, La 


Shrlners Hospital for Crlpilcel Children. Mirt^eporl, La 

Faslern Maine (loncral llospltil ♦ . . .. Han.:or Maine 

Ceneral Maine Sanatorlnm... .... . . Falrnild Maine 

Central Malnt General Hospital •. Lewiston, Maine 

Maine Mcilical Ctnttr *. . . Fortland. .Maine 

Ballimore City Hospitals ♦. HaUlmore 

Ballimorc Kye, Far and Throat Chnrltv Ho«i>ltnl HaUlmore 

Bon Secours Ilospllal ♦. . Baltimore 

Clilldren’s Hospital. . Baltimore 

t hurch Home and Hospital *. . BnUlmorc 

Hoctors Hospital. Baltimore 

Franklin Square Hospital *. Baltimore 

Hospital for Women *.. . Baltimore 

James Lawrenee Ktrnan Hospli il for (‘rlppltd Children Baltimore 
Johns Hopkins Hospital *. HnHimore 


Lutheran Hospital ♦.. . Baltimore 

Maryland General Hospital ♦... Baltimore 

Mercy Hospital ♦.. . . . Baltimore 

Brovldent Hosp tal and Fret Dkptns irj ♦ . . Baltimore 

5^1 Ajmes Hospital *. . ... . Baltimore 

.St Joseph's Hospital *. . . Baltimore 

"^eton Institute. Halllraore 

Sinai Hospital *. . ... Baltimore 

TJ-i.i— - ... * , Baltimore 

' Baltimore 

• Baltimore 

■ Baltimore 

* Baltimore 


Veterans Admin Hospital . • Baltimore 

National Institutes of Health—Clink al Center , Bethesda, Md 

Suburban Hospital *. .. .... Bethesda, Md 

L. S Naval Hospital ★.. Bethesda, Md 


Spring Grove Mate Hospital... . • CalonsvUle, Md 

Prince George’s General Hospital ★ . . . . Cheverly, Md 

(rownsvlUe Stale Hospital... . Cro>vnsvme, Md 

Jelerans Admin. Hospital. Fort Howard, Md 

Washlnirton County UosnUal *. . • Haperstown, Md 

'eterans Admin Hospital. .... .. . Terry Point, Md 

thestnut Lodge Sanitarium., .. ... Rockville. Md 

bprlngfleld Slate Hospital.. ... . SyKesvllte, Md 

Mieppard and Enoch Trait Hospital. . . Towson, Md 

veterans Admin Hospital. Bedford, Mass 

McLean Hospital. . . Belmont, Mass 

Beverlv Hospital .. . Beverly, Mass 

Beth Israel Hospital . . . . ... Boston 


Boston City Hospital ★. .. . • Boston 


Boston rioallng Hospital 

Boston Lylng.In Hospital. 

Boston Sanatorium.... 

Boston State Hospital. 

Carney Hospital*. 

Children’s Medical Center *. 

Faulk-ner Hospital... 

Lahey Clinic. 

Umuel Shattuck Hospital. 

Massachusetts Eye and Ear Infirmary 


Boston 

Boston 

Boston 

Boston 

Boston 

Boston 

Boston 

Boston 

Boston 

Boston 


Approved Residencies 

-Viics , GcnT Tract Inl Med , Oh-Gyn , Ortho Surp , Path , Rad., Surg 
Surir 

Gen'I Tract , Int Med , Ob -Gjn , Path , Surg 

Tatli 

Tnlh 

GenT Tract 
Sure 

fren I Pratt 
Int Med , Siirg 
Ps>rh 

Int Med Ortho Surg , Surg , Urol 

Int Mwl, Ot» -Cyn , Ortho Surg , Surg , Urol 

Ortho Surg 

T«ycli 

Thj ch 

Ano'', Atiiro Surg , Pith , Ped Surg 
Ortho Surg 

Anes int Med , Neur , Xeuro Surg , Ob -Gjn , Ophth , Ortho Sure , 
Otol . Path , Ptd , Thy Med , Psych , Rad , Surg , Urol 
Ncuro Surg , Tsvth 
(•tn‘I Tract. 

Int Med , Oh -Gy n , Ped , Rad , Surg 

Int Med , Xcur , Xcurc Surg . Ophth , Ortho Surg , Otol, Path , 
P«yeh . Rad , Surg , Urol 
Anes, Sure 
GtnT Tract , Surg 

Gcn‘1 Pr^ct » 

(leu I Tract 

.\ncH . Derm , Int Med , Neur , Neuro Surg , Ob -Gyn . Ophth , Ortho 
Sure. Olol , rath , Ted . Tnch , Tul Bis , Rad , Surg , Thor Surg , 
Urol 

Ophth . Otol 

Ob -(»yn , Path , Ted , Rad , Surg 

Anex, Ga«tro . Int Med , Xeuro Surg , Ob -Gyn , Ortho Surg , Path , 
Prott, Rad , Surg , Urol 
Int Me<I. Ob -Gyn , Path , Ped . R.ad , Surg 

Gastro. Gcn'I Tract. Inl Med. Ob-Gyn, Ortho Surg., Path, Rad, 
Surg , Urol 

Int Med , Oplitli , Path , Rad , Surg 

Int Med. Ophth , Ortho Surg , Path , Psych , Rad , Surg , Urol. 


GcnT Tract ^ „ 

Int Med , Oh -Gyn , Ortho Surg . Path , Ped , Rad , Surg , Thor Surg . 
Urol 

Ortho Surg 
.\nes . Path , Rad 
Pul Bis 

.Vnts , Int Med , Path , Ped , Rid , Sure 

.\ne.s , Card Bis , Gcn’I Tract, Inl Med , Path , Rad , Surg 

Ane< . Int Med , Neur , Ob -Gyn , Ortho Surg . Path . Ped , Rad , Surg. 

Opthth . Otol 

GcnT Pratt. Ob -Gyn . Surg 
Ortho, Surg 
Inl Mod , Obit, Surg 
GenT Tract 

Inl Med , Ob -Gyn ► Path , Surg 
Ob -Gyn 
Ortho Snrg 

Birrn, Jnl Med , Neur, Neuro Surg, Ob-Gyn , Ophth. Ortho Surg, 
Otol, Path , Ped , Plas Surg , Psych , Rad., Surg, Urol. 

Int Med , Ob -Gyn , Path , Surg 

Inl Med . Ob -Gyn , Path , Surg 

Int Med . Ob-Gyn . Otol , Path , Ped , Surg 

Path . Surg 

Ob -Gyn . Sure 

Int 3lcU . Ob -Gyn , Surg 

PaycJi 

Int Med , Ob -Gyn , Path , Ped , Rad , Surg , Urol. 

Idt Med , Obst , Otol, Surg 
Pub Health 

Int Med , Ob -Gyn., Path , Ped , Surg 
Int Med , Ophth , Path , Rad , Surg 

Anes . Derm GenT Pract , Int Sled , Neur , Xeuro. Surg., Ob -Gyn , 
Ortho Surg , Otol , Path , Ped , Psych , Rad , Surg., Thor. Surg., Urol. 
Pul Bis 

Int Med , Neuro , Path , Psych , Rad 
GenT Pract , Path 

Anes , Card Bis . Int Med , Xeur , Ob -Gyn., Ophth., Ortho Sure. 

Otol, Path , Ped , Psych , Rad , Surg., Urol. 

Psvcb 

Int Med , Ob -Gyn., Path., Surg 
Psycli 

Derm , Int Med . Ophth , Surg , Urol. 


Rad 

Int Med . Pay ch , Surg 
Psy civ 
Psy ch. 

Psy dr 
Psych 
Psych 
Path , Surg 

Card Dls , Gastro , Int Aled., Obst, Otol, Path , Psych , Rad , Surg, 
Urol 

Anes , Derm , Int Med , Neur , Xeuro. Surg , Ob -Gyn , Ophth , Ortho. 

Surg ► Otol, Path , Ped , Rad , Surg., Thor. Sure, Urol 
Ped 

Ob -Gyn , Path 
Pul. Bis , Thor Surg 
Psych 

Int Med , Ob.-Gyn., Path , Surg 

Xeuro Sure , Ortho. Surg , Path , Ped Allergy, Ped , Surg 
Jot, .Med , Path , Bad 

Anes , Gastro., Int Jled . Ortho. Surg , Bad. 

Int Med , Path , Rad 
Ophth, Otol. 


Indicates hospitals approved for training Interns 
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Masjaclni'eUs Cciicral Ilosjiltal *. 

Majcaolius^lts Memorial Hospital *. 

Massachusetts Mental Health Center... 
^civ J-.iiRlatKl Center Hospital *. 

Non Knclanil Deaconess Hospital. 

New Kupland Hospital ★. 

Deter Ilcnt Ilrlcham Hospital 

St. Kllralicth Hosiiltal *. 

S_I. .Martrarefs Hospital. 

C, S. ruhllc Health Service Hospitni'*” 
A'eteraiis .Idmln. Hospital. 

Veterans Admin. Hospital. 

Brockton Hospital *.’’ 

Veterans Admin. Hosiiltal.!!!!!,"! 

Booth Meroorl.a! Hospital and Home...’. 

rtee Hospital for Women. 

Camhrldce City Hospital *.' 

C. amhrldKe Sanitarium .i 

Mount Auburn Hospital *. 

-Mas.s.icht|setts Hospital School.!! 

I-anrencc F. Quldey .Memorial Hospital 

I. S. N'asai Hospital *. 

Fall Itlver (lener.sl HospU.al.. 

St. Anne's Hospital. 

Trne.sd.sle Hospital *. 

Burb.vnk Hospital . 

Foxtsiro State Hosjdtal. 

Holyoke Hosi)ltaI *. 

D. anrenre General Hospital *... 

Wu'U General Hospital *.. 

I.ynn Hospital *.... 

Maldrn Hospital ... 

Medfletd State Hospital. 

I.akeville State S.anatorium. 

St. laike's Hosplt.al *.;. 

N'enton-lVellesley Hospital *. 

Vitl.sfleld General Ho'pUal. 

Quliiry City Hospital*.. 

Veler.ans Admin. Hosidial. 

S.alem Hospital *. 

.‘■'Iirlnirs Hospital for ('rippled Children. 

.'^I'rint.'flcld Hospital ». 

stus-ten BIccs- Center. 

Taunton Stale Hospital. 

Fondvllle Ho5plt.nl. 

MttropoUtan State Hospital.. 

Middlesex County San.niorlum. 

We.stitoro Slate Hospital. 

M'estllcld State Sanatorium. 

Memorial Hospital *. 

St. Vincent’s Hospital ♦. 

Worreatcr City Hospital *. 

Worctstcr County Sanatorium. 

tVoree.'tcr State Hospital. 

St. Joseph Mercy Hospital *. 

University Hospital *. 


I/ocatlon 

...Boston 

...Boston 

. Boston 

.Boston 

. Boston 

...Boston 

. Boston 

... Boston 

. Boston 

. Boston 

.... Boston (Jamaica 1‘laln) 

. .... Boston (Wc.st Roxbury) 

.Brockton, Mass. 

. Brockton, Mass. 

. Brookline, Mass. 

. Brookline, Mass. 

. Cambrltljte, Slass. 

. Cnmlirldce. M.ass, 

. Camhrldce, Mass. 

...Canton, Mass. 

.. (’hclsea, JIass. 

..Chelsea, Jfass. 

.. Fall. Itlver. Mass. 

.. Fall Itlver, Ma.ss. 

...Fall Itlver, Mass. 

. Fllchlmrc. Ma.ss. 

.. Foxhoro. Ma.ss. 

. Holyoke, Xlass. 

. Lxnrence, .Mass. 

. Dowell. Xlass. 

. Dynn, Xlass. 

. Xlalden, Xlass. 

. Mcdflcld, Xta.ss. 

.Xllddlehoro, Xtass. 

.N'ew Bedford. Xlass. 

. Newton, Xtass. 

. I’lttsflcld. Xtass. 

. (Julncy. Xtass. 

_Rutland Hclclits, Xtass. 

. Salem. Xtass. 

.Sprincfield. Xtass. 

. Sprlncfletd, Mass. 

,.... Stockbrtdce, .Mas.s. 

.. Taunton, Xtass. 

. XV.nlpotc, Xta.ss. 

.XValtham. Xta.ss. 

. Waltham, it.iss. 

. tVestboro, Xtass. 

. Westflcld. Xtass. 

. XVorcester, Xta.ss. 

. Worcester, Xta.ss. 

.XYorecster, Xta.ss. 

. Worcester, Mass. 

. Worec.stcr, Xta.ss. 

. -Ann Arbor, .Mich. 

. .Ann Arbor, Mich. 


Leila Y. Tost Xlontcomery Hospllal * 

Oaknood Hospital *. 

Veterans Admin. Hospital. 

Alexander Hlalti Hospital. 

Brent General Hospital. 

Children's Hospital. 

Crlttcnton General Hospital. 

Detroit Memorial Ilo.spltal *. 

Kvaneellc.ol Deaconess Hospital *.. 

Grace Hospital *. 

Harper HospiUil *. 


B.altle Creek, Xllcli. 
,. Dearborn. Mich. 
.. Dearborn, Xllch. 

.Detroit 

. Detroit 

.Detroit 

.Detroit 

. Dclrolt 

. Detroit 

. Detroit 

... Detroit 


Henry Ford Hospital * 


Detroit 


Herman Kiefer Hospital. 

Jeimlnc-s Memorial llospUat.... 

Lafayette Clinic. 

Lynn Hospital . 

.Mount Carmel .Mercy Hospital 
North Detroit General Hospital.. 

Providence Hospital *. 

Itccclvlnc Hospital *. 


Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 


Bt. John Hospital *. 

St. Jo.seph Morey Hospital *. 

Sinai Ho.spital *. 

AVoman’s Hospital *. 

AVayne County General Hospital and Infirmary 

Hurley Hospital *. 

XleLaren General Hospital *. 

St. Joseph Ho.spital *. 

Blodcett Memorial Hospital *. 

Butternorlh Hospital *. 

Fercuson-Droste-Fercuson Hospital . 

St. XIary’s Hospital *. 

Bon Seeours Ho.spital *. 

Hlchland Park General Hospital *. 

Mlcldcan State Sanatorium. 

AA’. A. Foote Xlemorlat Hospital. 

Borfiess Hospital *.. 


. Detroit 

''.Detroit 

'' ”.Detroit 

,, [. . .Detroit 

*.EloI.se, Xlleh. 

.Flint, Xlich. 

. Flint, Xlleh. 

.Flint, Mich. 

. Grand Rapids, Xlleh. 
. Grand Rapids, Mich. 
. Grand Baplds, Xlich. 
. Grand Rapids, XIlcli. 
. Grosse Polnte, Xlich. 
Hlchland Park, ilicti. 

. Howell, illch. 

.Jackson, XHcli. 

_Kalamazoo. Xlich. 


Approved ResideoMps 



'^U?ol^^’"” - Psych., Ra'd., Sure 

S:: 

P.K1., 

Oh*G'yn"*' P*'"'’’-' Psych., Sure, 

tnt. Xlcd., Sure. 

. ''McA! r’s,^V”!’Rnl':^Su^^."^ O'o'” ' P'-y- 

Card. Dh., Path., Had., Urol. 

Sure. 

Psych. 

Ob.st. 

Ob.-Gyn.. Path. 

Anes., tnt. Xlcd., Ob.-Gyn., Path., Rad., Sure. 

Pul. DIs. 

Ancs., Inf, ,AIed., Path., Rad., Sura. 

Ortho. Sure, 
tnt. Xlcd.. Sure. 

Anes., tnt. .Med., Ob.-Gyn., Ortho, Surg„ Ped., Rad., Sure 
Sure. 

Gen'l Praef.. Ob.-Gyn. 

Path., Sure. 

Path.. Sure. 

P.sych. 

-Anes.. Path. 

Patli. 

P.atli. 

Path. 

tnt. Xted., Path.. Sure. 

Psych. 

Ortho Sure. 

Path. 

tnt. Xfed„ Path., Stirg. 

Path. 

tnt. Med., Ob.-G.vn., P,ith., Sure. 

Pul. Dis. 

tnt. Xlcd.. Path., Sure. 

Ortho. .Sure. 

Anes., Path., Sure. 

P.sych. 

Psycli. 

tnt. Xted., Path., Sure. 

Psych. 

Pul. Dis 
Psych. 

Pul. Dis.. Sure. 

tnt. Xted., Pnlh., Sure 

Ane.s., Ini. Med., Pnlh., Ped., Sure. 

Gen’l Pract., tnt. Med., Ortho. Sure., Path., Ped., Sure. 

Pul. Dis. 

Psych. 

tnt. .Alcd., Ob.-Gyn., Plas. Sure.. Rad., Sure. 

Allerey. Anes., Derm., Gastro., tnt. Xted., N'eur., Neuro. Sure., Ob.-Gyn., 
Ophth.. Ortho. Sure., Otol., Path., Ped., Phys. Xted.. Psych., Rad., 
Sure.. Thor. Sure., Urol. 

Pnlh., Rad., Sure. 

Gen’t Pract., Ob.-Gyn., Path, 
tnt. Xlcd., Ophth., Path.. Rad., Sure. 

Ini, Med., Sure. 

Gcn’I Pract. 

Orliio. Sure., Path., Ped. 

Ob.-Gyn. 

tnt, Xted.. Ob.-Gyn.. Path., Rad., Sure. 

Gen’l Pract., tnt. Xted., Ob.-Gyn., Sure. 

tnt. Xted., Neuro. Sure., Ob.-Gvn., Path., Rad., Sure., Urol. 

Anes., Int. Med., Ob.-Gyn., Ophth., Ortho. Sure., Otol., Path., Fed., 
Rad.. Sure., Urol. 

Anes., Card. Dis., Derm., Gastro., Gen’l Pract., Int. Xted., Neur., Neuro. 
Sure.. Ob.-Gvn., Ophth., Ortho. Sure-, Otol., Path., Ped., Plas. Sure, 
Psvcli., Pul. Dis., Rad.. Sure., Thor. Sure., Urol. 

Con. Dis.. Ob.-Gyn., Path., Pul. Dis., Rad., Thor. Sure, 
tnt. Med., Sure- 
Neur.. Psych. 

Gcn’I Pract. 

Int. Med., Ob.-G.vn., Path.. Rad., Sure. 

Gcn’I Pract. , , r. 

Anes . Int. Med., Ob.-Gvn.. Path.. Rad.. Sure. i 

Anls.. Derm., Int. Xted., Neur., Ob.-Gyn., Ophth., Orlho. Sure., Otol, 
Piitli.. P.svch., Rad., Sure., Urol. 

Int. Xted.. Ob.-Gyn., Sure. 

Int, Xted.. Ob.-Gyn., Sure- , „ , c. 

Anes., Int, Med., Ob.-Gyn., Path., Bad., Sure. 

Int. Xlcd , Ob.-Gyn., Path., Sure. 

Int Ated Path., Psyeli., Rad., Sure-, Lrol. 

Gen’*l Pract., Int. Xted., Ob.-Gyn., Path.. Ped., Rad., Sure. 

Gcn’I Pract., Int. Med., Path.. Sure- 

Pnt? Mcd*.^Ob.^Gyn.’.^rHio. Surg., 

Anes., Int, Med.. Ob.-Gyn., Path., Fed., Rad., Surg. 

Diiu*XIed., Ob.-Gyn., Ortho. Surg., Path., Surg. 

tnt] Med., Surg. ' - ■ 

Int. Xted.. Ob.-G.vn., Surg. 

Pul. Dis. 

GenU Pract.. Ob.-G.vn., Ortho. Sure-, Path.. Surg. 


* Indicates hospitals approved for training Interns. 



















































































Vol. iOS, No. 


APPROVED RESIDENCY TRAINING PROGRAMS 


649 


K»uh Luntlmi 

Mct^fKit<t Hovjipltrtl .Knl*\ninrtm, MUli 

r} 3 lni^^ ^.Mich 

Ir;Mn lU't Uo-^pUal. MtiMutr. Mhh 

<» UwTcnro lln^rUal * .*.Iau^Iuk. MUh 

Vate VffhlcM). .. .. LaiiMni:. Mich 

Ccnler .NurlUvllK'. Mich 

\o':Minp Slate ffospttil. XorthcIKc, Mich 

Willhra H Ma\SnrT Sanatorium.Norllnlllo. MUh 

rc'-ttsc (.cnetal Hospital ♦. IVntlnc, Mich 

r,^“tUc Stale llo-ipUAl. Ponllftc. MUh 

M MepH Merer *... I'ouIIrc, Mich 

VillUin Beauronl Hospital ... Ilo\nl OaK» Mich 

Stzsir^ ficreral Ho^pUnl ♦ . Saclnaw, MUh 

St Mirr'^ lln^pUal ♦.... .. . Mich 

htsf' UeeXer Munson llo^pUal *...TrnNtr^c CUy, Mich 

TrsTf^e ClU Stale Hospital..... Tra\ir^o rit\, Mich 

hyafviollc General llotpjfal. lYc.in<h>ttt’. MIth 

IrMUnll SHtc Hospital... YpaUantl. Mich 

St. Luke’< n^plMJ * . .... . Huhith. Minn 

Marj'^ Hospital *. Ihiimh. Minn 

iMu^r MethrKlUt IlnspUiI .. . ..... . .MUiiinpolN 

faUTlen Hospital. ... . MlnncninvlU 

Luthtran UcacN^nc^a Home ami Un«jilinl. .. .MlnncnpolN 

Minneapolis Gcncr.nl Ilospilnl »... Mlmu npolln 

Meunt Sinai Mospltat *... ♦. . MUmcnpoIU 

No-iliwestern lU*<pllnl *. . .. MlntnapMln 

Si Hamala^ Ho«pUnI * . Mlnncnpoltn 

St M&ry'^ lloepUal ....... .. Mlnnfnjvolln 

S^^^^er< no^pltal for Crippled <’hl!(!rcn .. .. .MtnnenpoHn 

State of Minnesota. . Mlnncapnlln 

SwedUh Hospital ♦, .. Mlnnc.npolN 

InUcrMij of Minnesota llo'^pUnln .. MUminpolIn 

Veterans .\tlnln Hospital.. Mlitnenpnlln 


Sanatorium. Nope mine, Mlmi 

GUn LaVe Sanatorium.... . O.aK Terrace, Minn 

Mayo Foundation... Iloduattr. Minn 


.\ader Hospital *... . .'tt r.aul, Mhin 

(Tarlea T MlUer llnM'U.al ♦. Va\i\. Minn 

Olllctle Stale IlrKpUal for Crippled Clilldrcn Vanl. Minn 

Midway Hospital ... . St Vaul, Minn 

St Jw^ph*^ Ilnapltal *... St l*.a«\, Minn 

St LuVe'a Hospital ♦. St Vaul, Minn 

Veterans .Idmln Hospital. .. MUoxl. MKs 

MLasUslppi BaptUt Hospital *. Jackton. Ml^'. 

State of Mlsah^ippl. Jark’<on. Mias 

rnlrerajly IJonpiMl ♦. J.irkson, Mia% 

Veterans Admin Hospital. . Jackson. Miss. 

MlssUslppl State TuhcrculnslH Sanatorium Sanatorium, Mias 

Merry HospUaUSlrctt Memorial ,. YlckslmtT:. Ml^s 

nrtat»iirj: Hospital ., ..,, ... Ylckshtirc, Miss 

}IksLssippi Slate Hnspllal. ^YhUtle^ll. Miss 

^t Louis Counlr Hospital ♦. . (Majton. Mo 

Ellis FUehel Cancer Hosplt.al ... . . Columhlo. Mo 

VnlTcrsUy Hosplt.als . Columbia, Mo 

Children's Jlerc) Hospital K.ansas Clt>. Mo 

Kansas CUv C.int.tal HospUnl No \ * Kansas Cu>. Mo 


Kansas City General Hospital No 2 * , Kansas CUJ. Mo 

Menorah Hospital Medical Center ♦ Kansas CUj, Mo 

Researcli Hospital ♦. Kansas CUy, M« 

St Joseph Hospital ♦. Kansas CUy, Mo 

St Luhe's Hospital * . . Kansas City, Mo 

St Mary's Hospital *.. .. K.snsas CU). Mo 

Veterans .\dmln Hospital. Kansas CU), Mo 


Kohert Koch Hospital. 

Mlisourl State Sanatorium. 

Missouri Methodist IlospUal ^ . . . 

Barnes Hospital * . 


Be Paul Hospital *. . 
Homer 0 Phillips Hosplt 
Jewish Hospital * . 
Lutheran Hospital ★...! 
Missouri Baptist Hosplta 
Missouri Pacific Hospital 
M Anthonj's Hospital ♦ 
hi John’s Hospital 
gt Louis Children's Hosi 
St Louis CUy Hosplt.al * 



St Uuls State Hospital. 

t! Hospital. 

ot Marj's Group of Hospitals * . 


Shflners Hospital for Crippled Children. 

Veterans Admin Hospital. 

St John's Hospital. 

Montana Deaconess Hospital * . 

Hastings State Hospital. 

Lincoln General Hospital ^ . 

Orthopedic Hospital. 

at Elizabeth's Hospital *. 

Veterans Admin. Hospital. 

Clarkson Memorial Hospital 
ChUdren's Memorial Hospital. 


. Koch, Mo 
Mount Vernon, Mo 


St Joseph, Mo 

St 

Louis 

. . St 

Louis 

. ... St 

Louis 

. . St 

Louis 

St 

Louis 

... SI 

Louis 

St 

LouLs 

... St 

Louis 

.St 

Louis 

.. St 

Louis 

. St 

Louk 

.St. 

Louis 

.... St 

Louk 


Lduk 

,.. .St 

Louk 


Louk 


. Sprinefleld, Mo 
Great Falls, Mont 
.., Intrleside, Neb 
.... Lincoln, Neb 
.. . Lincoln, Neb 
.... Lincoln, Neb 
.... Lincoln, Neb 

. Omaha 

... Omaha 


* Indicates hospitals approved for tralnlnc Interns 


Approted Bc^ldcnclc's 

Ini. Mid , J'UrR 

Ini Med , Halit, Sure 

Thor Surjr 

Int Med 

Huh Health 

V-ijih 

INj rh 

Vul 1>H 

Hit Mtd . Oh -0)11 , Path , Sure 
P<)ch 

GcnT Traci. Int. Med , Oh -G)n., Path . Ped , Rad , Surff. 

Int Mt'd , Oh -Gj n , Siirp 

Int Mcil, Oh -Gyn . Path , Ped , Sure 

Gcn'l Pr.ac! 

Gen t Tract 
ThvpIi 
Gcn'l Tract 
l*s>rh 
Talh 
Tatli 
Ini Med 
GcnT Trait 
GtnT Tract 

lUrm , Int Med , Ob -G)n , Opldh , Ortljo Surf:, Otol , P.ith , Ped , 
P-^Vih . Sunt. Urol 
Int Med . Sure 

Int Med . Oh -Gvn , Path . Ped . Sure 
Int Med , Oh -Gj n , Path . Sure 
Ob -G>n . Urol 
Ortho Sure 
Tull Health 

Oh -Gjn . Path , Rad , Sure 

Anes , Dorm , Int Med , Neur , Neuro Sure , Ob -Gjn., Ophtli , Ortho 
Sure , Otol , Path , Ted , Plus Med , Proct , Tsjeh , Rad , Surp . Urol 
Ilcrtn . Int Mid . Neur , Neuro Sure , Ophth , Ortho Sutp , Otol., Path , 
Thv< Med , r'?)ch . TuI Dls . Rad , Burp , Thor Sure , Urol 
Tu! Ilk 
Tvil Hk 

AIIere>. Anes . Card Dk . Derm , Ga<.tro , Int Med , Neur., Neuro Sure. 
Oh .<;>n , Ophth , Ortho Sure . Otol , Tath , Ped Allercy, Ped., PUys 
Me<l. rias isurp , Proct, Psjeh , Pnl. Dk , Rad . Sure , Thor Sure. 
Urol 

Derm ,Int Med . Ob .G\n , Ophth , Otol .Path , Sure .Urol 

Int Med . Oh “Cjn , Ophth , Path , Rad , Sure , LToI 

Ortho Sure 

Gcn'l Tract 

Ob*G>n.ralh Sure 

Gcn'l Tract 

T>> ch 

Gcn'l Tract. Ortho Sure, Path 
Pnb Health 

Gcn'l Pratt, Int .Med, Neuro Sure. Oh-Gtii. Ophth., Orth Sure, 
Path , Ted , Tlas Sure , Psjch , Rad , Sure , Thor Sure , Urol 
Neuro .Sure , Opliih , Ortho Sure . Pins .Sure , Sure , Urol 
Tul Ilk . Thor Sure 
GcnT Tract. Sure 
Sure 
Ikych 

Int Med . Ob -Gyii . Path . Sure 

AnS . GcnT Tract , Int Med , Oh -Gjn , Path.. Ped , Rad . Surg. 

Ortho Sure. Ped 

Int Med , Ob -G>d , Ophth , Ortho Surg , Otol, Path , Ped , Plas Sure., 
P5>ch , Surg , Urol 
Oh -Gjn .Rad , Sure. 

GenT Tract , Int Med , Path . Rad , Surg 
Path . Bad 

Int Med . Ob-Gjn , Path , Rad 

Int Med . Ob -G>n , Ortho Surg , Path , Rad , Surg 

Path . Surg 

Ancs Int Med , Ncur , Ortho Surg , Otol, Path , Phjs Med , Psych , 
Pul Dk , Rad , Surg . Urol 
Pul IHs 

Pul DIs , Thor Sure 
Gcn'l Tract, Surg 

Allergy, Ancs , Derm . Int Med , Neur , Neuro Surg , Ob -Gyn , Ophth , 
Ortho Surg , Otol, Path , Plas Sure , Psych , Rad , Surg., Thor. Sure , 
Urol 

GenT Tract, Int Med , Ob -Gyn , Path , Surg 

Int. Med , Ob -Gyn , Ophth , Otol . Path , Ped , Psych , Rad , Surg , Urol. 
Int Jled , Oh -Gyn , Path , Rad , Surg 
Gcn'l Praci 

Int 3Ied . Oh -Gyn , Path , Sure 

Int 3led , Sure, Urol 

Cen'l Praci. Surg 

Ancs , Int Med , Ohst Path , Surg 

Ped 

Int Med , Neur , Ob -Gyn , Ophth , Ortho Surg , Otol., Path , Ped., 
Psych , Rad , Surg., Urol 
P-ijeh 

Int Med . Ob -Gyn , Path , Surg 

Int Med , Ob -Gyn , Ophth , Ortho Surg , Otol, Path , Ped., Plas. Sure , 
Psych Pul DIs , Rad , Surg , Urol. 

Ortho Surg 

Anes . Int Med , Ophth , Ortho Sure , Path., Psych., Rad., Surg., Urol. 
Anes 

Int ilcd, Path 
Psych 

Ob 'Gya, Path 

Ortho Sure 

Ob -Gyn,, Surg 

Int Med , Ortho Surg., Surg. 

Path 

Ped 
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AMROVED IffiSIDENCY TRAINING JROGRAMS 


J.A.M.A., Oct. 4 , 185S 


Name Location 

rrolRliton Mcmoilal'St. Joseph llospUnl *. Omaha ■ 

iiiiniaiiiicl Hospital . .... Omaha 

h'ohrasha Mclhodlsl Hospital ^ . Omaha 

llnlvoralty of Nebraska Hospital *... Omaha- 

Veterans Ac'mlii, HosplUil... 

New Hampshire State Hospital.......... ............ Concord, N. H. 

Mary Hitchcock Stemorinl Hospital *.....Hanover, N. H. 

.Vtlantlc City Hospital *. Atlantic City, N. J. 

Rayonne Hospital and Dispensary *. J^yonne, N. J. 

Cooper Hospital ....Camden, N. J. 

Ovir Lady of l,onrdos HospU.al *....,. Camden, N. J. 

We.st Jersey Hospital *.. Camden, N, .1. 

Kssex County Ovcrlirook Hospital. Cedar Grove, N. J. 

Veterans Admin. Hospital. x" t‘ 

Eiicleoood ilospltal * .i 

Huntcrtlon JJcdtcai Center. v' 

Ik S. Army Fort Dlx HcalUi Center... "• 

New Jersey Sanatorium for Oiest Diseases.. • Wen Garden, N. 3- 

New .tersey Stale Hospital. N i 

Hackensnek Hospital *... N l' 

uoso^" ” . A"':': ::: •’ ^: •'. n; j; 

itwthold S. roflaek Hospital for Chest Diseases.Jersey City. N. J. 

Mnrearct Hncue Maternity HaspUaL. Jersey C D, N. J. 

.\[cdlc,il Center-Jersey City Hospital *... .. j 

Monmouth Memorial Hospital * .’-one x. S. 

Veterans Admin. Hospital..MnTlhnro^ N. J. 

.Vew Jersey St.stc I ospUal.;;;.V.'.V.V MomS', N. J. 

.Mountainside Hospital . xsnrrhstown. N. J. 

.Morristown Memorial Haspllal * .Mount Hotly, N. .T. 

IturUnKlon (ounty Hosjd .i|.Neptune, N- 3. 

Cltkln .Memorial Hospljal . Newark, N- J. 

Uatdcs' Hospltal-Coll MemorInL .... Newark N. .T. 

■ Harrison S. Marllaiid Medical Center*. Newark, S. I. 

Hospital for Crippled Children.Newark, N. J. 

.Newark HetU rsr.ael Hospital .. _ Newark, N, J. 

.Newark Eye and Ear .. Newark. N. J. 

rrcshylcrlan Hosp lal *....... .. ‘. Newark, N. J. 

.N(. Iiarnnbas McdlMl Center *. .Newark. N. J- 

S't. .Miehaet> HospUal .New Brunswick, N. J- 

Et. HospUal*. .... ••• •••- .OratiRe, N. 3. 

New Jersey Orthopedic Hnspllal and Dispensary .Orance, N. 3. 

Ora line .Memorial ..V.V;.Daramus. N. J- 

IlcrKen l ines (ounty HospUal . ^ ^ I’assalc, N. J. 

I'assati* General Hosiiltal *. Pa.ssalc, N. 3. 

SI. .Mary HospUal .merson, N. J. 

Bnrnert Memorial J^M'Uai *.,.. . •.Paterson, N. 3. 

Paterson General HospUal *. Paterson, N. 3. 

St. .Joseph Hospital *.'.'.‘."Perth Amboy. N. J. 

I’erth Amboy (tencrnl Hospital . .... Princeton, N. J. 

Princeton V.uuVe’V^ Sklllmnn. Nk J- 

.New .Jersey Ncuro-Psyeldatrlc instnme... .Somerset, N. J- 

Somerset Hospital *.. Summit, N. J. 

Overlook Uo!!pltal . .J ^.Tcniicck, N. J. 

Holv Name Hospital *. . Trenton, N. 3. 

Mercer HospUal *-. .Trenton. N. J- 

New .Jer.sey State .... Trenton, N. 3. 

SC Francis Hospital ..... Verona, N. a. 

Essex County Sanatorium. , y,ibwuueruue, N. Mex. 

B.ataan■ ' '■ * .Albuquerque, N. Mex. 

BcrimV ■ C ‘ . Albuquerque. N. Mex. 

Vctcrai ■■ Truth or Consequences, N.Mex. 

Carrie '. ' " ' ” .Albany, ?>■ »• 

Albany Hospital *. 


t' JJaternity Hospital.■; ^iPany! Nk 



runebamton City Hospital *.Bhiehamton, N.^ x- 


Approved Residencies 

Int, Med,, Ob.-Gyn., Path., Ped., Psych., Bad., Surg. 

Gen’) Pract., Ob.-Gyn. 

Path., Bad. 

Ancs„ Card Dls., Int. Med.. Ob-Gyn., Ophth., Path., Ped., Psych., Rad. 
Surg. 

Int. Med., Neur., Path., Psych., Rad., Surg. 

Psych. 

Ancs., Derm., Int. Med., Neuro, Surg., Ortho. Surg., Path., Ped,, Phys, - 
Med, Bad., Surg., Urol, 

Int. Med., Path,, Surg. 

Urol. 

Int. Mod., Ob.-Gyn., Path,. Ped, Piss. Surg., Surg. 

Path., Bad. 

Path., Surg. 

Piyc)i. 

Int. Med., Neur., Path., Phys. Jled., Pul. Dls., Rad., Surg., Hrol. 

Palli. 

Gcn’l Pract., Path, 
pub. Health 
Pul. Dls. 

I^sycli. 

Ancs., Int. Med., Obst., Path.. Rad.. Surg., Urol. 

Ps.vcli. 

Path. 

Pul. Dts., Thor. Surg. 

Path. 

Anes., Int. Med., Gyn., Ophth., Path., Fed., Rad., Surg., Urol. 

Ob.st.. Ortho., Surg., Path., Sutg. 

Psych. 

Psveii* 

Gew'l Pract.. Int. Med., Path., Surg. 

Path., Rad., Surg. 

Int. Med., Ob.-Gyn.. Path., Surg. 

Inli, -Med., Path., Ped., Surg. 

Lul'Mcd., Ob.-Gyn., Otol., Path., Surg., Urol. 

HAl'MedToii.-Gyn., Path., Ped., Bad., Surg. 

Ophth., Otol. 

Path., Surg. 

Path., Plas. Surg. 

Int. Jled., Ob.-Gyn., Path., Ped. 

Ini. .Med., Path., Siirg. 

Ortho. Surg. 

Ob.-Gyn., rath. 

Path. 

Path. 

OhsC, Path. „ . 

Anes,, Ortho, Surg., Path, 

Path. 

Gen’l Pract. 

Psych. 

Gen’l Pract. 

Gen’l Pract., Path. ' 

Ohsl. 

Jnt. Med,, Path. 

Od-Gyn., Path., Fed., Surg. 

PiU. Dls. 

Urol. 

Obst. 

Path. 

Ped., Surg. 

FoL'Med!! Naur.. Path.. Phys. Med.. Psych., Rad., Surg. 

Psych. 

Inl. Med., Path 
Psych. 


i'ies., lut. Med.. Ob.-Gyn.. Path.. Ped.. Rad., Surg. 


TuA-Oyn.. Path., ped.. Bad.. Surg. 


Psych. 

Ob.-Gyn. 


. Brooklyn 
, Brooklyn 
Brooklyn 
"'., Brooklyn 


Coney island Hospital^ 

Cum^jerlaiul HospHjvv 

Greenpotot HospM * ... Brooklyn 

tovl^i Chronic Disease Hospital... ■•’["////. I .Brooklyn 

.IcwisU Hospital *. Brooklyn 

Kings County Hospital *.Brooklyn 

Division I. Brooklyn 

.. Brooklyn I«t. M^- ^r-GynTPath.,Pe®:/Rad.. Surg.. Urol. 

Malmonldcs Hospital *.... 

Methodist Hospital * ...... 

St. Cntherl- I 
St. Charles !' ■ 

St. John’s ■ 

St. .Mary’s k- 
Unity Ho.spital * 


Ortho. - 


Ah'rvn Path., Ped., Surg. 

StHyS:: Path.: Ped-Bad., Surg. 

Ob.-Gyn., Path- Surg. 

Allergy. Anes- Ca.rd.jU 
Awes^’ttFh.. red- BaA ^ Surg.. Puh Die., Surg- ' • 

"" S^g-Grol . Ob.-Gyn- Ophth.. Ortho. Surg., Olol- 

Ped.. Bad., surg., Hrol. 

int. Med., PatluPedySM?; 



★ Indicates 


hospitals approved for training inten>s. 
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Name Ixirallon 

Ttteran^ Ailmln. . Rrooklyn 

WTpkolT }IfI^ht5 Hospital *....... Hrooklyn 

VIUM of Sisters of rharlly ... llufTalo 

Buffalo Cfvncral UospUal ♦.. lUilTalo 


Buffalo Slate U'kspltal...*.... nulTalo 

rhilslrrn’s flospHal ... nufTalo 

Pficonc-s-s Hospital * ...*. Huffalo 

reward J. Meyer Memorial Hospital . HufTalo 


Enenreary Hospital of the Sisters of Charity... HufTalo 

MfitT Hospital *......*.. HufTalo 

Millard Flllinore Hospital ♦. HufTalo 

_ nHfT.i|o 

■ • ■ • ’ HufTalo 

. ■ > ■ • ■ a. N. Y. 


■ ■ ■ . - . - il, 1. 

Ctnlral IsUp State Hospital. Central lallp, X. Y, 

niUon Sprlncs SanUarlutn and Cllnlr.Clifton Sprlnir«. N. Y. 

Mary Imojenc Hasaett Hospital ♦. Coopcralown, N. Y. 

Elcdiurst General Hospital . KImhurst, N. Y. 

Anint'Ofdcn Memorial Hospital ♦. Klmlra, N. Y. 

Pt. Joseph's Hospital ♦. Klmlra, N. Y. 

Nassau County'Tuhcrrulosls Hospital. Earmlncdalc, N. Y. 

Flushlnc Hospital and Dlspensai^ *. Flushlnc, X. Y. 

Corisunity Hospital at Glen Coro *. Glen Coro, X. Y. 

Hillside Hospital. Glen Oaks. X. Y. 

Glens Falls Hospital *. Glens Falls, X. Y. 

Headquarter?. First U. .S. Army. Gorernors Island, X. Y. 

St. \Tncent*s Hospital... Harrison, X. Y. 

Gowanda State Hotneopalhlc Hospital. Ilelmuth, X. Y. 

Meadoubrook Hospital ♦. ......... Hempstead, X. Y. 

Irrlnirton House. Irrlnetnn, X. Y. 

Cornell University Infirmary... Ithaca, X. Y. 

Tompkins ilemortal Hospital. IHiaoa. X. V. 

Jamaica Hospital. Jamaica. X. Y. 

Mary Immaculate Hospital ♦. Jamaica, X. Y. 

Queens General Hospital ♦. Jamalc.a, X. Y. 

Trlboro Hospital...... Jamaica, X. Y. 

Charles s. Wilson Memorial Hospital ♦.Johnson CUy, X. Y. 

KJoffs Park State Hospital. KIncs Park, X. Y. 

Klncslon Hospital.,... Klncston. X. Y. 

Ulster County Tuberculosis Hospital. Klncston, X. Y. 

Our Lady of Victory Hospital ♦...Lackavranna, X. Y. 

Maeara Sanatorium,,..,... Lockport, X. Y. 

St. Johns Lone Island City Hospital *.Lonp Island CUy, X. Y. 

North Shore Hospital.. Manhasset, X. Y. 

Marcy State Hospital. Marcy. X. Y. 

MIddlelonn Stale Homeopathic Hospital. Middletown. X. Y. 

Nwsau Hospital *. Mlncola, X. Y. 

Veterans Admin. Hospital. Montrose, X. Y. 

Mount Morris Tuberculosis Hospital. Mount Morris. X. Y. 

Mount Vernon Hospital ♦. Mount Vernon, X. V. 

J^nc Island Jewish Hospital ♦.Xcw Hyde Park, L. I-, X. Y. 

_ New Rochelle Hospital ♦. Xcw Rochelle, X. Y. 

Babies Hospital. Xcw York CUy 

Beekman-Downtown Hospital.. Xew York CUy 

Bellerue Hospital Center 

DIt. I—Columbia University *.. Xew York CUy 

Dlv. U—Cornell University *. Xcw York CUy 

Dlv. Ill—^Xcw York University Colletre of Medicine * Xew York CUy 
Dlv. IV—Xew York University Post-Graduate 
Medical School ♦.. Xew York CUy 

Beth Israel Hospital *. Xew York CUy 

S. Color Memorial Hospital and Home. Xew York CUy 

Bronx Eye and Kar Infirmary. Xew York CUy 

Bronx Hospital *. Xew York CUy 

Bronx Municipal Hospital Center . Xew York CUy 


City of Xew York, 


4Jnd Street Beth David Hospital ★. 

Francis Delafleld Hospital. 

French Hospital *. 

Goldwatcr Memorial Hospital_!!..!!. 

Columbia Unlv. Division. 

Open Dlv. 

Third Xew York University Research Unit 

Gouremeur Hospital. 

Harlem Eye and Ear Hospital. 

Harlem Hospital ★. 

Hospital for Joint Diseases .. 

Hosplui for Special Surgery... 

Jewish Memorial Hospital ★. 

Knickerbocker Hospital *. 

I^hanon Hospital *. 

Lenox Hill Hospital*. 


Xew York CUy 
Xew York CUy 
Xew York City 
Xew York CUy 
Xew Y’ork CUy 
Xew York CUy 
Xew York CUy 
Xew York CUy 
Xcw York CUy 


Xew York City 
Xew York CUy 
Xew York CUy 
Xcw York City 
Xcw York CUy 
Xew York CUy 
Xew York CUy 
Xew York City 
Xew York CUy 


Lincoln Hospital*.,. 

ManlmUan Eye, Ear and Throat Hospital.'.. 

Manhattan State Hospital. 

Jiemotlal Center for Cancer and Allied Diseases. 
Jietroi>olUan Hospital. 


Xew York City 
Xew York City 
New York CUy 
Xew York City 
Xew York City 


Approved Residencies 

Ane?., Gastro., Int. Med., Xcur. Ophth., Ortho. Surp., Path., Psych., Pul. 

IHs., R,id.. Sure., Thor. Siirg., Urol. 

Oh.-Gyn., Pcd., Surg. 

Oh.-Gyn., Surg. 

Allergy. Anc^., Card. Dl.'?., Int, Med., Xeur., Xeuro. Surg., Ob.-Gyn., 
Ophth., Ortho. Surg., Otol., Path., Proct., Rad., Surg., Thor. Surg., 
Urol. 

P.syrh. 

Ortlio. Surg., Ped. Allergy, Peil., Surg. 

Int. MecL. Ob.-Gyn., P.ith., Rad., Surg. 

Aneju. Derm., Int. .Med., Xeur., Ob.-Gyn., Ophth., Ortho. Surg., Path., 
Pod.. Psych., Pul. Dls., Rad., Surg., Thor. Surg., Urol. 

Int. Med., Surg. 

GenT Pr.act. 

Ancs.. GenT Pract., Int. Med., Oh.-Gyn., Path., Proct., Bad., Surg., Urol. 
Derm., Int, Med., Path., Rad., Surg. 

Ancs.. Int. Med.. Ortho. Surg., Path., Rad., Surg., Thor. Surg. 

P.sych. 

Tlior. Surg. 

P-sych. 

Int. Med., Surg. 

!nl. Med.. Ob-Gyn., Path.. Pcd., Surg. 

Oh-Gyn., Ophth., Otol., Path., Ped., Phys. Med., Pul. Dls., Rad., Surg., 
Urol. 

Path. 

Patli. 

Pul. Dls. 

Anes., Int. Med., Oh.-Gyn., Path., Fed., Rad., Surg. 

GenT Prart., Path. 

P.sych. 

Path. 

Pub. Health 
Psych. 

Psyclx. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Plas. Surg,, Psych., Rad., 
Surg., Urol. 

Card. Ols. 

Inh Med. 

Int. Med. 

Int. Med., Ob.-Gyn., Surg. 

Obst., Ped-. Surg. 

Int. Med. Ob.-Gyn., Ophth., Ortho. Surg., Path., Ped-, Rad., Surg., Urol. 
Pul. Dls., Thor. Surg. 

Int, Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

P.syclJi. 

GenT Pract. 

Path., Pul. Dls. 

GenT Pract. 

Pul. Dls 
Path. 

InU Med., Ob.-Gyn., Path., Pod., Surg. 

Psych. 

Psycli. 

Ob.-Gyn., Ortho. Surg., Path., Surg. 

Psych. 

Pul. Dls., Thor. Surg. 

Ini. Med., Ob.-Gyn.. Path., Surg. 

Anes., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Int. Med., Path., Surg. 

Surg. 

Int. Med., Surg. 

Int. Med.. Pul. Dls., Surg., Thor. Surg. 

Int. Med., Xeur., Surg., Urol. 

Int. Med., Xeur., Ob.-Gyn., Path., Ped., Phys. Med., Psych., Rad., Surg. 

Anes., Derm., Int. Med., Xeuro. Surg., Ophth., Ortho. Surg., Otol., Surg., 
Urol. 

Anes., Int. 3Ied., X’euro. Surg., Ob-Gyn., Path., Ped., Plas. Surg., Rad-, 
Surg.. Urol. 

Inl, Med., Phys. Med. 

Ophth. 

Int. Med., Ob.-Gyn., Path., Ped.. Rad., Surg. 

Anes., Int. Med., Xeur., Xeuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
Path., Ped., Phys. Med., Psych., Pul. Dis., Rad., Surg.,^Thor. Surg., 
Urol. 

Pub. Health 
Int. Med., Surg. 

Path. 

Anes., InU Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Xeur., Ob-Gyn.. Path., Ped., Surg., Urol. 

Inl. Med., Ob.-Gyn., Surg. 

Gyn., Int. Med., Path,, Plas. Surg., Bad., Surg., Urol. 

Int. Med., Ob.-Gyn., Surg., Urol. 


Int. Med. 

Ophth., Path., Phys. Sled,, Surg. 

Int. Med.. Xeur. 

Surg- 

Ophth., Otol. 

Anes., Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Anes., Gyn., Int, NIed., Ortho. Surg., Path., Phys. Med., Rad., Surg. 
Onho. Surg. 

Ob.-Gyn,, Path.. Surg. 

Gyn., Int. Med., Path., Surg. 

Path., Surg., 

Anes,, Card. Dls., Int. Med., Xeur., Ob-Gyn., Ophth., Path., Ped., Psych- 
Rad., Surg. 

Int. Med., Ob.-Gyn., Path.-, Ped., Rad., Sxirg., Urol. 

Ophth., Otol. 

Psych. 

Anes., Card. Dls., InL Med., Path., Rad., Surg. 

Anes.. Int. Med., Xeur., Ob.-Gyn., Ophth., Ortho. Surg., Path, Ped. 
Phys. Med., Pul. Dis., Bad., Surg., Thor. Surg., UroL 


* Indicates hospitals approved for training Interns. 















































































652 


APPROVED RESIDENCY TRAINING PROGRAMS J.A.M.A., Oct. 4,1958 


Name Location Approved Residencies 

Mlsci lcordla Hospital *... New York City Int. Med., Obst., Path., Fed., Siirp. 

Montenorc Hospital *... New Y'ork City' Ancs., Int. Med., Neur., Neuro. Surg., Optitli., Path., Pliys. Med., 

Pul. Dls., Rad., Sure., Thor. Surg.' 

Morvlsanla City Hospital *. New York City Int. Med., Ob.-Gyn., Path., Ped., Pul. Dls., Rad., Surg., Urol. 

Mother Cabrlnl Memorial Hospital ★. New Y’ork City Surg. 

Mount Slnat Hospital ★. New York City Ancs., Cardlo. Dls., Derm., Gastro., Int. Med., Neur., Neuro. Surg., 

Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., Ped., Phys. Med., Psych,, 
Rad., Surg., Urol. 

New Y'ork Kye and Ear Intlrmary. New York City Ophth., Otol. r. n i .i. r.. . 

New York Hospital *. Ne"' York City Ancs., Derm., Int. Med., Neur., Neuro. Siu-g.,'Ob.-Gyn., Ophth., Otol., 

Path., Ped., Plas. Surg., Psych., Rad., Surg., Urol. 

New York Intlrmary *. Nc"' York City Int. Jlcd., Ob.-Gyn., Ped., Surg. „ , 

New Y’ork Polvcllnlc .Medical School and Hospital *_New Y’ork City Ancs., Derm., Gastro., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Otol., 

Path., Ped.,'Rad., Surg., Urol. 

New Y’ork State Psychiatric. Institute and Hospital. New Y’ork City Psych. 

"'■university HospRal'" '.'ei?''.'. . New Y’ork City Derm., Gyn., Int. Med., Path., Ped., Psych., Rad. ^ ^ ^ 

Preet vu-ilan Hos If 1 *' ' . York City Ancs., Derm., int. Sled., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 

I rcsby til tan liospn.il . Surg., Otol., Path., Ped., Phys. Med., Plus. Surg., Psych., Rad., Surg., 

Roosevelt Hospital *. ^Hy Alkrgy, Gyn., Int. Med., Otol., Path., Ped. Allergy, Ped., Psych., Rad., 

si- nere's Hospr!,’}*' I i:::;:;:; Sew Y-oHc cllj tyOb.^Gyn’:, Path., Ped.-, Surg., Urol, 

s ' Francis 110^,11.11 *..^ew York city i„t. Med., ob.-cyn., path., ped. ^ 

.Sew Y^II cHj- AiH's! cir^d': Dls®“D«m., mt. Med., Ophtn., onuo. Surg., Otol., Path., 

St. Luke s Hospital *.. ^ Ped., Phys. Med., Psych., Rad., Surg., Urol. . , „ . ,, , 

VI !•« Hnsntlal * .^’cw York City Anes., Int. Med., Neuro, Surg., Ob-Gyn., Ophth., Path., Ped., Phys. Med. 

SI. Y lucent s Hospital . Psych., Rad., Surg. 

Sydenham Hospital . . ..’A’•vorlf Clte*(BVonvI Anes**Derm'*’lnt”Mc^eNeiir., Neuro. Surg., Ophth., Ortho. Surg., Otol., 

Veterans Admin. Hospital. Nen York City (Hionx) Med., Plas. Surg., Psych.. Pul. Dls., Rad.. Surg., Thor. 

V I Vdtnio Ilosnltal . • ■ Nc"- York City (Manhattan) Dcrm.fink'^Med., Neur., Ophth., Ortho. Surg., Path., Phys. Med., Psych.. 

Yeteraiis .\dtiilii. .. Rad., Surg., Thor. Surg., Urol. 

,,,,,, .. New Y’ork City Ob.-Gyn. 

Woman s Hospital. .. N’nrthnort. N Y. Psveh 

Veterans Admin. Hospital. . .. .V.'.V.V.V Ogdensburg, N. Y. Ps^ 

St. Lawrence State Hospital... Oneonta. N. Y. Pul. Dls.. Thor. Surg. 

Homer Folks Tiihercu os s Hospital.oranSeburg’, N. Y. Psych. 

Ilockland State ' . . Perryshurg, N. Y. Pul. Dls. 

j. N. Adain^Mcinorlal Hospital . j;. Y. Psych. 

High Point Hospital. Port Chester, N. Y. Obst., Path., Surg. 

United Hospital ...TcfYcrson, N. Y. Ortho. Surg. 

St. Charles Hospital.. . ■. ■ • • .. Poughkeepsie, N. Y. Psych. 

Hudson River HoMiRi''.. poughkccpslc, N. Y. Path. 

Vasaar Hrotliers Hospital ...'oucens Y'lllage, N. Y. Psych. 

Crecdnioor State Hospital. . ^ Raybrook, N. Y. PiU. Dls., Thor. Surg. 

Raydirook State Tuherculo^^ .• ■ • •. Rhlnebeck, N. Y. nb Gvn Path Ped., Rad., Sugr. 

Astor Home for (.lilldreii. Rochester, N. Y. Ancs., Int. Med.. Ob.-Gyn., lain., i 

(ienesec Hospital ..... • • • j;. y. Int. Mei, Ob.-Gyn., Surg. 

HlghlandHospltal*...■■••••••.Rochester, N. Yk Pul. Dls. Ortho. Surg., Path., Ped., Rad., Surg. 

.Monroe Couiity-Ioln .. Rochester. N. Y. Anes., Int. Med., Ob.-Gyn., urioo. orng., 

Rochester General Hospital *. '.‘.'.‘.'. V. Rochester, N. Y’. Psych. Ob.-Gyn., Ophth., •’ 

Rochester State Hospital..Rochester, N. Y. 4"®®” 'Neuro* Surg., Ob.-Gyn., Ophth., Ortho. Sw. Otol.. 

Sviiir&-S“ *.M-t su-.., r«... 

University of Rochester School of Medicine Rochester, N. Y. Occ. Med. 

s."?^a^:^s^^^(ortumforcirdiacHdid^ 11: "" 

El'll^' Ho" pUa^l ‘* 1 ’ . .Ichcneotady, K- Y. ^ul. path.. Psych., Rad., Surg.. Urol. 

^l"(i:'&^"Clth Ser'rtceVloMm Stapletmi (S,atennls>-;|); |; ^ort.io. |urg Path 

St. Vincent’s Hos^pltal *.. i.. Staten Island, N. Y. Ortho. Surg.. t am.. 

Sea View HospHal. ... Staten Island, N. Y. ypor. Surg. ■ 

Staten Island Hospital *.. . Sunmounl, N. Y. J,}' Vyn 

Veterans Admin. Hospital.. Syracuse. N. Y. 

General Hospital*..... . Syracuse. N. Y. Ob.-Gyn., Path. „ surg., Otol., Path., Fed., 

s,,.. .,r . j. ri-!. ru., .i..,«... s™.. «■ 

.s'" 

Mr g St SSV........... ' ' 

Utica State Hospital-. . ^ alhalla, • - Surg. 

Grasslands Hospital .. i v v Psveh. 

.... West Brentwood, N. Y- i 
Pilgrim State Hospital. .yVest Haverstraw, N. i. j, 

0 b.-c,... 0 „h.h.. or.... S».. 

^^r'f.fc";"r Jl\\^rYU-mS'IfospUai 'i!!!!!.'! i::: • • ■ «»'■ ^ ' 

Charlotte Jlemorlal Hospital *• ■ • - ■ - • ■ • ■ • •;;;;;’ ’ ’;Charlotte, N. C. Gcn^* ^ F.atlu Ped.^Ped.’AUergL 

pJes^Sn "liospltai!i^ ^ .. Durham’, N. C. AUergy,^ Ob.-Gyn., OphUj- 0\“'°’/X,‘''surg",'’Thor. 'surg., Urol. 

Duke Hospital *. Pins. Surg.-, Psych., lu . 

.Durham, N. C. opiitho'Otol.'^^.. ophth., Ortho. Surg., Otol.. Path., Y'a 

Lincoln Hospital....; .Durham, L- C. _ Int. Med.. Neuro. burg 

McPherson Hospital...... . Durham, N. C. Surg., Psych.. Rad-- 

Y’eterans Admin. Hospital. - Int Med., Ob-Gyn., Path.. 

. Durham, N. c. 

Watts Hospital *. - • ..‘1 .Fort Bragg, t. Q^tlio. Surg. 

U. S. Army Hospital *.... ..••••••• . Gastonia, N- G- . „ jh 

North Carolina Orthopedic Ho.spit^.. Greensboro, N. C. 

Moses H. C one Memorial Hospital n.. .. 

■ - • ★Indicates hospitals approved for training Interns. 
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Nnmc 

Vetfran< Admin. llo^pUal. 

Kfi Ilo^pllal *... 

$t. Apne^ Ilo'p’tal.... 

FUte Hospital.. 

of North CAroIlna... 

Ito«plfal.... 

City Memorial llosplt.al .. 

KiteBltllnp RcynnhU Memorial Uonpltal 
North raronn.a RaplUt Hr>-<pltal ♦. 


I/?cation 

.Olocn, K, C. 

. nalclch, N. n. 

. UalelcU, X. O. 

.nalclKh, N. r. 

.itjiiciciw K. r. 

... IVI^mlncfon, X. i\ 
Wln^toti-Salcm, X. C. 
NYln^Um-Salom. N. C. 
WlnMnn-Ralcm, X. C. 


Bi<mircV Hosplul. 

St. Lulre’y lloapllal *. 

Airoa niy no^plt.il 

Alrroa General Hospital . 

Children’s IIospUM. 

St. Thorus Ho^pU.al *... 

r»Jrhfrton ritlzfn.s JlospUal ♦. 
Veterans Admin. Unspilal.... 

.Vultman Hospital *.. 

Mercy Hospital ♦. 

Kethe^da IIo?plt.al ♦.. 

rhlldfoa's Hospital.. 

ChrW Hospital ♦... 

Cincinnati General Hospital ♦ 


lll'mnrck, X. Pak. 
., Farcn, X. Pak. 

.Akron, Ohio 

.Akron, Ohio 

.Akron, Ohio 

..Vkron, Ohio 

.. Ikirherton, Ohio 
. Prcrkarnie, Ohio 

.Canton, Ohio 

.Canton, Ohio 

.. Cinrlnnatl 

. rinrinnatl 

.(Mnclnnatl 

..Cincinnati 


Peacoress Hospital. Cincinnati 

Good Samaritan Ho^pltal * . Cincinnati 

Jewish Hospital *. Cincinnati 

Loczrfew Slate Hospital. Cincinnati 

St. ilary’.i Hospital Cincinnati 

rnlvenUy of Cinrlnnatl, Instltnle of Industrial Health.Cincinnati 

Veterans .Kdmln. Hospital.. Cincinnati 

Clereland Clinic Ilo^pUal ♦. Clcvclaml 


Cleteland Itertlvlnc Hospital and Plate 

Institute of rsyrhlatrj*. Clerelaml 

Cuyahojra County Hospital *. Clerclanf! 

Eranffellcal Peaenness Hospital . Clerelaml 

Fairrlew Park Hospital ♦. rieretand 

HichUnd A'lesr—CuyahoRa County Hospital... Clevclanil 

Huron Hoad Hospital ♦.Clerelaml 

Lutheran Hospital *. Clereland 

Mount Slnat HospUat *.Clereland 

Polyclinic Hospital...... Cleveland 

St. Alexis Hospital Clereland 

St, Ann Hospital. Clereland 

St, John's Hospital *. Cleveland 

SL Luke’s Hospital .. Cleveland 

St, Vincent Charily Hospital *. Cleveland 

SuMy Acres, Cuyahoga County Tuhcrculosls Hospital. Cleveland 

Ualrersity Hospitals ♦.Cleveland 

Veterans Admin. Hospital. Clereland 

Woman's Hospital. Cleveland 

^njamln Franklin Hospital. Columbus, Ohio 

^Udren’s Hospital.. Columbus, Ohio 

Columbus Stale Hospital. Columbus, Ohio 

Grant Hospital ♦. Columbus, Ohio 

Mount Carmel Hospital Columbus, Ohio 

Ohio Slate Unlrersltj Hospitals 

Columbus Phychlalrlc InsiUule and HospUnl. Columbus. Ohio 

Ohio Tuberculosis Hospital.. Columbus, Ohio 

CnlrersUy Hospital *. Columbus, Ohio 


St. Ann Hospital for Women. Columbus, Ohio 

“^■^thony Hospital... Columbus, Ohio 

White Cross Hospital *. Columbus, Ohio 


Good Samaritan Hospital ♦. 

Miami Valley Hospital ♦. 

St, Elizabeth Hospital * . 

Veterams Admin. Hospital. 

Wrlcht-Patterson Air Force Base. 

Elyria Memorial Ho,>pllal and Gates Hospllnl 

for Crippled Children * . 

EuclId-GlenvUle Hospital ★. 

Marymount Hospital 

Alercy Hospital * ._. 

Lahevsood HospUal .... 

Lima Memorial Hospital *. 

St. Rita’s Hospital * . 

St. Joseph Hospital * .. 

Mansfield General Hospital. 

Sprln^eld City Hospital ★. 

Gmo Valley Hospital *. 

Flower Hospital ★. 

Maumee Valley Hospital * . 

Mercy Hospital ♦. 

St. Charles Hospital *... .. 

St. Vincent's Hospital * .. 

Toledo Hospital *... 


. Dayton, Ohio 

.Dayton, Ohio 

. Dayton, Ohio 

. Dayton. Ohio 

.Dayton, Ohio 

..Elyria, Ohio 

.Euclid, Ohio 

Garfield Helmuts, Ohio 

. Hamilton, Ohio 

.Lakewood, Ohio 

.Lima, Ohio 

. Lima, Ohio 

.Lorain, Ohio 

.Mansfield, Ohio 

..... Springfield. Ohio 
... Steubenville, Ohio 

.Toledo, Ohio 

. Toledo, Ohio 

..Toledo, Ohio 

........ Toledo, Ohio 

.Toledo, Ohio 

..Toledo, Ohio 

.Warren, Ohio 

..... Warren, Ohio 
Worthington, Ohio 


* Indicates hospitals approred for training interns. 


Approred Residencies 

PtiUi.. Vul. !>is., Thor. Sure ^ 

Oh.-(»yn Fed., Surg. 

Oh.-Gyn. Stirg. 

I'.sych. 

Put). Hc.sith 
Perl. 

OenT Pract., Int. .Med., Peel., Surg. 

Siirg 

Anes., Castro., Int. Med., Xcur., Xeuro. Surg., Ob.-Gyn., Ophth., Ortho. 

Surg.. Otol., P.ith . Pcd., Psych., Rad., Surg., Thor. Surg., Urol. 

Int. .Me<l. Had. Surg. 

Int. Med.. Ob.-Gyn., Surg. 

Ccn'l Prncl., Ini. Med , Oh.-Gyn., Ortho. Surg., Path., Bad., Surg., Urol. 
Gen*! Pracl., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 

Ortho. Surg., Ped. 

GenT Pracl., Int. Med., Ob.-Gyn., Surg. 

Gcn'I Pnet. 

Pul. nis. 

Int. Med . Ob.-Cyn., Path., Had., Surg. 

Ancs.. Gen'l Tract., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Oh -Gyn., Path. 

Xeuro. Surg.. Ortho. Surg., Pcd., Surg. 

Ancs., Gcn'I Pract., Int. Xeuro. Surg., Plas. Surg., Surg. 

Card. nis.. Dorm., Gastro., Int. Med., Xeur., Xeuro. Surg., Ob.-Gyn., 
Ophth . Ortho. Surg., Otol., Path., Fed., Psych., Rad., Surg., Urol. 
Surg. 

Gcn'I Pract., Int. Me<l., Xeuro. Surg., Path., Ped., Rad., Surg. 

Int. Med., Ortho. Surg., Path., Ped., Rad., Surg. 

Psych. 

Cardin. DU., Int. Med., Surg. 

Occ. Mc<l. 

Int. Med., Xeuro. Surg., Psych., Surg., Urol. 

Anes., Card. DU.. Derm., Gastro., Int. Med., Near., Xeuro. Surg., Ob.- 
Gyn., Ophth., Ortho. Surg., Otol., Path., Ped., Phys. Med., Psych., 
Had., Surg., "rhor. Surg., Urol. 

Psy ell. 

Ancs., Derm., Int. Med., Xeuro. Surg., Ob.-Gyn., Ophth.. Otol., Path., 
Ped,, Phys. Med., Pul. DU., Had., Surg., Thor. Surg., Urol. 

Ot>.-Gyn, Path., Surg. 

Anes., GenT Pract., Int. Med . Ob.-Gyn., Surg. 

Int. iled.. Phys. Med. 

Ano'*, Int. Med., Ob.-Gyn.. Path., Rad., Surg., Urol. 

Int. Me<l.. Obsl., Path., Stirg. 

Ancs., Int. Med., Ob.-Gyn.. Ortho Surg., Path., Had., Surg. 

Gcn'I Tract 
AnoA.. Obst., Surg. 

Oh.-Gyn. 

Int. Med., Ob.-Gyn., Surg. 

Anes.. Int. Med , Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., Fed,, Rad., 

Sure. 

Int. Med , Path., Had., Surg. 

Pul. Dls.. Thor. Surg. 

Anes,, Card. Dls., Derm., Int. Med., Xeur., Xeuro. Surg., Ob.-Gyn., 
Ophth , Ortho. Surg., Otol., Path., Pcd., Psych., Rad., Surg., Urol. 
Gastro., Int. Med., Xeuro. Surg., Ophth., Ortho. Surg., Otol., Path., 
Pliy.s. Med., Psych., R.ad., Surg., Thor. Surg., Urol. 

Gen'l Pract. 

Tlior. Surg 

Ortho. Surg., Oto!., Path., Ped., Surg. 

Psy ch. 

Path. 

GenT Pract., Inl. Med., Ob.-Gyn., Ortho. Surg., Surg., Thor. Surg. 
Psych- 

Pul. DU , Thor. Surg. 

Allergy, Anes, Avlat. Med., Card Dis., Gastro., Int. Med., Xeur., 
Xeuro Surg., Ob.-Gyn., Occ. 3Ied., Ophth., Ortho. Surg., Otol., Path., 
Phys. Med., Plas. Surg., Psych., Pul. Dls., Rad., Surg., Thor. Surg., 
Urol. 

Ob.-Gyn. 

Gen’l Pracl. 

Card. DU., GenT Pract., Int. Med., Xeuro. Surg., Ob.-Gyn., Ortho. 
Surg., Path., Surg. 

Gen’l Pracl., Int. Med., Ob.-Gyn. Surg. 

Gen'l Pract., Int, Nled., Obst., Path., Rad., Surg. 

Surg. 

Int. Med., Path., Phys. Med., Rad., Surg., Urol, 

Avlat. Med 

Gen'l Pract, Ortho. Surg., Path., Rad. 

Gen'l Pracl 

Anes., Inl. Med., Ob.-Gyn., Surg. 

Anes., Int. Med., Ob.-Gyn., Path., Surg. 

Int, Med.. Ob.-Gyn , Surg. 

Gen'l Pracl., Int. Med., Ob.-Gyn., Surg. 

Gen'l Pract. Int. Med., Ob.-Gyn., Path., Surg. 

Rad. 

Surg. 

Path. 

Gen'l Pract, 

Surg. 

Int. Med., Obst., Path., Surg. 

GenT Pracl., Inl. iled., Ob.-Gyn., Path., Pcd., Rad., Surg. 

Gcn’I Prict., Psych, 

GenT Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg., Urol. 
GenT Pract., Int. Med., Ob.-Gyn., Path. 

GenT Pract. 

Int. Med., Ob.-Gyn., Path., Fed., Surg. 

Psych, 
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Kamo - 

St. KU7.a),et), Jiosoltnl 

VotiiiRStown ITospltnl .‘' },oimiisto» o, Ohio 

t'cutrnl OUialwaia Slate Hospital. Vouncslown. Ohio 

Hone ninl .loliit Hospital and McHrldo ri'lni/'.n,'',™'"'’ 

St. Antliopv Hosnlt.ai * ''cwwe tiliik. OWalioma City 

State of Oklaiiotna.. .'..f'it.v 

UnlVcMlIy llo.spltals . OWahom.i Pity 

. Otfialioma City 

Vetevaps Admip. Hospital *. 

Wesley llo.splial *. r.i i i r,,. 

llUUrest Medical Center . 'A’C^nvu 

Kiiiaipiel Hospltni *. . 

f.’ood .Sniimrltan Jlo.spllal *.‘!. Port and' oJe 

I'rovldcnee Ho.spltal >. .. j a ' 

St. Vluwnl'.s Hospital *.PoT S(t Ore 

Slirlijcr s IIo.splt.il for Crippled Children .i.! Portland,’ Ore! 

State of Orecon. Portland Ore 

Unlver.sily of OrcEon Medical School Hospitals ' ' • - ■ 

*. Portland, Ore. 

Veterans Adinlu. Hosidtal. Portland, Ore. 

OrcEoii State Hospllal. Salem Ore 

AliIliElon Memorial Ho.spllal *. AWnaton Pa 

.lllentonn Hospital ^.. Allentowm vl 

Allciit(nv;i Stntc ....... . AUtiiUowu Pd 

Saered Heart Hospital ■*. Allentown,' Pa.' 

.iMloona Hospital*. Altoona, Pa. 

.St. Lnhe's Ho.spltal *. BethlcUeni, Pa. 

Bradford Hospital. Bradford, Pa. 

Bryn .Manr Hospital *... Bryn Mawr, Pa. 

Ctiestcr Hospital *. Chester, Pa. 

Veterans Admin. Hospllal. Coatesvillc, Pa. 

UanvlUc State Hospital. Danville, Pa. 

OcorEC tJelsliiRer Memorial Hospllal *. Danville, Pa. 

KltZEernld-Mcrey Hospital *.■. Dathy, Pa, 

KaElcvUle Snnatorlnm for Consuiniitlves. EaelovlUc, Pa. 

Ka.ston Hospital *. Kaston, Fa. 

State Hospttal for Crippled Children. Ellznbelhtown, Pa. 

EmhrcevUIe State Hospital. Emhrccvllle, Pa. 

Haniot HospUnl *. Erie, Pa. 

St. Vlnecnt s Hospital *. Eric, Pa. 

Chas. H. .Miner Slate Hospital. HamhurE, Pa. 

llarrlshtirE Ho.siiltal *. Harrlslnirp, Pa. 

llarrlsburE Polyellnle Hospllal *. HarrlshurE, Pa. 

Harrl-shtirE .Stale Hosplt.ll. HarrlshurE, Pa. 

Haztetou Stale Hospital. Hazleton, Pa. 

l.'oncinauEh Valley .Memorial Hospllal *.Johnstown, Pa. 

Eanenster Oencral Hospital *. Lancaster, Pa. 

St. Joseph's Hospital *. Lancaster, Pa. 

Mayvlcw Stale Hospital......._ Muyvlew, Pa. 

.Montfiomery Hospital *. JCorrIstown, Pa. 

Xorrlstowii Stntc Hospital..,... Xorrlstown, Pa. 

Saered Heart Ho.spltal *. Xorristown, Pa. . 

Alhcrt Einstein .Medical ('enter 

Xorthern Division *. Philadelphia 

Southern Division *. Philadelphia 

Chestmit Hill Ho.spltal *. Philadelphia 

Children’.s no.spllal. 

E.istcrn Pennsylvania Psyclilulrie Inslltule. 1 hiladelphia 

Episcopal Hospital *... 

Kranliford Hospital *. 

VvWwdiS, Hospital. 

Cerniaiilowii Dispensary .and Hospital *. 

Graduate Hospital of the HnlvcrsUy of Pcimsylvanln *... Plilladetphln 

Hahnemann .Medical CoBcec and Hospital *.... PhlLidclphla 

Hospital of the Hnlversity of Pennsylvania *. Philadelphia 

Hospital of the Women’s CoBcec of Pcmisylvanln *. 

Institute of the rcnn.syh'anla Hospital. I > h'drtpj » 

Jcancs Hospital . ® d m 

Jetrerson Medical CoHepe Hospllal *. 1 linadelphla 

Meicy-Vouglaxs Hospital *. I lilladelpliha 

Methodist Einseopal Hospital * .Plillaoclpma 

Mtserlcordia Hospital *. Pliihade phia 

EazaveUr HoapUal *. PPBadelphla. 

I’ennsyivanla Hospital *. Philadelphia 

L’ennslj’lvanla Hospital-Department for Mental , , , ,. 

and Nervous Diseases. PJiilndelpliia 

I’hiladelphia General Hospital i*'. Plillndelphla 

Philadelphia General Hospital—Northern Division. Pliilndelphla 

Philadelphia Psychiatric Hospital.. Plilladelplila 


Approved Residencies 
Ini. Med., Oh.-Gyii., Path,. Sitrg. 

An^i,. Gen-1 Pr.set., Int. Med., Ortho. Surg,. Path., Proot., Rad,. Su,e, 
Ortho. Surp. 

P«h.^He«’uh 

Psych.. Rad,, 

InL Me<!., Rad., Siirg. 

Oli.-Gj'iK, Path., Pc(l.E 

Int. Med., Ob.-Gyn., Path., Pcd., Plas. Surp., Rad, Sure 
Ini. Med., Ob.-Gyn., Ortho. Surg., Path Sure 
Int. Med., Neuro. Surg., Path., Surp. 

Int. Med.. Path., Rad., Surp. 

Gen'I react., Int. jfed., Path., Rad., Surp. 

Ortho. Surp. 

Pub. Health 


Aiies.. OMih., Int. Med., Neiir., Xeuro. Surp., Ob.-Gyn., Ophtb. Ortho 
Path.. Fed., Rad., Surp., Thor. Snrg.,^Urol.^ 

* niys Med^"vrol"*"' Surp., OtoL, Path., 

P.sycli. ' ’ ^ ’ 

HU. Med., Ob.-Gyn., Path., Psych.. Rad., Surp, 

Int. Med., Ob.-Gyn., Path., Plas. Snrg., Proct., Surp. 

Psyeh. 

HU. Sled., Path., Rad., Snip. 

GcnT Praet., Ob.-Gyn., Path. Surp. 

Gen'I Praet., IiU. Med., Ob.-Gyn., Path, Surp. ' 

Surp. 

Int. Med., Path., Rad., Surp, 

Gen’I Praet., Path. 

Psyeh. 

Psych. 

Anos.. Harm., Gen'I Praet., Int. Med., Ob.-Gyn., Ortho. Surp., Otol., 
Path.. Pcd.. Rad., Surp. 

Oeii’l Praet., Ob.-Oyn.- Path., Rad. 

Pul. Dls. . ' 

Inl. Med., Surp.- 
Ortho. ,Snrp. 

P.syeli. 

Int. Med., Ortho. Surp., Path., Rad., Surp., Urol. 

Path., Rad., Surp., Urol. 

Pul. Dls. 

Hu. Med., Ob.-Gyn., Path., Fed., Svirg., Urol. 

Hit. Med., Path., Ped„ Surg. 

Psyeh, 

Surp. 

Anes., Path. 

Path. 

Path. 

Psych. 

Gen’I Praet., Path, 

P.syeli. 

Gen’I Praet. Snrg. 


Anes., int. Med., Oh.-Gyii., Ortho. Sing., Path., Ped., Psych,, Rad., 
Surp., Tirol. _ , 

Anes.. int. Med., Ob.-Gyn., Ortho. Surg., Jatli., Ped., Psycli., Bad., 
.Surp., Vrol. 

Int. Med., Ob.-Gyn., Rad. 

Ortho. Snrg., Ped., Surp. 
rsyvh, 

Int. Med.. Ob.-Gyn., Path., Rad., Surg,, Thor. Surg.. L'rol. 

HU. Med., Oh.-Gyn.. Path,, Surg. 

Psych. „ o 

lilt. .Med., Ob.-Cyn., Path., Ped., Bad,, Snrg. 

Anes Card, Dls., Derm., Castro., Gyn., Int. .\Ied„ Xeur^ Xeuro. burg.. 
Oiiiuh.. Ortho. Surg., Otol., Path.. Ped., Plas. Surg.. Pul. Ills., Rod., 

\ifcs!I^i>erm!i Int. Med.. X'euro. Surg., Ob.-Gyn., Ortho. Surp., Path., 
i*cd.. Rad., Surp., Thor. Surp., Urol. 

•\iies Derm.. Gastro., Hit. Med., Neur., Xeuro. Surp.. Ob.-Giii., W'd •• 
OrthrSurg . oU:. Path., Ped., PUys. Med., Plas. Surg., Psjclt. 
Pul. IBs., Rad., Surp., Urol. 

Anes., Int. Med., Oh.-Gyii.. Path., Ped., Rad., Surp. 

Psych. 

\nck . Derm., Gastro., Int. Med., X'eiir., Neuro. Surg., Ob.-Gyn., Oplitk. 

Ortho. Surp., Otol., Path., Ped., Psych., Rad., Surg., Lrol. 

HU. Med., Ob.-Gyn., Path., Surg, 

Hit. Med., Oo.-Gyn,. Surp. 

Int. Med., Ob.-Gyn., Surg. 

Oh.-Gyn.. Path., Surg. 

aL” CaVd.tVs.fDwm., HU. Med., Ob.-Gyn., Ortho. Surg.. Path., Rad- 
Surg., Urol. 


Snrg., Urol. 

Pul. Dls. 

psyeh. _ . -_ ' • ^^^ 


' * Indicates hosidtals aRhrovod for tralninp Interns, 
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Name 


rhllsdelpWa Stale lloapUal. 

rrfsbyterlan ♦. 

5t. rhrJ 5 topher*a llo5pltal for ChlMrcn... 

?t! J(v»eph’5 Hospital * . 

?t. Uikc’a and Children's Medical Center. 

J?!, Mary's Hospital ♦. 

Shrlncrs Hospital for Crippled t'hlldrcn... 

SUn and Cancer Hospital. 

Temple VnlvorsUy Hospital. 


liocallon 

rhllntlclpliln 

VhllndclpHla 

riiUndclphln 

IMilladetphla 

riiUadclphta 

IMillndelphla 

Hhllndclphla 

riillndelphln 

rhlladelphln 


TJ. S. Xaval Hospital ♦.rhlladelphla 

Veterans Admin. Hospital...Vlilladelphla 

Wills Kye Hospital. . rhlladelphla 

Wonsan’s Hospital ... rhlladelphla 

Allcshcny General Hospital ♦... rittsburjih 

Children's HospUal . IMltalmrch 

tUrabeth Steel Macee Hospital.rut.slmrtrh 

Eye and Ear Hospital.... ritlalmrch 

Merry HaspUal . rittshurRh 

Montefiore Hospital ♦. rillslmrch 

nusburph Hospital * .. ritlshiirKh 

Fresbytcrlan Hospital ■*.. riltshiirgh 

St, Clair Memorial Hospital. IMtlslmrch 

St. Ttancli General UospUal and lleUtthllUallnn InsUlulc * .. VUlsbiirKU 

St. Marparcl Memorial Hospital *. nttslmrch 

ShadysJde Hospital *.. I’lttshurtrh 

South Side Hospital ♦.... rutslmrph 

University of rittslmreU Graduate f'Chool of ruMIc Health.. nttshurgh 
Veterans .\dmin. Hospital. ruiaburgli 

Western Tennsylvanla Hospital ♦. rUtsburph 

Western Psychi.atrlc Institute and Clinic. Plttaburph 

A. C. Mllllkcn Hospital. rotUvlllc. Pa. 

Community General Hospital ♦. Itcadlne, Pa. 

Headlnp Hospital ♦. Itcadlne, Pa. 

St. Joseph’s Hospital *. HoatUnp, Pa. 

Robert Packer Hospital *. Sayre, Pa. 

Scranton State Hospital ...Scranton, Pa. 

Samuel G. Dixon Hosplui. South Mountain, Pa. 

Warren Stale Hospital... Warren, Pa. 

Chester County Hospital ♦...West Chester, Pa. 

3Icrcy Hospital * . Wilkes-Barre, Pa. 

Wlkes-Barre General Hospital *. Wilkes-Barre, Pa. 

Columbia Hospital *.WUklnsburj:, Pa. 

Williamsport Hospital ♦. Williamsport, Pa. 

York Hospital * . York, Pa. 

State Hospital lor Mental Diseases. Howard, It. I. 

Newport Hospital * .Newport, R. L 

Memorial Hospital * . Pawtucket, R. I. 

Charles V. Chapin Hospital. Providence, R, I. 

Jllrlara Hospital ♦. Providence, R, I. 

Providence LylnK-ln Hospital. Providence, R. I. 

Rhode Island Hospital *. Providence, R. I. 

Veterans Admin. Hospital.Providence, R. I. 

Emma Pendleton Bradley Home. Riverside, R. I. 

Woonsocket Hospital . Woonsocket, R. I. 

Teachlnj: Hospitals ot the Medical CoUese of 
South Carolina *. Charleston, S. C. 

Medical College lIospUM 
Roper Hospital 

Columbia Hospital ★.Columbia, S. C. 

Veterans Admin. Hospiui. Columbia, S. C. 

McLeod Xnnrmary ».Florence, S. C. 

Greenville General Hospital *. Greenville, S. C, 

Shrlners Hospital for Crippled Children. GrccnvlUe, S. C. 

Spartanburg General Hospital *.Spartanburg, S. C. 

Sioux Valley Hospital *. Sioux Falls, S. Dak. 

Sacred Heart Hospital *.. Yankton, S. Dak. 

Baroness Erlanger Hospital ♦. Chattanooga, Tenn. 

Memorial Hospital. Chattanooga, Tcnn. 

Newell Hospital. Chattanooga, Tenn. 

T. C. Thompson Children's Hospital. Chattanooga, Tenn. 

Last Tennessee Baptist Hospital *.Knoxville, Tenn. 

Sfst Tennessee Crippled Children’s Hospital.Knoxville, Tenn. 

ot. Mary's Jlemorlal Hospital * .Knoxville, Tenn. 

LnlverMty of Tennessee Memorial Research Center 

and Hospital ★.Knoxville, Tenn. 

Baptist Memorial Hospital * .Memphis, Tenn. 

Campbell Clinic Hospital. 3Iemphls, Tenn. 

City of Memphis Hospitals *.^(emphls, Tenn. 

Gallor Memorial Psychiatric Hospital. Memphis, Tenn. 

beBonheur Children’s Hospital...................... Memphis, Tenn. 

Memphis Eye, Ear, Nose and Throat Hospital.Memphis, Tenn. 

Methodist Hospital ★.Memphis, Tenn. 

at. Joseph’s Hospital ★.Memphis, Tenn. 

'eterans Admin. Hospital.Memphis, Tenn. 


Approved Residencies 

Psych. 

Ancs., Card. Dls., Int. Med., Ob.-Gyn., Palh., Rad., Surg., Thor. Surg. 
Pcd. 

Surg. 

Pcd. 

Gfii'l Pract., Ob.-Oyn., Surg. 

Ortho. Surg. 

Derm. 

Allergy, Anes., Card. Dls., Gnstro., Int. Med., Neuro. Surg., Ob.-Gyn., 
Otihtli., Ortho. Surg., Otol., Path., Pcd., Prod., Psych., Rad., Surg., 
Urol. 

Anos., Derm., Inl. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg,, Otol., 
P.Mh., Pcd., Psych., Rad., Surg., Urol. 

Cnrdlo. DLs., Int. Med., Ortho. Surg., Path., Phys, Med., Psych., Rad., 
Surg., Urol. 

Optitli. 

Ob.-Gyn., Surg. 

Anes., Int. Med., Ortho. Surg., Path., Ped., Rad., Surg., Thor., Surg., 
Urol. 

Neuro. Surg., Ortho. Surg., Path., Ped., Surg. 

Int. Med., Ob.-Gyn., Path. --- 

Ophth., Otol. 

Ancs., Inl. Med., Neuro. Surg., Ob.-Gyn., Otol., Path., Rad., Surg., Urol. 
Allergy, Anc.s,, Int. Med., Obsl., Ophth., Path., Rad., Surg. 

Int. Med.. Ob.-Gyn. ““ 

Card- Dls., InL Med., Neuro. Surg., Ortho. Surg., Path., Plas. Surg., 
Proct., Rad., Surg., Urol. 

Gen’l PracL 

Anes., Card. Dls.> Int. >lcd., Qh.-Gyn., Octlio. Surg., Path., Psych.., 
Rad., Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Path. 

Ob.-Gyn., Path. 

Occ- Med. 

Allergy., Int. Med., Near., Ophth., Ortho. Surg., Otol., Path., Phys. 

Med.. Rad., Surg., Urol. 

Int. Med., Obst., Path., Rad., Surg. 

Paych. 

Gcn’l Pract. 

Gen'l Pract., Path. 

Anea., Int. Med., Ob.-Cyn., Ortho. Surg., Path., Rad., Surg. 

Path., Surg. 

Anes., Int. Med., Neuro. Surg., Ortho. Surg., Path., Ped., Rad., Surg., 
Urol. 

Path. 

Pul. Dls. 

Psych. 

Rad. 

Surg., Urol. 

Path., Surg., Urol. 

Surg. 

Path., Surg. 

Path., Surg. 

Psych. 

Cen'J Pract., Int. Med., Path. 

Gen'l Pract., Int. 5Ied., Path. 

Ped., Psych. 

Anes., Int. Med. 

Obst. 

Anes., Card. Dls., Gyn., Int. Med., Ortho. Surg., Otol., Path., Ped. 

Allergy, Ped., Rad., Surg., Urol. 

Int. Med., Surg. 

Psych. 

Gen’l Pract. 

Anes., Int. Med., Neur, Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., 
Ped., Psych., Rad., Surg., Urol. 


Int Med., Ob.-Gyn., Ortho. Surg., Ped., Surg. 

Int. Med-, Surg. 

Ob.-Gyn. 

Gen’l Pract., Ob.-Gyn., Ortho. Surg., Path., Ped., Surg. 
Ortho. Surg. 

Gen’l Pract., Path., Rad., Surg. 

Gen'l Pract. 

Gen’l Pract., Surg. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 
Ob.-Gyn., Surg. 

Surg. 

Ped. 

Ortho. Surg., Path. 

Ortho. Surg. 

Gen'l Pract., Int Med., Ortho. Surg., Path., Surg. 


Anes., Gen'l Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Surg. 
Neuro. Surg., Ob.-Gyn., Path., Ped., Rad., Surg., Urol. 

Ortho, Surg 

Int Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Otol., Path., Ped 
Rad., Surg., Urol. *' 

Psych. 

Pcd. 

Ophth. 

Path., Rad., Surg. 


Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Castro., Int. Med.. Ophth., Ortho. Surg., Otol., Path., Phys. Med. Pul 
Dls., Rad., Surg., Thor. Surg,, Urol. 


* Indicates hospitals approved for training Interns. 
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Xamo Location Approved Residencies 

West. Tennessee Tuberculosis Hospital.Memphis, Tenn. Pul. Dis., Thor. Sur?:. 

Itnptlst Hospital *. Nashville, Tenn. GenT Pract., Int. Med., Oh.-Gyn., Path., Ped,, Sure. 

Genrce W. Hubbard Hospital of Meharry . ^ c, , 

Mcdlr.il CollcKe *... Nashville, Tenn. Inf. Med., Obst., Path., Ped., Surg., Urol. 

Nashville General Ho.spltnl *. Nashville, Tenn. Ini. Med., Ob.-Gyn., Path., Surg. 

St Thomn.s Hospital *... Nashville,'Tenn. Int. Med., Ob.-Gyn., Surg. 

V.indcrhUt L'nlvcr.slty Hospital *. Nashville, Tenn. An^s. 

Yeier.iiis Admin. Hospital. Nashville, Tenn. Int. Med., Pul. Dls., Rad., Surg. 

O.ik Ridge Institute of Nuclear Studies. Oak Ridge, Tenn. Int. Med., Path. 

Oakville Memorial Sanatorium. Oakville, Tenn. Pul. Dls. 

Aii.stlu State Hospital. nK‘pin ■p-.th 

Stnto of Tcxns... Austin, Texas Pub. Hedltli ^ ^ 

Driscoll Pound.itlon^Chndre^^^^^ . Corpus C^irlsH, Texas ^ Oh.-Gyn., Ortho. Surg., Path.,’Phys. Med., Plas. Surg., 

Ilaylor LnUerslty Hospital .. > • Proct., Rad., Surg., Thor. Surg., Urol. 

Childrcn-.s Medical Center *.. • • • Toxj« Ped Allergy,.Ped. 

Methodist HW«ai *----y-” . ^exat Anis^!®lnt.®MedrOb^^^^^^^^^ Ortho. Surg., Path., Psych., Pul. 

Parkland Memorial Hosplt.il *. Itali.is, le. Dls , Rad., Surg., Urol. 

e. ,> ..f. * .Path., Ped., Rnd. 

Texa.s .Scottish Rite HmeidVaiVor Crlppl^^^ . n!!!!"*’ P«Th. 

Tlniberlnwn Sanltaritim ... iintr/iV Texas Int Med., OpIUh., Ortho. Sure., Otol., Rad., Surg., Thor, Surg., Tirol. 

Veterans Admin. Hospital*.» aso' S Ob-Gyn. 

Hotel Dleti *..,V‘,Vi *. El Paso Texas Int. Med., Ob.-Gyn.. Fed., Surg. 

Wniiam Reaunumt Army Hospital *.Fort Worth TcLis GenT Pract. . „ 

All Saints Hospital. „ Worth” Texas Aiies., Int. Med., Ob.-Gyn,, Path., Surg. 

Harris Hospital*....‘ ‘‘Forlh Worth’ Texas I**"',- . 

Surg., Thor. Surg.. Urol. 

. ; ““ Si’K ot.®.., OnMl,.. P®.. P.-- 

.loirerson Davis Ho.splla, *. "-.ston, Texas ^n^- 

Mcntorlal Hospital *.;;;;;;;;; liouf.o?,: Texas AnJs^Denn.f ‘|e Med^ Surg^'uroL 

MChodlst Hospha. *.. Rad.. Surg., Urol. 

St, Joseph's Hospital *• • • • ■ .. Houston, Texas Ob.-Gyn., Suig., Uro . 

iis::; s ss.. p-- 

SSr;il'“”£» 7 S r«.. „„„ opMj. o.».. l;.;.. 

, vir: . t... -'ipl;,p.- p-.*.p- 

■ N.n T,.rL, MmoM.i 11..J1111.1. S S 

STa",p"mKA vi.iw.'li'i'i"'-• s; f£>'Pgi Mrifoi WMI... onto. SU„., 

is;s sriiti'-r." .- — 

...ton B. on..."“■p""* .::::::: SZ,l: d... o™-. pj..;.: 

.?rSS “S;>..o.. op'«"- O'®"' '■ 

Scott and White Memorial Hospital .. • • • Faus, Texas Surg. 

Tl S Air Force .. • Wichita Falls, Texas „ 

AVichlta General .... Ogden, Utah i®"* ^Cen'i’Pract Tnt. Med., Oh.-Gyn., Path., Surg. g 

St Benedlet's Hospital *... ... Ogdcii, Utah Anes., Gen 1 . 1 ^ gufg., path., Plas. burg., 

... o-to™, 

PrlLirrChUdrcn's' Hospital. sail uHke city Rad.. SWK- 0 b.-Gyn., Orlho. Surg.. Path., Ped., Psych., Bad- Surg. 

|S S | 

Veterans Admm. hospital *.• • ■ • • •. Urnttleboro. ;\t. I sjch. jj ^ l,eur., Neuro. 

Brattleboro Retreai . Burlington, tt. Ai^ ., ^ Surg., Ob.-Gyn., Otol„ Path- ' 

OeGoeshrland .Memorial Hospital . 

Mary Fletcher Ho.spltal *. . Walerhury. Vt Psyeh.’^^ S„yg., ortho. Surg.. Surg.. Urol. . 

lizt. Admin." iClna'.::! i:::: ^ ^ w. i«t. ob-oyn. 

ISon hSi‘ *V.V-.V. •••.•.■.■... ....••••••; cu-/S|’. Ta. oerm.. ltd. ^ed Neuh Neurm |urg.. crol. 

^^rffio^huai*:::::.’ 

Chesapeake . Ohio BalUvay Employees Hospital *._. CUfton. F^e. 

n""SlalV.::^ ^:Maltlnt.Med.,Od^^^^^^^^ 

tncM General Hospital.. Newport N^s. Va. Ge^, ^ Ob.-Gyn., Pat . 

SsldcHos,^..Kk Vm OenyrncL oh.-Gyn., Path-Had., Surg. 

KkcTm^nW-Hosp^.Norfo|k, v„. ,,,, surg..pea-sur. 

11 S Nft.val HospR^ ^ *. .. ‘ VL!——-——- 
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Name I,ocfttU»n 

frlnrlfd rWHrtn'5 Uo^pIUl. Rlfhniotu]. V«. 

Uo^^Ual ♦. lUcIimont!, Vn. 

Mriifil rnllfcc of Vlrclnin—H o<pUa 1 lM\l«lon *.lUchmmul. Vn. 

Richraonti MftnorlaUlo'pUal ♦.lUrUmf^nt!. Va. 

S! KllzJbcth lloApUal . IWchmona,* Ya. 

State or Vlrftnla. lUrhnmmK Va. 

VpffraR*^ A'l.’nln, Hospital. Va. 


Gill Men:o:lal Kye, Kar and Tlirn.at Hospital.... Uoannke, Va. 

Jftterson Hospital ♦.....Unanoko. Va. 

tcw^fs-O’ale r{n«!p{tal ♦. Uo.anoke, Va. 

Loul't Oblcl Mctnorl.il Ilo'ipUal. Suffolk, Va. 

Tastcm State Hospital... \YinUrn«!»»rc, Va. 

Madifan Army Ho^pU.!! *. Vort 

Children's Orthopedic Hospital ♦. Sc.itUc 

PvYtor’s Hc^ptUl *. Seattle 

Flrland Sacalorlum . Seattle 

Kbf County Hmpltal VnU 1 (Hartionlew) ♦. Seattle 

rtncl roundatlnn . Seattle 

PtOYldcnce Hospital *. Se.atle 

State of Wa'hliurton... Se.ttlle 

Swfilljh Ho'plt.il *. Seattle 

U. S. ruhllc Health Serrlce IHisplial ♦. Seattle 

Veterans Admin. Uospltal... Seattle 

Virginia Ma«'>n Hospital *. Seattle 

Hcacone^s ITnspliai ♦. Spokane. WnMi. 

Sacred Heart Hmpltal *.... Spokane, Wash. 

Si. Luke's Ho.<pUaI ♦. Spokane. 

Shtlatrs Hu«pUal for rtlppU-<i (''hlUlrcn. Spokane, \Ya<h. 

St, Joseph Hospital ★. T.i(*om.i. \V.isli. 

Tacoma (tcncral Hospital ..T.ntima. W.iili. 

BcfUey Hosplkil... Hcckley. W. Va. 

BecUcy Memorial Hospital. Hcekley. W. Va. 

Bluefleld Sanitarium .... Itluvtlcld. Va. 

Charleston Hyneral Ilo-tpUal ♦. Charleston. \Y. Va. 

Kananha Valley Hospital ♦. Charleston, W. V.i. 

Memorial HoipUal ♦. Charleston. W. Va. 

Si, Mary’5 Hospital... Ckirk-^hiirt:, W. Va. 

rafMriMiunrinttton Iloipltnl ♦. Huntinston. IV. Va. 

riiesapeake Ac Ohio HoaplUl. Utmlltision. W. Va. 

Sk Jfary’s no^pltal * . Ilunllnslon. IV. Va. 

Veterans Admin. Hospital. Marllnahurtt, \\\ V.a. 

Laird Jleroorlal Hospital. Monlcomcry. W. Va. 

Cacnden-Clark Memorial Hospital *. rarkcrahurc. W. Va. 

St, Joseph's Haipltal *. Varkershurj:. W. Va, 

Broaddus Hospital. PhllUppl* 'V. Va. 

Ohio Valley (Jcncral Hospital ♦. IMteellfur. W. Va. 

Luther Hospital ♦.... Eau Claire, IVli. 

Sk Ajrnw Hospital ♦. Fondulac. \YU. 

Mercy Hospital * .J.inearUle, IVH. 

La Cfo»e Lutheran Hospllai *. La Crosse, Wls. 

Madison G»ncral Hospital *. Madlion, Wls. 

Mendota b’tate Hospital. ifadlson, Wb. 

Meihodbt Hospital ♦. Madt.ion, Wls. 

St, Jiary's Hospital ♦. Madison, Wls. 

VniYerslly Hospitals ♦. Madhon, WK 

Veterans Admin. Hospljal,..Madison, Wls. 

Si. Joseph's Hospital * . MarahtieW, Wls. 

Columbia Hospital *. Milwaukee 

EvanireUcal Deaconess Hospital ♦. .Milwaukee 

Milwaukee Children’s Ho.spltal ♦. Milwaukee 

Milwaukee County Hospital ♦.Milwaukee 

Milwaukee Hospital ♦. Milwaukee 

Mount Sinai Hospital * . Mllvtaukee 

Mulrdalc Sanllorlum. Milwaukee 

St. Joseph's Hospital *.. Milwaukee 

St. Luke’s Hospital *. Milwaukee 

St. Mary’s Hospital ♦... Milwaukee 

St. Michael's Hospital *. Milwaukee 

Veterans Admin. Hospital. ^lilwaiikee (Wood) 

Milwaukee SanUorium . AVauwatosa, Wls. 

Coreas Hospital * ... Ancon, C. Z. 

Eaplolanl Maternity and Gynecological Hospital.Honolulu, T. H, 

KaulkeolanI Cliildren's Hospital,.. .. Honolulu, T. H. 

Leahl Hospital ..Honolulu, T. H. 

Queen’s Hospital *.;.Honolulu, T, H. 

St. Francis Hospital *. Honolulu, T. H. 

Shrlners Hospital for Crippled Children.... Honolulu, T. H. 

Vrlpler Army Hospital *...Honolulu, T. H, 

Territorial Hospital.Kanoehe, Oahu, T. H. 

Agnadlllo District Ho.spltal * .Acuadlllo, P. 11. 

Arecibo District Hospital * . Areclbo, P. B. 

Bayamon District Hospital *. Bayamon, P, R. 

Buerto Rico Institute of Psychlalry, Inc..Bayamon, P. R, 

Socledad Espanola De AuxUio Mutuo.Hatorey, P. B. 

Ponce District General Hospital *. Ponce, P. R, 

Psyclilatric Center for Training and Reaearcb.Rio Pledras, P, R. 

Dr. I. Gonzalez MartUiez Oncologic Hospital. San Juan, P. R. 

San Juan City Hospital *. San Juan, P. R. 

Veterans Admlii.’ Hospital. San Juan. P. R. 


* Indicates hospitals approretl for training Interns. 


Approved Residencies 

Ortho. Stifg. 

liU. Metl„ Ob.-Gyn., Patli., .Surg, 

Allergy. Anes., Ini. Med., Xeuro. Surg., Ob.-Gyn., Ophlh., Ortho. Surg., 
Otol., I’ath., Pod., Pliys. Med,, Psych., Rad., Surg., L’rol. 
r.Mh., Surg. 

Surg. 

Pith. Health 

Anc.s., (’ard. Dks., nn.stro.. Ini. Metl., Xenr., Xeijro. Surg., Ophtli., 
Ortho. Surg.. P.'ith., Phys. Med., Psych.. Pul. Dis., Rad., Surg., Thor. 
Surg., Urol. 

Ophth.. Otol. 

Int. Med., Surg. 

Surg. 

Gen’l Tract. 

P.sydi. 

Int- .Med., Oh.-Gyn., PerL, Surg 
Anes.. OrtliO. Surg., Pcd., Surg. 

Anes.. Int. Med., Ob -Gyn., Path., Surg. 

Pul. DJ.s., Thor. Stirg. 

Anes., Int- Med.. Xeur., Xcuro. Surg.. Ob.-Gyn., Ophth., Ortho. Surg., 
Path.. Pcd.. Psych , Surg., Urol. 

P«.vch. 

(;en'l Praci., Int. Med., Ob<i., Ortho. Surg., r.alh.. Rad., Surg. 

Ptit>. Health 

Anes.. lot- Me<L, Oh.“Gyn., Path., Surg. 

Int. Mcth. Path., Surg. 

Anes.. Int. Med., Xeur., Ortho. Surg.. Path., Psych., Surg.. Urol. 

Anes., Int. Med., Obst., Path., Had., Surg. 

P.ath. 

G»*n*l Tract., Ob.-Gyn., Path., R.i(l., Surg. 

Gen’l Tract., Ob.-Gyn., Path. 

Ortho. Surg. 

P.Tth. 

Anes., P.ath. 

Surg¬ 
ing Med.. Path., Pe<L. Surg. 

Ccn'I Tract. 

Gen'l Tract., Int. Med., Path., Surg. 

Surg. 

Geii'l Pracl-, Inl. Med., Ob..O>n.. Path., Ped., Surg. 

Path. 

Gen'l Pracl., Int. Med., Path., Surg. 

Inl. Med., Surg. 

Path.. Surg. 

Path., Rad., Surg. 

Surg. 

Gen’l Pracl 
Gen'l Tract. 

Surg. 

Anes., Gen'l Tract., Int. 5Ied., Path., Surg. 

Gen’l Tract. 

Path. 

Surg. 

Int. Med., Surg. 

Int. Med. Path., Surg., Urol. 

Psych. 

Surg. 

lut. Med., Ob.-Gyn. 

Allergy, Anes., Card. Dis., Derm., Inl. Med., Xeur., Xeuro. Surg., Ob.- 
Gyn.. Ophth., Ortho. Surg., Otol., Path., Ped. Allergy, Fed., Plas. 
Slug.. Psych., Rad., Surg., Urol. 

Pul. Dls. 

Int. Med., Surg. 

InU Med., Obsl., Ortho. Surg., Path., Rad,, Surg. 

Gen’l Tract., Path., Rad., Surg. 

Ortho. Surg., Pcd. 

Gen’l Tract., Int. Med., Ob.-Gyn., Ophlh., Path.i Ped., Ptoct., Kad., 
Surg,, Urol. 

CenT Tract., Int. Jled., Ob.-Cyn., Path., Rad., Surg. 

Int. Med., Ob.-Gyn. 

Pul. Dls. 

Int. Med., Ob.-Gyn., Path., Rad., Surg- 

Gen'l Tract., lot, Med., Ob.-Gyn., Path., Rad., Surg. 

Int. Med. Ob.-Gyn., Path. 

Gen'l Tract. 

Anes., Derm., Gastro., Inl. Jled., Ophlh., Ortho. Surg., OloL, Path.,' 
phys, Med., Psych., Pul. Dls., Rad., Surg., Thor. Surg., Urol. 

Psych. 

Int. Med., Ob.-Gyn., Ophth., Path., Fed., Surg. 

OD,-Gyn 

Ped. 

Pul. Dls., Thor. Surg. 

Int. Med.. Ob.-Gyn., Path., Psych., Surg. 

Int. Med., Ob.-Gyn., Path. 

Ortho. Surg. 

Inl. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad., Surg., UroL 
“Psycli. 

Path. 

Gen'l Tract., P*.th. 

Int. 3Ied., Ob.-Gyn., Path., Ped-, Surg. 

Psych. 

Gen’l Pract- 
Int. 3Ied., Ob.-Gyn. 

Psych. 

Path. 

Anes., Int. Med.. Ob.-Gyn., Ophth., Path., Ped,, Rad., Surg., Urol. 

Int. Med., Path., Phys. Med., Rad., Surg. 
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con.vtil»te,v «n opportunity 
jn.st nnith ah failure to pass an examination. Under ex- 

si'oirorim Hlree «PPJy for an exten- 

Mon oi. the three-year period by writing to the Secretary's 

office prior to the c.vpiration of the three-year period uSr 

atL discretion, 

a> excuse a candidate from any scheduled examination 
without penally, piroyided the request for such absence is 
filed prior to tune of the examination. 

A fee of $50 will be charged for each repeat in the written 
.and oral examination. The Board may, liowcver, at its dis¬ 
cretion deny a candidate the privilege of reexamination. 

If an applicant fails to pass either the written or oral ex¬ 
amination within the allowed period, having taken one or 
more wyilten or oral examination, his application will be 
dcclarctl void and rcapplication will not be allowed. 

The Board reser\'c.s the right to limit the number of candi¬ 
dates to be admitted to any examination. 


FEE 

TJie fee .shall be one hundred fifty dollars ($150.00). At 
least fifty dollars 50.00) shall he paid upon filing the ap¬ 
plication, of wJiicIi sum thirty-five dollars ($35.00) shall be 
returned if the candidate is not accepted for examination. 
The remainder ($100.00) shall be paid before taking tlie 
examination. 

The Board is a nonprofit organization. The fees for exam¬ 
ination and certification luu'c lieen computed on a basis of 
cost of maintaining an administrative office and conducting 
examinations. Tlic Board rcscn-cs the right to cliange the fee 
when iiece.s,sary. 


AMERICAN BOARD OF DERMATOLOGY 

J. Lamau Callawav, President 
Durham, N. C. 

Fuan'cis W. Lynch, Vice-president 
St. Paul, Minn. 

Lovts A. BnoNSTiNo, RocJie.ster, Minn, 

Maiicus R. Cauo, Chicago 

John H. Lamb, Oklahoma City 

Clinton W, Lane, St. Louis 

J. NYalteh Wilson, Los Angeles 

Beatiuce Maheb Kesten, Secretary 

Walteii C. Lobitz Jh., Assistant Secretary 

Office of tlie Board: One Haven Ave., New York 32 


GENEHAL HEQOinEMENTS 


Preliminary registration forms are acceptable after the 
applicant has met the followiii;' rcriiiiicmcr.f«: 

1. High ethical and piolc'^im;:!! '■i.mdi:!!’. 

2. Graduation from a medical school approved, at tlie 
time of the candidate’s graduation, by the Council on Medi¬ 
cal Education and Hospitals of the American Medical As¬ 
sociation. (Graduates of schools not on tlic approved list may 
be eligible iirovided they pass Part I and Part H of the ex¬ 
aminations of the National Board of Medical Examiners. 

3. Satisfactory completion of an approved internship. 

4. A state license to practice medicine in the United 
States or Canada issued following examination, or by en¬ 
dorsement of tlie certificate of die National Board of Medi¬ 
cal Examiners, or regular status in the Anned Forces of the 
United States or Canada. 

5. Citizenship in tlie United States or citizen.ship by birth 
in Canada. 

SPECIAL HEQUIHEMENTS 


The following minimum requirements have been estab¬ 
lished for admission to e.vamination: 

Formal training in dermatology and related subjects, ot 
not less than tliree years. This training may be obtained as a 
resident, fellow, or graduate studenUn the 5®^' 

ocnized by the Council on Medical Education and Hi^itals 
of the American Medical Association and approved by the 
joint Residency Review Committee for Dermatology. One 
month in each year may be taken as a vacation. Vacations 
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postponed from one year to another ^^nr^■a . 

w,lU» e igWe ci,” “ta fSS ™ 

Arco Ml yc„s h„e elapsed sinoe'll.e beglnninj „f S 

The formal training shall include: At least oiie year full- 
time m an -- j /•_ .t 



Y f ji - ill uit; viisic meajcnJ si 

and carefully supervised clinical and laboratory work, 


METHODS OF TBAINING 

_ The preferred method of training is a three-year well- 
integrated and continuing program in an institution ap¬ 
proved for the full training period. At least one year of full¬ 
time trmning in an institution approved for three years is 
required. 

However, apart from the required full-time year in such 
fadditional training requirements may be 
fulfilled by training in institutions approved for one year or 
two years or in part as a preceptee. 

Training must be completed within five years except 
where military service or other compelling circumstances 
shall intervene. 

Suggestions for tlie study of Dennatology are given in the 
Syllabus of Graduate Training. 


PKECEPTEESHIP TRAINING 

Candidates may take one year of their training under the 
direction of a preceptor approved by the Board. Not more 
than half of each training day may be spent in the office of 
the preceptor; during the other half-day training must he 
undertaken in an approved institution. Although preceptor- 
ships may be taken during any one of the years of training, 
it is recommended that the prteeptee have at least one year 
of dermatologic training previous to a preceptorship. After 

...-become diploinates, they will be a.sked to 

. • • . Evaluation Form. 


CBEorr Fon militaby service 

Candidates who have served in die Armed Forces of the 
United States or Canada as physicians may submit creden¬ 
tials for possible credit toward training or experience. The 
Supplementary Application form for Military Training should 
be submitted witii tlie Preliminary Registration fonn or a! 
the tennination of military services. 


responsibility 

It is the candidate’s responsibility to make early contact 
with the Board, to ascertain and observe its regulations, and 
to file the preliminary registration and the application for 
certification forms. Candidates must meet all requirements 
before applying for certification. ' 

Directors of training are responsible for submitting an 
Annual Graduate Training form on each candidate. 

Approved preceptors, in conjunction with the director of 
training of the institution in which the candidate spends 
half his training time, are responsible for submitting nn 
Annual Graduate Training fonn on each preceptee. 


PBELIMINARY REGISTRATION 

Each candidate must file a Preliminary Registration form 
with the Board at the beginning of training, whether or not 
plans are complete at the time. This establishes Jns i cn t 
and status as a candidate, and begins his permanent Mc. i 
enables the Board to detect any deficiencies m the pm « 
training. No fee is involved at this time. 


estimates of status 

decisions as to the status of candidates who a-* 
mate of the further training needed can be 
Committee on Requirements upon ^ch J 

imate of Status Form. The $25 registration ee i*c!i^^^ 
credited toward the application for f 
ommny this form. The Board acts as a body f . 
y cLsrituted committees. IndivMual members only ‘ 
the rules and regulations of the Board.. 
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Arrr.!C.4Tin.s roii pehtikicatio.v 

Applie.ilion for crrlific.'rlion fonns may be filer! before the 
cml of the fonn.nl trainiiiR period and must be made before 
the clodnc dale rcciilarly pnblisbed in tlic Eraminalions and 
Liccreaire column of The JounNAU of the American Medical 
Ai'ociation. D.ntcs of craminalions are aKo pidilished here. 
.Applications .should be filed durini; the last year of training 
in order to obt.nin full adv.mt.ige of the loan -scf.s of histo- 
palhoIoR' slides avail.iblc from the Anned Force.s Institute 
of Patholog)'. Applic.ition will be considered with tlie aecom- 
p.nnsing registration fee of Sin. which \snll not be refunded. 
AATien all supporting document.s have been rcccivetl the ap¬ 
plication is submitted to the Committee on Requirements, 
which appraises the qu.ilifications of the candidate and de¬ 
rides as to his eligibility for evaminalion. An M.nmin.ation 
fee of S75 is pay.nble when the candidate is notificrl that his 
application Is acceptable to the Boartl. 

The tot.nl fee of SlOO h.n.s been carefully c-omputed and is 
used entirely for administratis'c purposes. Members of the 
Board receive no compens.ilion except for actu.nl expenses 
connected xrith the examinations. 

EX-XXtl.VATIOSS 

Examinatioas arc designed to ascertain the breadtli of the 
candidate’s hnowlcdge in the basic as xvell as the clinical 
aspects of dermatology and to test his familiarity xvith the 
literature and to gauge his general qualifications .ns a spe- 
dalist in this branch of medicine. 

.All applicants for certification must now pass a coniprc- 
hensix-c written examination before they arc eligible for the 
oral test. Tlie x\-ritten examination is held simultaneously in 
major cities. Applicants are then required to pass the oral 
clinical and lalxiratory examination xvhich is conducted in 
a clinic. Cases xvill be seen and discussed xx-ith each candi¬ 
date, and the examiners xvill sock to ascertain his knoxvledge 
of dcrmatolog)' as xvell as of various related subjects. 

Candidates xvhose applications have been accepted may 
take tlie next ciamination after the completion of training. 
Except in special circumstances, an applicant shall take the 
examination xxntliin a year folloxx-ing the filing of application. 
A candidate once accepted for an examination xvill hence¬ 
forth remain eligible for only txvo succeeding examinations, 
unless some compelling ciraimstance, sucli as military serv¬ 
ice, shall jnterx’ene. 

Candidates xx'ho hax'c signified their intention of taking 
the examination and xxdio fail to appear, or xx'ho cancel their 
request after the final notice has gone out, shall forfeit tlie 
examination fee. 

The Board’s records are confidential throughout. Examina¬ 
tion marks xxoll not be divulged. The findings of the Board 
are subject to its discretion and are final. Applications are 
accepted on this understanding. 

PRECEPTORS AND PRECEPTEE TRAINING 

Preceptors are diplomates of the Boi-ird of at least five 
years standing in actix'e practice, recognized teachers of pro¬ 
fessorial rank, on the active staff of an institution approved 
for three years of graduate training in dermatology. 

Precepteeships are now granted for only one year of gradu¬ 
ate training. Tlie preceptee must not spend more tlian one- 
half of his time in the preceptor’s office. Tlie remainder must 
spent under supervision in an institution approved for 
three years of graduate training in dermatology. His work 
program should be based on not less than a 40-hour week. 

A Preceptee Work Plan is filed xvith the Secretary of the 
Board previous to acceptance of each preceptee. Folloxving 
the preceptorship, the preceptor, in conjunction xvith the di¬ 
rector of training of the institution in xx'hich the candidate 
spends half his training time, submits an Aimual Graduate 
Traimng form on each preceptee. 

Each dermatologist xvho xvishes to become a preceptor 
must file an Application for Preceptorship form xvith the 
Board. (The Committee on Education passes on these appli¬ 
cations.) Detailed qualifications, rules, and regulations as 
well as duties and rights of preceptors and preceptees xvill 
be sent to dermatologists on request. 


AMERICAN BOARD OF INTERNAL MEDICINE 

Thomas M. Durant, Chairman, Philadelphia 
Hoxx'ahd P. Lexx’is, Vice-Chairman, Portland 
AA'mcHT R. Adams, Chicago 
Tiio.mas H. Brem, Los Angeles 
George E. Burch, Nexv Orleans 
Hugh R. Butt, Rochester, Minn. 

Frankun M. Hanger, Nexv York 
John Minor, Washington, D. C. 

George A. Perera, New York 
Aeueht M. Snell, Palo Alto, Calif. 

THOMA.S A. Warthin, West Roxbnry, Mass. 

Victor W. Logan, Roche,sler, N. Y. 

Thomas Findlev, Secretary-Tre.asurer, Augusta, Ga. 
WiLi.iAM A. Werrell, Execufive Secretary-Treasurer, 

1 W. Main St., Madison, Wis. 

Sub-Specialty' Boards 

Allergy 

Vincent J. Derbes, Nexv Orleans 
Stanley F. Hampton, St. Louis 
Hoxvard J. Lee, Milwaukee, Wis. 

Max Sam'ter, Chicago 
William B. Sherman, New York 

Cardiox'ascular Disease 

Charles A. R. Connor, Nexv York 
A. Carlton Ernstene, Cleveland 
Frank B. Kelly Sr., Chicago 
J. Murray Kinsman, Louisville, Ky. 

Bruce Logue, Atlanta, Ga. 

Richard H. Lyons, SyTacuse, N. Y. 

Raymond D. Pruitt, Rochester, Minn. 

GASmO-EN'TEnOLOCY 

Julian M. Ruffin, Durham, N. C. 

Loxx-ell D. Snorf, Evanston, Ill. 

Henry J. Tumen, Philadelphia 
C. Wilmer Wirts, Philadelphia 
Eric E. Wollaeger, Rochester, Minn. 

Pulmo.nary Dise-xses 

Theodore L. Badger, Boston, Mass. 

Alxts E. Greer, Houston, Te,xas 
Carl MusaiENHEiM, Nexv York 
Arthur M. Olsen, Rochester, Minn. 

Julius L. Wilson, Philadelphia 

GENERAL QUALIFICATIONS 

1. All candidates must be citizens of the United States or 
Canada. 

2. All candidates must be licensed to practice medicine 
in a state, territory', or possession of the United States or 
Canada. 

3. All candidates must present evidence of satisfactory 
moral and ethical standing in the medical profession. 

PROFESSIONAL QUALIFICATTONS 

1. Graduation from a medical school approx’ed by the 
Council on Medical Education and Hospitals of the Ameri¬ 
can Medical Association at the date of graduation. 

2. Satisfactory completion of an approved internship of 
not less than 12 months." 

3. Residency or fellowship approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association in internal medicine according to the folloxx'ing 
plan (Plan A) or one of the alternate plans described under 
paragraph 4. 

"During the period in xvhich the 9-9-9 program xx'as in 
effect an approved internship of nine months xx'ill satisfy the 
requirement of txveh'e months. A residency of nine months 
is considered as nine months only. 
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in internal medicine 

ior a period of not less tlian three years in a hosoital or 
other institution approved by the Council on Medical Ed^a- 
Hospitals of the American Medical Association for 

esidcncy or fellowship in internal medicine. In such in- 

anuTn?! "'' 7 ' nominal status differs from tliat 

w.-iL liospital residents, he must furnish the Board 

ith certification by the Chief 6f the Medical Service and 
the Medical Director of the Ho.spital that he actually per- 
f^orincd the full duties of a resident as a bonafide member of 
the residency program. In addition, two years of adequate 
clinical e.vperiencc in the practice of internal medicine fol¬ 
lowing p-aduate training will be required. The Board will 
accept the following equivalents as satisfying one year only, 
oi tiic three years of residenc 3 ' or fellowship to which this 
paragraph refers. (Two years must be in the field of general 
internal medicine.) 

(a) If 12 months of a two-year approved internship in a 
hospital approi'cd for residency training in internal medicine 
is limited to the medical service and the medical specialties, 
credit will be granted for a first year of assistant residency. 
The remaining two years of residency training must be in the 
general field of internal medicine. Certification by the Chief 
of the Medical Scr\’ice as to compliance with this require¬ 
ment must accompany application. 

(b) One year of approved residency in one of the medi¬ 
cal specialties; Allergy, Cardiovascular Disease, Ga.stro- 
Entcrology, Hematology', Pathology, Pulmonary Diseases, 
N'eiirology, Pediatrics, Psychiatry, Dcnnatology, and Syph- 
ilology, provided the candidate completes in addition, two 
full years of approved residency in the general field of inter¬ 
nal medicine. 

(c) One year as a medical graduate student or as a medical 
graduate instructor in an approved medical school on a full¬ 
time ba.s’is in Bacteriology, Biochemistry, Pathology, Pharma¬ 
cology, Physiology, or Internal Medicine. 

(d) An advanced degree in the Medical Sciences, pro- 
\'ided the work has been done and the degree obtained after 
graduation from medical school. 

NOTE; Graduate training credit for the time involved will 
be allowed candidates who take and satisfactorily complete 
post-graduate courses in internal medicine or the basic medi¬ 
cal sciences provided by accredited medical schools on a full 
time basis. This ruling shall not apply to courses of less than 
three months or more than twelve months duration. A certi¬ 
fication of creditable perfonnance, based in part, at least, on 
a formal examination upon completion of the course, will be 
required. 

NOTE; Fellowship or Research assignments not approved 
by the Residency Review Committee in Internal Medicine 
will require certification by the Chief of Service tliat such 
assignments were equivalent in graduate training opportu¬ 
nities and patient responsibilities to those of approved resi¬ 
dencies in Internal Medicine or the sub-specialties recog¬ 
nized by this Board. This certification must be presented 
with application. 

4. Alternate Training Plans; The Board firmly believes 
that the plan of intensive training prescribed above offers 
the best opportunity for a young physician to pfepare him¬ 
self to meet Ins responsibilities as a specialist in internal 
medicine. It is recognized, however, that capable individuals 
may accomplish tlie same result in a longer period of time 
during which the training is less intensive. The Board real¬ 
izes that a number of medical graduates cannot follow the 
.shorter and more desirable plan either because suitable resi¬ 
dencies are not available or in some instances because ot 
personal and economic reasons. Accordingly the Board has 
modified its previous regulations governing eligibility tor 
admission to examination. In doing so tlie Board has not modi¬ 
fied its standards of examination. It has liberalized its eligi¬ 
bility requirements for admission to examination by accept¬ 
ing half-time formal training, and the practice of mt^al 
medicine under circumstances favorable as to professional 
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and hospital contacts, in lieu of part of the full-timn • 

m?f a exceptional indivJlS 

may acpire a knowledge of medicine and e.xperiencrill ] 
application sufficient to qualify for examination.- 

sisteoVtW ^ con¬ 
fraddi^^a^T"^^^^^^ and followed by 

two additional years m the practice of internal medicine is 

recommended by the Board. Variations in tliis program are 
now subject to tlie following regulations; 

(a) In all instances, one year of approved internship and 
one year of approved residency will be required, except as 
indicated under Plan G. The graduate training credit of one 
year lieretofore granted as a result of active duty as a com- 
nnssioned officer in the Armed Forces during the period be¬ 
ginning December 7, 1941, and ending January 1, 1947, and 
during the Korean emergency beginning June 1, 1950, and 
ending July 1, 1954, may not be applied in satisfaction of the 
one year of approved residency refeired to in Plans D, E, F, 
unless the candidate’s assignment is considered by the Board 
to have been equivalent to an approved residency. 

(b) Following one year of internship and two years of 
approved residency, the remaining requirements may be 
satisfied by: 

(Plan B) That is by two years of half-time formal train¬ 
ing followed by two years of practice limited to internal 
medicine or by 

(Plan C) That is, by five years of practice limited to in¬ 
ternal medicine. 

(c) Following one year of internship and one year of ap¬ 
proved residency, the remaining requirements may be satis¬ 
fied by; 

(Plan D) ** That is, by four years of half-time formal train¬ 
ing followed by two years of practice limited to internal 
medicine or by '' 

(Plan E) “ That is, by two years of half-time formal train¬ 
ing followed by five years of practice limited to internal 
medicine, or by 

(Plan F) That is, by eight years of practice limited to in¬ 
ternal medicine. 

(d) (Plan G) Physicians who have practiced internal 
medicine for 12 years following an approved internship may 
qualify for the examinations witliout further training. 

(e) (Plan H) In order to better the opportunity for ade¬ 
quate graduate education in terms of the requirements of 
this Board, a special plan (Plan H) has been designed. This 
plan is exclusive. It is reserved for Chairmen of Departments 
of Medicine in approved medical schools in the United 
States and Canada, who may wish to recommend for ad- 
mi.ssion to examination certain men who have planned a 
career in academic medicine, but whose training has not 
satisfied the requirements of any of the other ‘PLANS 
authorized by the Board. Candidates may not elect Plan H 
at tlie time they make application. Specific recommendations 
that a candidate be qualified under this plan must be made 
by a Chairman of a Department of Medicine in a Class A 
Medical Scliool in the United States or Canada. This recom¬ 
mendation must assure tliat the candidate has been under 
the jurisdiction and guidance of him or otlier persons iritom 
he has selected or recommended during a five-year penoo 
of training after internship; that this training has been shaped 
witli the idea that the candidate has been preparing tor a" 
academic career; and that during the training 

candidate has had adequate d>rect responsibility for pa «e 

care in tlie broad field of Internal Medicine. | 

tended for the unusual candidate. Encli appkearion 
individually considered by the E.xecutive Committee 

®Ttill be the responsibility of Heads of Hepartmenls of 
MSidue to affirm to the American Board of .Interna Med. 
cine tliat the candidate is qualified for be 

tion after a minimum of five years of traimng. ‘ jjitjonal 
tS the Head of tlie Department will require addition 
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%ears of training bcwnd llio mininiuin before stating tire 
'qii.ilific.itions of the candidate to the Board. A candidate 
thus recommended under the foregoing provisions will be 
etamined by the Board in the broad field of internal 
medicine. 

If, during the period of training under Plan H, the candi¬ 
date decides to qualify under one of the other plans of the 
Bo.ard (A to G) credit will bo granted on the basis of the 
requirements of Plans A to G. 

Half-time fonnal training under expanded plans B, D, and 
E is defined .as follows: 

1. Half-time® ns an instructor in clinic.al medicine 
in a recognized medical school in the United States or Canada. 

•2. Half-litnc® in a research fellowship sponsored by 
a recognized mcdic.al school in the United States or Canada. 

3. H.alf-timc® .as a graduate student in an approved 
medical school in the United States or Canada. 

5. Practice Requirements: A period of not less than two 
>c.ais (to be completed by tlic time of the first written e.xami- 
nah'on) of adequate clinical experience in the practice of 
internal medicine. Tliis requirement m.ay be satisfied by inde¬ 
pendent practice or in association xvilh a recognized internist 
following completion of formal training. If teaching or re¬ 
search assignments arc broad enough to merit practice credit, 
please ash Chief of Service or Chairman of the Department 
of Medicine to certify tliat assignments arc equix-alent to the 
practice of medicine as it is commonly known. Adequate ex¬ 
perience in tire care of clinical patients would include full 
responsibility for inp.atients .as well as outpatients. Tlie cer¬ 
tification referred to shovdd accompany application. 

6. Graduates of Foreign Medical Schools: All candidates 
who are graduates of foreign mcdic.al schools must meet the 
following requirements as a minimum: 

(a) The physician must bo a citizen of tlio United States. 

(b) The physician must furnish proof in the form and to 
the extent deemed adequate by the Board that he (or she) 
has graduated from a medical school after completing a four 
year full-time course in medicine. 

(c) The physician must hax'c a license to practice in one 
or more states of the United States and have been in active 
practice confined to Internal Medicine witliin the state of 
legal residence for at least two years. 

(d) Graduates of foreign medical schools prior to 1930 
may qualify under the alternate plans of the Board the same 
as graduates of approved medical schools in the United 
States. 

(e) Graduates of foreign medical schools in 1930 and 
thereafter must, in addition to all other requirements, satis¬ 
fy the requirements of one year of approved internship and 
three years of approved residency or fellowship in the United 
States, followed by at least two years of practice limited to 
the field of Internal Medicine in the United States. If, how¬ 
ever, their school of graduation is "recognized” by the Coun¬ 
cil on Medical Education and Hospitals of the American 
Medical Association, graduates of Foreign Schools may 
qualify under the various plans of the Board the same as 
graduates of approved Medical Schools in the United States. 

7. Candidates Graduating Prior to 1937: Candidates 
graduating from approx'ed medical schools in the United 
States or Canada prior to 1937 may qualify for admission to 
e.xamination provided their practice has been limited to in¬ 
ternal medicine for at least two years prior to appbeation 
and provided they are identified as internists by their col¬ 
leagues in their community. 

8. Preceptor Training: Preceptor type training is not 
recognized in satisfaction of any part of the three-year re¬ 
quirement of formal graduate training. 

9. Credit for Service in the Medical Corps of the Armed 
Forces of the United States an Canada. 

“Half-time formal training is regarded as four hours per 
day for six days per week. It is required that half-time formal 
training "be verified by the head of the department. Verifica¬ 
tion must accompany application. 


(a) Active duty as a commissioned officer in tire Medical 
Corps prior to January 1, 1947, may be applied as one year 
of residency credit or one year of practice credit, regardless 
of assigrunent. 

(b) Active duty as a commissioned officer in the Medical 
Corps for period June 1, 1950, to July 1, 1954, may be ap¬ 
plied as one year of residency credit or one year of practice 
credit regardless of assigrunent. 

(c) Active duty as a commissioned officer in the Medical 
Corps after July 1, 1954, may be applied as practice credit 
provided tlie candidate had previously satisfied the require¬ 
ments of graduate training. Certification of Chiefs of Service 
tliat assignments were in the field of Internal Medicine on a 
full-time basis in tire care of clinical patients largely on one’s 
own responsibility' is required. 

(d) Residency credit automaticaUy granted for active 
service in tlie hledic.al Corps of the Armed Forces w.as dis¬ 
continued as of July 1, 1954. 

10. Graduates of The Chicago Medical School, prior to 
approval by tlie Council on Medical Education and Hos¬ 
pitals of tlie American Medical Association, and graduates 
of tlic Middlesex Scliool of Medicine, who received tlieir 
degree in medicine prior to January 1, 1951, and who hax'e 
fulfilled all of the requirements set forth in Section 2 (Re¬ 
quirements for admission to Examination and Certification), 
and an approved residency or fellowship of three years dura¬ 
tion (Plan A) and followed by two years of practice in In¬ 
ternal Medicine may apply, and at the discretion of tlie 
Executive Committee or of the Board may be admitted to 
examination. 

PBINCIPl-ES OF mUNlN'C 

The American Board of Internal Medicine is interested in 
the fact that the candidate has embarked on a career of 
study voluntarily and has thereby expressed tlie desire to 
axcel and to participate personally in the world’s progress in 
Medicine. 

Preparation must be based on years of continuous thought¬ 
ful study. 'Therefore, in suggesting a program for those who 
wish advice, the Board hopes to assist the candidates to avoid 
inferior and superficial programs which may lead to failure 
and disappointment in later years. 

The Board believes that all Internists should have a sound 
fundamental knowledge of Anatomy, Bacteriology, Bio¬ 
chemistry, Pathology, Pharmacology, and Physiology'. Such 
knowledge is essential to the continued progress of any in¬ 
ternist. "rhe Board anticipates that adequate training xx'ill be 
obtained in the basic sciences as applied to internal medi¬ 
cine during a formal three-year residency program. 

The Board wishes to emphasize that time and training are 
but a means to the end of acquiring a broad know'ledge of 
internal medicine wliich the candidate must demonstrate to 
the Board in order to justify it in certifying that he is compe¬ 
tent to practice internal medicine as a specialty. The re- 
sjxmsibility of acquiring the know'ledge rests with the candi¬ 
date. The responsibility of maintaining the standards of 
know’ledge required for certification rests w’ith the Board. 

APPUCATION 

Candidates for examination must make their application 
on a prescribed form xx'hich may be obtained from the office 
of the Executive-Secretary-Treasurer. , 

The application must contain a record of the candidate’s 
premedical and medical training as well as of internships, 
residencies, graduate study, hospital or dispensary staff ap¬ 
pointments, teaching positions, service in the armed forces, 
membership in medical societies, medical papers published, 
and the names of four xvell-known internists to whom the 
Board may write for professional and character reference. 

The application must be accompanied by one recent, 
signed photograph of the candidate’ moxmted on the appb¬ 
eation, and the registration and examination fee of forty dol¬ 
lars ($40.00) to cover the written examination, of which 
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rdm^d<,d if the appli- 
cat on IS disapproved. Upon application for admission to the 

win fm Too n of fifty dollars ($50.00) 

>'car concerned. 

The rccinircmcnts of graduate training followed by two 
yeans of practice in the field of internal medicine must be 
satisfied before a candidate is eligible for admission to 
oxannnation. 

If thiw or more years elapse before a candidate completes 
Ins certification, tlie Board will require the candidate to file 
a new application. 


Min'aon or examination— wni-rrEN and ohal 

1. Tlie e.\aininations for certification by the Board com¬ 
prise two part.s: Part I is written; Part II is clinical and is an 
oral examination. The written e.xamination is held simul¬ 
taneously in different sections of the United States, Canada, 
ami onl.sidc continental limits of the United States wherever 
cligililc candidates arc located. Onlj' one written e.xarnina- 
tion will bo given each year. This examination will be held 
on the third Monday in October. This examination is di¬ 
vided into a morning and afternoon period for each of which 
three hours are allowed. The questions arc of the multiple- 
ciioicc type, framed in such manner as the Board elects, and 
designed to test the candidate’s basic clinical acumen and 
his knowledge of applied physiology, anatomy, physiological 
chemistrj', palJiology, bacteriology, and phannacology as re¬ 
lated to internal medicine. 

2. Candidate's must pass the written examination before 
admission to tlie ora! e-xamination will be authorized. Oral 
examinations are held near the time and place of the annual 
incctintts of the American Medical Association and the 
American College of Physicians and at such other times and 
places as the Board may designate. Announcements of all 
oral examinations will appear in the Annals of Internal Medi¬ 
cine and The Jouiinal of the American Medical Association. 
Applications cannot be accepted until the schedule is an¬ 
nounced in the publications referred to and cannot be ac¬ 
cepted after closing date i.s announced. 

3. The oral examination will be conducted under the di¬ 
rect supen'ision of the Board. It will be given by members 
of the Board of Internal Medicine with the assistance of 
such Guest Examiners as may be selected. Oral examinations 
are conducted at the bedside of each of two patients pre¬ 
viously assigned to each candidate. Forty-five minutes will 
be allowed f^or the examination of each of the patients be¬ 
fore the candidate is examined orally. Candidates will be 
e.xpected to present in a concise, orderly fashion pertinent 
facts in history and diagnosis. Demonstration of important 
physical findings will be requested by the examiner. During 
the oral examination, questions will be asked concerning 
diagnostic and therapeutic procedures related to tlie prob¬ 
lems under discussion and to any other aspects of Internal 
Medicine. Conciseness and clarity of statements as well as 
evidence of clinical maturity will be seardied for, in addi¬ 
tion to factual knowledge. Furthermore, tlie candidate should 
be prepared to demonstrate his ability to interpret objective 
demonstrations of roentgenologic, pathologic, hematologic, 
electrocardiographic and other abnonnalties. 

Revised Requirements Governing Readmission to the 
Written and Oral Examinations 

To; All Candidates eligible for readmission to the Written 
and Oral Examinations of diis Board. 

I. Written Examination _ 

1. The interval between written examinations will be not 

less than one year. 
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2. The number of written examinations for which a cmdi 
date may apply is not limited. 

3. A fee of twenty-five dollars ($25.00) is required for 

each written reexamination. This fee is due upon appbeatioa 
for reexamination. “ppaeanon 

II. Oral Examination 

1. The interval between oral examinations will be not less 
than one year, 

2. Candidates failing tlie oral examination three times 
must reapply for admission to the written examination.- After 
passing the written examination again, candidates become 
subject to the same regulations and priorities in respect to 
tlie oral examination as apply to candidates who pass tlie 
written examination for the first time. 

3. A fee of fifty dollars ($50.00) is required for each 
oral reexamination. Tliis fee is due upon application for re¬ 
examination. 

Tlie effective date of the changes referred to governing 
readmission to the written and oral examinations was Febru¬ 
ary 1, 1958, and xvill apply to examinations taken after 
February 1, 1958. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY 

Edgah A. Fincheh, Chairman, Atlanta, Ga. 

E. Jefferson Broxvder, Vice-chairman, Brooklyn, N. Y. 
George S. Baker, Rochester, Minn. 

Edwin B. Boldrey, San Francisco, Calif. 

Dean H. Echols, New Orleans 
James Gardner, Cleveland, Ohio 
Edgar A. Kahn, Ann Arbor, Mich. 

Donald D. Matson, Boston, Mass, 

Frank Mayfield, Cincinnati, Ohio 
William T. Peyton, Minneapolis 
John Raaf, Portland, Ore. 

Leonard T. Furlow, Secretary-Treasurer, 600 S. Kingshigli- 
way, St.,Louis 10 


general qualifications 

1. Moral and ethical standing in the profession satisfac¬ 
tory to die board of directors. 

2. It shall be • discretionary with the board to accept for 
e.xamination candidates wlio have been in neurosurgical 
practice more than six years but whose fonnal training fails 
to meet full requirements. 

3. Properly qualified candidates who are permanent resi¬ 
dents in and citizens of other countries and are legally quali¬ 
fied to practice medicine there and who have received their 
training in neurological surgery in the United States of 
America or Canada may apply for certification by the Ameri¬ 
can Board of Neurological Surgery. 

4. A special certificate may be issued to foreign (not 
United States of America or Canadian citizens) candidates 
who have received their training in neurological surgery m 
the United States of America or Canada and who are re¬ 
turning to tlieir own country at the end of their training 
period, upon passing successfully the regular examinations 
of tlie board, witliout completion of the requirement ot two 
years in the practice of neurological surgery. Tliis spccia 
certificate shall be appropriately identified to distinguish i 
from the regular certificate of this board. 


preliminary professional standing 

1. Graduation from a medical school that is acceptable to 
e American Board of Neurological Surgery. 

2. (a) Completion of a surgical internship of not le 
le year in a hospital acceptable to the 

ta Ae ot Board, pl™ « 

,dy of not loss than foor yony beyond *0 
rgical training in an approved hospita , ®/5^®n-,an 

aduate school of medicine, pS at 

)ard of Neurological Surgery. Of this training p 
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least 30 monUw most Ik- dcvolotl lo clinical neurological 
surgcr>'. Tlic Iraininj: in clinical neurological surgera- nuisl 
be progressive and not obtained during repeated short pe¬ 
riods in a number of institutions. It is iiccess.ary that at least 
hvo sc.rrs of this Ir.iining be bad in one institution, and the 
Board svill not ordinarily nppnn-c periods of training in clini- 
r.d neurological surgers- of less than one year. 

on 

2. (b) Completion of a rot.iting intenisbip of not less 
tli.an one year in a hospital aeceplablc lo the Board or its 
eqniv.alcnt in the opinion of the Board, plus a period of 
graduate study of not less than four years beyond the year 
of rot.iting inlcmsbip in an approved hospital, or in an ac- 
crctlitcd school of inctlicinc acceptable to the American 
Board of Neurological Surgers-. Of this training a period of 
at Ic.ist .sis months must be in an appros-cd clinical program 
in general surgers-, and at least thirty months must be tlc- 
\-otcd to clinic.al neurological surgerj-. The training in clini¬ 
cal neurological surgery must be progressive and not ob¬ 
tained during rcpc.rlctl short periods in a number of institu¬ 
tions. It is necessary that at least two s-cars of this (raining he 
had in one institution, find the Board ss-ill not ordinarily ap¬ 
prove periods of training in clinical neurological surgery of 
less than one year. 

Furthermore, die candidate must prepare himself to pass 
a Board esamination in general .surgers-, org.inic ncurologs-, 
neuropathology, neuroanatomy, neurophysiology, and nciiro- 
radiologs-. 

Tlic Board doc-S not accept training by prcccptorsliip. 

.-^n additional period of not less than two years of satis- 
factors- independent practice of neurologic.-il surgers-. 

Tile above reprc>«cnt.s only the minimum rcriuirements of 
eligibility for e.\nmination for certification by the Board. 

APPLICATIONS 

An application on the oflicial application blank in order 
to be considered at any meeting must be in the hands of tlie 
secretarj'-treasurer of the Board not less tlian si\ months 
before the date of such meeting. 

PAS-NtENT or FEES 

The fee for certification shall be one hundred fifty dollars 
(S150.00). Tlie candidate for examination, on filing bis ap¬ 
plication, shall accompany it ss-ith an application fee of 
twenty-fis'e dollars (S25.00). The application fee will not 
be returned even though the application for e.xamination is 
denied. When notified by the Secretary-Treasurer that he is 
eligible for examination, he shall send the examination fee 
of one hundred twent)’-fis'e dollars (S125.00) to the Secre- 
tar>--Treasurer at least tsvo sveeks before the date of the 
examination. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

F. Bas-ard Car-ter, President, Durham, N. C. 

Robert A. Kimbrough Jr., Vice-president, Philadelphia 
Herbert E. Schmitz, Vice-president, Chicago 
Lasvrence M. Randall, Assistant Secretary, Rochester, 
Minn. 

Walter T. Dannreuther, New York City 
Daniel G. Morton, Los Angeles 
John L. Parks, Washington, D. C. 

Conrad G. Collins, New Orleans 
R. Gordon Douglas, New York City 
Carl P. Huber, Indianapolis 
Curtis J. Lund, Rochester, N. Y. 

Reed B. Daxvson, Esq., Counsel, New York City 
Robert L. Faulkner, Secretary-Treasurer, 2105 Adelbert 
Rd., Cleveland, Ohio 


REQUIREMENTS 

Each applicant, before he may become eligible to apply 
for examination, must establish the following facts: 

1. Tlie possession of the degree of Doctor of Medicine 
from an institution of learning appros-ed bj- the Council on 
Mcdic.Tl Education and Hospitals of the American Medical 
Association. 

2. That he is a phy.sician of high ethical and professional 
.standing duly licensed to practice medicine in the United 
Stales or Canada and is a member of a County or District 
Medical Society. 

3. Tlie completion of at least one year of intern serv-ice 
in a hospital appro\-ed l>y the Council on ^^edical Educa¬ 
tion and Hospitals of the American Medic.-il As.sociation. The 
Board accepts tlic fifth or “intern” medical school year re¬ 
quired by- some schools in lieu of the usual fifth or intern 
year of clinical training follow-ing graduation. 

4. Tlic completion of seven years of training and practice 
after tlic first intern year to include at least three years of 
Progressive Residency Training in clinical obstetrics-gyne¬ 
cology in approved institutions. Approved Preceptorship 
training may be substituted in part for Residency training, 
as c-xplainctl on pages 20 and 21. 

5. Follou-ing completion of acceptable training, tw-o y-ears 
of post-training practice, limited to the specialty, are re¬ 
quired before application for examination can be made. 
Post-training practice may include practice within the spe¬ 
cialty- as an assistant or associate or independent practice. 
Periods of Residency in obstctrics-gy-neco!ogy in excess of 
the required three y-ears w-ill not be accepted as a substitute 
for any- part of the two required years of post-training prac¬ 
tice except in the cases of men advancing from the Resi¬ 
dency Training into and planning to remain in full-time 
faculty positions in Medical Schools and their affiliated hos¬ 
pitals. 

6. Tliat be is limiting his practice to obstetrics and/or 
gynecology- and intends to continue lo do so, except for pos¬ 
sible military duty. 

7. The Board conformed svith tlie general acceleration in 
programs in medical education in that it w-ill accept a pe¬ 
riod of nine "accelerated” months as an academic year in 
satisfying our requirements for each of three years of resi¬ 
dency- training. Sucli allow-ances can be made only for serv¬ 
ices during the w-artime period of the official “accelerated 
program” and are not made for serx-ices before 1943 or after 
the discontinuance of this acceleration in 1946. 

8 . Applicants w-lio have been certified by- one of the other 
American Specialty E.xamining Boards w-ill not be eligible 
for certification by this Board until they have relinquished 
the certificate pre\-iously conferred, e.xcept upon special 
action to tlie contrary taken by- the American Board of Ob¬ 
stetrics and Gy-necology. 

9. The Board has ruled tliat phy-sicians who accept male 
patients in their private or other practice, for operative or 
other care, cannot be regarded as specialists in obstetrics 
and gy-necology, e.xcept by special ruling when this is re¬ 
lated to active military- duty. 

10. This Board deprecates engagement in fields of prac¬ 
tice other than that in which candidates profess to be spe¬ 
cialists. The sole exception to this prox-ision is that it is 
permissible for candidates and diplomates of the American 
Board of Obstetrics and Gynecology to participate in Emer¬ 
gency Care. 

11. This Board xx-iU not accept applicants for examination 
xvho are not full citizens of the United States or of Canada. 
Foreign bom applicants must hax-e been certified by either 
the National Board of Medical Examiners or licensed to 
practice medicine in the United States or Canada by a State 
or Provincial Board of Licensure. Notarized statements, not 
original citizenship papers, must be furnished xvhen the ap¬ 
plication is filed attesting to the fact of full citizenship in 
the United States or Canada, if the applicant is foreign bom. 
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le”?t thre?nV?l be required a probationary period of at 
i i V years from the date of licensure in the prac- 

n^v be T ^ *'» candidate 

3iia> DC aclmittea to examination. 

SPECIAL CKEDITS AND IWLINGS 

foi otbenvise qualified, who were graduated be- 

fore Januar>’ 1, 1939, and wliose required training was in 
obstetrics or gynecology alone, and who have confined tlieir 
practice to obstetrics or gynecology for at least five (5) 
years immediately prior to application may be accepted for 
examination as candidates for certification in either obstet- 

other respects requirements for 
ehgibility remain the same as for those physicians graduated 
since 1939. At least a fundamental knowledge of botli ob- 
stctrics and gynecology is essential, regardless of wlietlier a 
candidate s practice is limited to one or tlie other branch. 

2. Basic .science training should emphasize the relation of 
anatomy, pathology, physiology, biochemistry, and bacteri- 
ologj' to the application of surgical principles which are 
fundamental in all branches of surgery. More especially for 
this .specialty there should be training in infertility, endo- 
crinology, oncology, irradiation therapy, electrotherapy, psy¬ 
chosomatic medicine, and otlier nonoperative metliods of 
diagnosis and treatment. In addition, tlie candidate must 
understand and be trained in tlie care of emergencies, shock, 
licmorrhage, blood replacement, electrolyte and fluid bal¬ 
ance, protein and nitrogen balance, choice of anesthetics, 
chemotherapy, acidosis and alkalosis, narcotics and hyp¬ 
notics, wound healing, etc. 

3. After July 1, 1958, this Board will not allow credit 
within the three years required training period for separate' 
ly organized basic .science courses which remove tlie candi¬ 
date from clinical training in obstetrics and/or gynecology. 

4. Training in abdominal surgery, in addition to the re¬ 
quired three (3) years of training in clinical obstetrics and 
g>'ncco]ogy, i.s desirable and may be included in tlie total 
minimal seven (7) years required after tlie intern year. 
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their request, for reopening of their application, with the 

irea’tmenh!4d eKult.^"'^^^ 

^ j'L ““fonn to page 23 of this BulIeUn and be 
intelfdelt ^ librarian, administrator, or super- 

^le application fee is $35.00 and is not returnable 

f ^™”^tion fee is $100.00 and is payable when the 
candidate is nobfied of acceptance for examination. This fee 
IS not returnahb after the candidate has been ofiicially ac¬ 
cepted by the Credentials Committee and notified to report 
tor examination. 

^ If the candidate fails the Part II examination on his orig¬ 
inal application, he may exercise the privilege of one reex¬ 
amination (see Examinations, Part II) but will be required 
to pay a fee of $25.00 for such reexamination upon making 
request that his application be reopened for this purpose. 

The fees have been carefully computed on a basis of cost 
of examinations and are used entirely for administrative 
expenses. Examiners and Associate Examiners serve as such 
without compensation other than actual expenses. 

APPRAISAL OF INCOMPLETE TRAINING 

Many prospective candidates write the Secretary’s Office 
outlining in their letters their training qualifications and 
asking informally if they are eligible, if this training has 
been sufficient and, if not, what is still lacking. Any candi¬ 
date should be able to make a fair estimate of his eligibility 
after studying this Bulletin. 

However, if the candidate wishes an informal evaluation 
of qualifications, a form “Application for Appraisal of In¬ 
complete Training” should be requested from the Secretary 
of tlie Board. The request should be accompanied by a 
check for $15.00 to cover the clerical expense involved. 
Prospective candidates are reminded tliat this appraisal is 
not official and is subject to review and final decision by tlie 
Credentials Committee when they consider the application 
for admission to examination. 


5. Applicants on seixace in obstetrics-gynecology under 
orders in hospitals of the Army, Naiy, Air Force, and Public 
Health Service will receive residency training credit if such 
hospitals are officially approved for training in tin's specialty. 

M'hen the hospital is not approved, Preceptorship Train¬ 
ing credit may be allowed if tlie, service is supervised by a 
Diploniate of this Board or an otherwise qualified obste¬ 
trician and gynecologist. If such training credit is desired, 
candidates must comply with the regulation governing Pre- 
ceptorships as published on pages 20 and 21 of this bulletin. 
In addition, the Medical Officers Professional Training Rec¬ 
ord should be completed and attested while in military 
service. 

Credit toward the required two years of post-training prac¬ 
tice, limited to tliis specialty, will not be allowed for service 
in tlie Armed Forces except in the case of regular medical 
officers who have completed the training requirements. 

application and fees 

Application must be made on a special blank wliicli will 
be furnished by the Secretary’s Office and must be forwarded 
with the other required credentials and tlie application fee 
to the Secretary's Office not later than September 1 of each 
year. Commencing in 1959 this date will be advanced to 
August 1 of each year. 

All candidates must comply with Board regulations m 
effect for one year in which the examination is taken, re¬ 
gardless of when the original application was filed. _ 

Candidates applying for admission to the examinations 
for certification are required to submit with their applica¬ 
tion, an unbound typewritten list, on 8fi-by-ll-in. paper, ot 
all patients admitted to the hospitals where they practice, 
for the year preceding their application or the year pnoi to 


Appraisal of Incomplete Training forms should not be 
lied if Application for admission to examination has already 
tieen filed. Tliis is unnecessary duplication. 

Official interviews cannot be granted by the Secretary or 
idler Directors of tiie Board unless requested by the Board. 

Applicants declared ineligible for admission to examina- 
:ion may request reopening of tlieir applications ivithin two 
(2) years of tlie filing date witliout payment of an additional 
ipplication fee. When a candidate requests that his applica- 
ion be reopened, lie must supply the Board with infomia- 
ion to justify such further consideration. A request for die 
reopening of an application declared ineligible by reason of 
nsufficient training, nonlimitation of practice, or similar 
items may not be approved in less than two (2) years, al¬ 
though application may be made as specified above to avoid 
payment of an additional fee. This approval time may be 
reduced under exceptional circumstances. The request mast 
nave adequate supporting evidence of additional Iraimnp 
ind experience to warrant reconsideration. Supplemental 
Training blanks should be used for such reports, and these 
will be supplied upon request. 

After two ineligibility or postponement rulings on any can¬ 
didate’s application, an entirely new application must be sa - 
mitted (with or without fee, according 
ments) in order to bring data down ‘jl 
Feature of this should be evidence of additional traim g 

"IppSts declared eligible but who fail to ^he 
examination privilege within three (3) years of the 
filing the application are required a nmv 

application and to pay a new of this 

should offer as sponsors or references, t»'o I than 

Board with whom they 

men under whom they served as residents only, it « i 
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that spon<;orv be from the c.imlidatc'-: community and cur¬ 
rently .acquainted with the candidate and his ability in his 
practice of the .specialty. 

When notice of acceptance for admission to examination 
has been rcccixcd by the candidate it should he immediately 
acknowlcdpal .and the examination fee paid. Case reports 
must be forxvardcd to the Secrctarx- within thirty (30) days. 

E.VAXfINATIONS 

P.ait I examinations arc scheduled for Januarx- 16, 1959. 
.^rranRcments will be made for candidates to report in any 
conxenient city witcro there may he a Diplomafc of tliis 
Board to conduct or to superxise the waitten examination 
which xxill be sent oxit from the Board's OlTicc under sc.a!cd 
coxcr, 

Speci.rl arranRcments will be made throxiph senior officers 
for conducting the xx-ritten portion of the Part I examination 
for men in militarx' scrxicc. Such candidates arc requested 
to keep the Secretary’s Office informed at all times of 
changes in tlicir mailing addresses. 

All applicants accepted for examination xxill be required 
to obtain a passing grade in both the xx-ritten examination 
and a rcxicxx- of case reports (Part I), before becoming 
eligible for tlic oral clinical and pathology examinations 
(Part 11). Tlie passing grade for tlie xx-ritten c-xamination 
and ease reports is ItTr. A candidate xx-hosc grade in cither 
or both falls bcloxx- 75'ir is conditioned, llcc.xamination for 
die rcmox-al of conditions in Part 1 may be taken after one 
xear hut xxithin three xears after the first fadure, xxitliout 
p.-ixment of an additional fee. 

Requests for reexamination in tlie xx-ritten portion of Part I 
and requests for rc.snibmission of ease reports must be filed 
prior to September 1 of eacb yc.ar. Candidates xvho success¬ 
fully complete the Fart 1 cx.amination proceed automatically 
to the Part II examination held later in the year. 

Requests for reexamination in Part 11 must be made prior 
to September 1 of each year. 

Candidates appearing for_ree\.amination under a new ap¬ 
plication after two prex-ious failures w-ill not be required, if 
they hax-e passed all or part of tlie Part I examinations on 
their lir.st application, to repeat such examination items .al¬ 
ready successfully cleared. 

Port I 

Examin.ition consists of: 

1. A comprehensix-e xx-ritten examination, conducted an¬ 
nually, including questions on both obstetrics and gynecology 
and related basic sciences. The written examination will be 
limited to a ma-ximum period of three hours. 

2. The ex-aluation of twenty (20) important obstetrical 
and gynecological case reports in condensed form. Five (5) 
of the twenty (20) cases may concern major illnesses not 
necessarily operatix-e. Tliese reports must include a x-ariety 
of material rather than a number of reports of one type. 
Case reports from one’s residency service shall not be more 
than five (5) in number. 

CASE REPORTS 

In the case of candidates applying for unilateral certifica¬ 
tion, case reports must pertain to the branch for xvhich 
application is made. 

Men holding full-time Medical School faculty appoint¬ 
ments may submit the remainder of their case records from 
this full-time, nonprivate practice, but xwst-training service. 
(See Requirements.) The candidate should prepare and 
maintain in his possession a carbon copy of his case records 
in case of jiossible loss in shipping. 

Evidence of adequate follo\x--up examination pertinent to 
each individual case must be submitted. 


The candidate should submit separate x-erified index lists, 
in duplicate, for each indix-idual iiospital at w-hich opera¬ 
tions were performed. All of these must be formally signed 
by the responsible hospital official (preferably the hospital 
superintendent), attesting in each instance that the candi¬ 
date xx-.is the operator. 

Part 11 

The oral clinic.al and pathology examinations given all 
candidates are conducted by the entire Board and the As¬ 
sociate Examiners. Advance announcements of examination 
dates and place will be made in medical journals through¬ 
out the country-. (Scheduled for Chicago, May 8 to 19, 
1959.) 

Examination consists of: 

1. Oral examination before three or more examiners. All 
cndc.ix-or is made to adapt the details of the oral examination 
to each candidate’s experience and practice. The examinarion 
is particularly directed to ascertain his familiarity with re¬ 
cent obstetrical and gynecological literature, the related 
basic sciences, the breadth of his clinical experience, and his 
general qualifications as a specialist in obstetrics and gype- 
cology. 

2. Pathology examination. The candidate is expected to 
identify and to discuss pathologic specimens and micro¬ 
scopic sections. 

Examiners report orally uyion each candidate to the assem¬ 
bled Board, after xs-bicb tlie results of their investigations 
are considered jointly by the entire Board and Associate Ex¬ 
aminers. After a general consideration of the details of the 
c.Tndid,Tte’s oral and pathology examinations, including a 
rexiew of his cap.ibility and general adaptability, the candi¬ 
date is passed or failed by the entire Board of EHrectors. 

Tlie final action of the Board is based upon the candi¬ 
date’s ethical and professional record, training, and attain¬ 
ments, as well as on the results of his formal examination. 

When a candidate fails in Part 11 of tlie examination, he 
is not required to repeat Part 1, but is required to repeat 
P.-irt II only. One reexamination may be taken within three 
(3) years of the original examination and first failure with¬ 
out formal reapplication papers. Request for reopening of 
the candidate’s original application must be filed with a re¬ 
examination fee of .$25.00 (see Application and Fees). Ap¬ 
plication for reexamination in Part II must be made by the 
candidate prior to September 1 of each year. Data regarding 
additional training or experience and Medical School or hos¬ 
pital appointments acquired in the interim must be cited in 
the letter and x-erified on a Supplemental Training Form 
obtained from the Office of the Secretary of this Board. 

The reexamination fee xxill be effectix-e only- on original 
applications filed subsequent to tlie date of this announce¬ 
ment, namely, June 1, 1949. The candidate may be aUoxx-ed 
to reappear at the examination follo\x-ing the one failed by 
him. The Board may, at its discretion, deny- the candidate 
the prixilege of reexamination. 

Failure to exercise the prixilege of reexamination within 
three (3) years, entails the filing of a new application xxith 
the usual application and examination fees. 

After txvo failures in either Part I or Part II on the first 
application, the candidate may reapply with a new apph'ca- 
tion and reapplication fee of 535.00 and reexamination fee 
of 5100 and be readmitted to examinations once only. Ex¬ 
ceptions to this riding can be made oidy by action of the 
entire Board of Directors in annual session, usually to lie 
based upon exidence of additional training and experience 
sufficient to xx-arrant such action. 

GRADUATE -TflAlNIXC RESmEN'CIES 

This Board, throu^ the Council on Medical Education 
and Hospitals of the American Medical Association, has 
approved institutions providing the acceptable residencies 
in obstetrics and gynecology-. 
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The American Board of Obstetrics and Gynecolotrv 
established the following requirements for its^approvff of a 
residency m a hospital department or service: 

1. It is most desirable that the Chief of Service of the 

certified by the Board, in the interests of the 
proper teaching of the specialty of obstetrics and gynecology 
In heu of such certification Uie Board will approve of indi- 
viduals of recognized high professional standing in the spe- 
cialty. At least one additional senior member of the staff 
should be similarly qualified. 

2. Exertions to tlie foregoing, in respect to tire certified 
status of anefs of Servdcc and others as outlined above, can 
be made by a.ssent of the Committee on residency Training 
for adequate and justifiable reasons. As examples of the 
latter, the degree of F.A.C.S. in obstetrics-gynecology may 
be accepted in lieu of one of the two required certifications 
if tJie general reputation of the person concerned is known 
(o the Committee as national or sectional in scope, or a pro- 
fes.sorial rank witliout certification might be acceptable. 

3. In instances where the services of obstetrics-gynecology 
are not combined but arc separate in any given hospital, the 
Chief of each .sncli service seeking approval and at least" one 
of his subordinates must be certified or otherwise qualified as 
outlined above. If olistetrics and gj-nccology are not com¬ 
bined in one department, approval can be granted only if 
arrangements are made for some degree of rotation of resi¬ 
dents between both sersdees, provided both services are 
separately approved. 

4. If g>’nccology is classified in the given iio-spitai as a 
subdivision or siibserwce of general surgery, approval can¬ 
not be granted for residency training in gynecology. Excep¬ 
tions liavo been made if tlie subdiidsion of Gynecology is 
headed and staffed by a Chief and at least one other certified 
by tin's Board or otherwise qualified as .specialists in obstet¬ 
rics-gynecology, as specified above, thus ensuring an ac¬ 
ceptable educational program in obstetrics-gynecology. 

5. Departments holding official approvals for residency 
training are cautioned that their totals of residents appointed 
must bo kept to tlie number specified in the A. M. A.—Ameri¬ 
can Board approval notification. Dilution of training fa¬ 
cilities by imautliorized appointment of residents in e-veess 

■ of these numbers may be cause for rein.spection and changes 
in approval status" of such hospitals and their special services. 

6. For further details of requirements and qualifications 
for approval for residency training, hosirital officials should 
refer to the latest special issues of The Journal of the 
A. M. A. as they appear during each year, dealing with these 
subjects, or should apply to the Council on Medical Educa¬ 
tion and Hospitals of the A. M. A. for bulletins entitled 
Essentials of Approved Residencies and Fellowships. 

7. Application for residency approval must be made in 
triplicate on special forms provided for this purpose. These 
forms may be obtained from the Secretary of tlie Council on 
Medical Education and Hospitals of the A. M. A. All state¬ 
ments amplifying an application should also be made in 
triplicate. The hospital should keep a duplicate of all papers. 

8. The formal application, with all papers, for residency 
training approval should be .submitted primarily to the 
Council on Medical Education and Hospitals of the A. M. A., 
535 N. Dearborn St., Chicago 10. Action is taken jointly by 
the Council and this Board after survey by tlie Council. 

9. Approvals are granted according to adequacy of tlie 
training program and teaching facilities of various institu¬ 
tions on tlie following several bases: (a) one-year approval 
'in obstetrics and gynecology (combined) or one-year ap¬ 
proval in obstetrics and/or gynecology (separate), correlated 
basic science instruction being an essential part of the first 
year; (b) two-year approval in obstetrics and gynecoio^ 
(combined) or two-year approval in obstetrics and/or m 
gynecology (separate), provided there is opportunity m the 
latter instances for some degree of rotation between the two 
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laboratory instruction in basic sciences- 
obstetrics and gynecology (com¬ 
bined) or in obstetrics or in gynecology, proiaded there is 

f one-half years senace in the 

branch of the specialty opposite to that in which the candi- 
date holds appointment, as well as laboratory instruction in 
the basic sciences of both branches. 

Exchange residencies witliin the specialty between an- 
proved institutions are acceptable and to be encouraged 
Many authonties believe that training in more than one in¬ 
stitution IS broadening to the candidate. "Fanning out" to 
unapproved institutions or services is not acceptable unless 
the work of such services is directly and carefully super- 
Vised by tlie Chiefs of tlie service in tlie approved hospital 
under which the man is actively appointed and working 
This should be attested by such Chiefs. 

Exchange residencies into other specialties cannot be per¬ 
mitted to subtract from tlie minimal required three (3) 
years of training divided between obstetrics-gymecology. 

As noted elsewhere in the Bulletin two (2) years of post¬ 
training practice limited to tlie specialty is necessary before 
a candidate may apply for examination. 

This Board has no objection to residency services being 
arranged by hospitals for periods longer than three (3) 
years, unless tin's dilutes the candidate’s clinical training 
opportunities too much during the first three (3) years. 
However, tlie Board does not accept a fourth year, or more, 
of residency training as a substitute for any part of the re¬ 
quired two (2) years of post-training practice. 

The importance of post-training practice in the specialty 
is emphasized as an opportunity for maturing of the candi¬ 
date and for colleague appraisal of a man’s ability when 
working on his own responsibility in his chosen community. 

Exception to this ruling may be made for men advancing 
from their training into and planning to remain in full-time 
teaching positions. These men then must complete at least 
two (2) years in such positions. Consequently the only in¬ 
stitutions in which men may work as fourth and fifdi-year 
residents and obtain credit for tliis time as "post-training 
practice” are those directly affiliated with approved Schools 
of Medicine as teaching hospitals for undergraduate instruc¬ 
tion. These “full-time” men must hold faculty appointments, 
must haye teaching duties with undergraduate students, 
must be given independent authority more than that of 
residents, and must make a declaration of intention to re¬ 
main in full-time teaching work. 

10. Any physician formally obligating himself to serve a 
residency in a Council on Medical Education and Hospitals 
of tlie American Medical Association-American Board of 
Obstetrics and Gynecology approved hospital and thereby 
eliminating other possible candidates from the position, who 
breaks bis contract without justifiable cause, eitlier before 
beginning his service or during his period of service, e.xccpt 
by mutual consent and agreement between the candidate and 
the hospital, may be barred from the examinations for certi¬ 
fication at the discretion of the Board. 

11. It should be recalled by all concerned that credits 
for graduate training may be obtainable in certain 

for residency or assistantship service in hospitals not oiflciaiJy 
approved for residency training. Each such case must be in¬ 
dividually considered, and credits will be largely epen e 
upon tlie teacliing qualifications of those in charge of 
service and the clinical facilities of the hospital m question. 

PKECEPTORSHIP TRAINING 

After July 1, 19S8. the MBallon of ft'ff JS'”' 
ing m„« be preceded by “ f 
in an institution approved for Residencies 
and/or gynecology. Candidates who pr p 
Traim'ng must notify tlie Secretary o 
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intent and rwinc't nn .ipplic.ition fonn. Wlx'i) tlii'. lins hi'on 
completed, '.ipneel hj’ llic Preceptor and Preeeiitee and re¬ 
turned to die Sccretar}', it will bo Mibniillcd (as lias loii}; 
been true of Residency Training Progrmns) to llie Resi- 
deney Training Coniniittee of the board for their decision. 

If the prostmiii is appnwcel the Preceptor imisl .supervise 
closely die candidate’s worb and kt'cp nn informative record 
of the c.andidate’s performance. Tlie Preceptor and tlie Pre- 
ceptex: diall rc’ixirt in writinp to the Secretary of the Ro.ird 
.it the end of each .six months of Pre-ceptorship, ontlininj; the 
proprev. of the training prottrain. 'Hiis information will be 
pl.iced ill the candidate’s applic.it ion for admission to ex¬ 
amination in onler that it may be cwalnated by the Cre- 
denti.iK Committee. 

.^s .1 general nile each year of Preceptor Trainint; will re- 
ccise a six-month credit toward die total of three years of 
training necessarx’ for admission to examination. As is the 
case xsitli candidates whose traininc lias been entirely by 
form.il Residency, each application will be cs'ahiatcd finally 
by die Credential’s Committee. 

An acceptable Preceptor preferably shall be one certified 
by the Americ.an Boaul of Obstetrics and Gynecolot'y and 
must have been certified for a minimum of five years. Ecllow- 
sbip in the American College of SiirRcons or lonR experience 
.and est.iblishcd reputation as an obstctrician-RyneeoloRist 
without eidicr of the abox'c qu.alifications may qu.ilify the 
Preceptor. Preceptor and Preccirtcc must work in a hospital 
.approved by the Joint Commission on Accreditation of Hos¬ 
pitals. 

Tlie ixist-traininR practice requirement cannot be carried 
on concurrently with Prcccptorship Training. 


AMERICAN BOARD OF OPHTHALMOLOGY 

Cordon M. Bruce, Chairman, New York 

Paul A. Chandler, \Tcc-chainuan, Boston 

.VfERniLL J. King, Secretary-Treasurer, Rockland, Maine 

James H. Allen, Nesv Orleans 

Alson E. Bralex', Iowa City 

Arthur Gerard de ^^OE, New- York 

F. Bruce Fralick, Ann Arbor, Mich. 

•Michael J. Hogan, San Francisco 
'Harold H. Jox', Syracuse, N. Y. 

John S. McGaxtc, Brym Maw'r, Pa. 

C. Wilbur Rucker, Rochester, Minn. 

Kenneth C. Swan, Portland, Ore. 

Miss Lea M. Stelzer, Registrar, Box 236, Cape Cottage 
Branch, Portland, Maine 

prerequisites 

1. High ethical and professional standing. 

2. Full citizenship in the country where the candidate 
practices. (Limited to countries of North and South America, 
their possessions and territories, and the Philippine Repub¬ 
lic.) 

3. A degree from a medical school of high standing, satis¬ 
factory to the Board and approved by the Council on Medi¬ 
cal Education and Hospitals of the American Medical As¬ 
sociation. 

4. Completion of an internship of not less than one year 
in a hospital approved by the same Council. 

5. Completion, by the time of the Written Qualifying 
Test, of not less tlian 36 monti.s (a total of 60 months is 
required of candidates practicing botli ophthalmology and 
otolaryngology) of combined study, training, and practice of 
ophthalmology in approved medical schools, hospitals, clin¬ 
ics, dispensaries, laboratories, and private practice. 


APPLICABLE TO APPLICANTS WHO START 
RESIDENCIES IN OPHTHALMOLOGY AFTER 
DECEMBER 31, 1956 

Individuals who have completed three years of fQrmal 
ophthahuological training (residency and basic science 
courses) may apply for tlie written qualifying lest after com¬ 
pletion of 12 months of practice or 12 months of institu¬ 
tional work, a total of 48 months. All other individuals, xvith 
less formal training, may apply for the written test after 60 
months in ophtli.Thnology or 72 months of combined ophthal¬ 
mology and otolaryngology. A basic course is recognized as 
equivalent in time to residency training. All time require¬ 
ments must be completed by the date of the written test. 

GENERAL REQUIREMENTS VOR ALL CANITIDATES 

1. Application forms must be filled out completely and 
accurately. Letters of endorsement, together with any other 
required credentials, must be sent to the Secretary’s office 
before the pnblisbctl deadline dale. 

2. Fee of $100.00 remitted with application. 

3. A lilt «f fwper.i or Iwoks piiWixhi’d. 

4. Written riu.ilifying test. 

5. Praetienl examination. 

6. Special review of opbtbalmic surgery. (Instructions on 
Page 9.) 

7. Licensure in the state, piovince, or country xvhcrc the 
eandid.itc practices. 

Sl'EClAL TRAINING 

Tills .shall include; 

1. Graduate .study of the basic medical sciences which nre 
fundamental to the intelligent practice of opbtbahnology, 
particularly: anatomy, histology, cmbrj'ology, optics, physio¬ 
logic optics, visual physiology and psychology, pathology, 
bacteriology, pharmacology, disorders of ocular motility and 
binocular vision, perimetry, and in the skillful adjustment 
and use of instruments such ns the opbthalinoscopc, retino- 
scopc, .slit lamp, and microscope. Mere factual knowledge is 
not sufficient; the candidate must have bad training in the 
application of these subjects and in their use in clinical 
ophthalmology, especially in refraction. 

2. Active clinical experience in approved liospitnls, clin¬ 
ics, dispensaries, and private iirnctice. Library and laboratory 
facilities should be utilized for the intensive study of cases. 

These requirements may be met in various ways: 

BASIC .STUDIES 

Anatomy and Histology of the Normal Eye 
Embryology and Dcvelopijiental Abnormalities 
Bioebcinistry 
Pathology 

Microbiology and Immunology 
Optics and Physiological Optics 
Ocular Physiology 
Medical Ophthalmology 
Pharmacology 
Neuro-Ophthalmology 
Principles of Ophthalmic .Surgery 

These may he covered by graduate study-hy a curricular 
course in the basic sciences related to Ophtlmlmology in im 
approved graduate medical school. 

tees 

For original written lest, $100.00, p,iy,ihle with applica¬ 
tion. 

For original elinic.Tl examination, $50.00 payable on .siic-.^ 
cessful completion of the written test. 
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AMERICAN BOARD OF ORTHOPAEDIC SURGERY 
Edwin F. Cave, President, Boston, Mass. 

lELiAM H. Bickel, Vice-president, Rochester, Minn. 

Benjamin Fovt^eh, Nashville, Tenn. 

Geohge W. N. Egcers, Galveston, Texas 
J. Vehnon Luck, Los Angeles 
HARny D. Morris, New Orleans, La. 

Fred C. Reynolds, St. Louis 
John Royal Moore, Philadelphia, Pa. 

^^ChicagoH6 S. Michigan Ave., 

REQUIUEMENTS FOR PART 1 EXAMINATION 

1. Citizensliip in the United States or Canada, or pos- 
sc-ssion of papers slioiving intent to become a full citizen. 

2. Graduation with a degree of Doctor of Medicine from 
a medical school of the United States or Canada recognized 
by the Council on Medical Education and Hospitals of the 
American Medical Association or graduation from a foreign 
school on the list of institntion.s sun'eyed by the aforemen¬ 
tioned Council at the time the application is received. 

jVofc: Graduates of foreign medical schools not on the list 
of the Council who pass the axamination of the Educational 
Committee for Foreign Medical Graduates will be acceptable 
to the Board on the same basis as others possessing the de¬ 
gree of Doctor of Medicine as herein stated. Send inquiries 
to tlie Educational Council for Foreign Medical Graduates, 
1710 Orrington Ave., Evanston, Ill. The Board will not ac¬ 
cept completion of tlic examinations of the National Board 
of Medical Examiners in lieu of the examinations of the Edu¬ 
cational Council for Foreign Medical Graduates. 

After 19GI the list of approved foreign medical schools 
will he discontinued by the Council on Medical Education 
and Ho-spitals, and every foreign graduate will be required 
to pass the examination of tlic Educational Council. 

3. Completion of an internship of not less than one year 
in a hospital approved at that time by tlie aforementioned 
Council, or if trained abroad, in institutions considered satis- 
factorj' by the American Board of Orthopaedic Surgery. 

4. Completion, in addition to tlie above, of one year of 
resident training in general surgery in a hospital approved 
by the Council on Medical Education and Hospitals of the 
American Medical Association. 
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FILING OF APPLICATION FOR PART 1 EXAMINATION 

November 30 of the year preceding the Saim' 

SS: 

«rSe°Sa?J.“ ” ' "'“y to anmverrf by 

3. Notification of acceptance is mailed to eligible appli- 
cants in February of tlie year of the examination. 

.. $40.00 is payable on receipt of said notifica¬ 

tion. The fee is not refunded if the candidate fails to appear 
at the scheduled examination, unless in response to his writ¬ 
ten request the Committee on Eligibility rules othenvise. 

5. An -application which has been accepted by the Com¬ 
mittee on Eligibility remains valid for three years, after 
wliich time a new application and fee are required. 

6. The date and place of the scheduled examination are 
announced in The Journal of the American Medical Associ¬ 
ation and also in the Journal of Bone and Joint Surgery. The 
examination is usually held in April in three cities strategi¬ 
cally located in the eastern, central, and western sections of 
the country, 

SCOPE OF PART 1 EXAMINATION 

The examination is in two parts—written and oral. 

The written part covers such subject matter as: funda¬ 
mental principles of surgery, elementary fractures and re¬ 
lated trauma, orthopaedic surgery, history taking, physical 
diagnosis and also anatomy, pathology, and physiology and 
biochemistry, insofar as related to the Specialty. 

The oral portion covers the following five subjects; (1) 
anatomy; (2) pathology; (3) physiology and biochemistry; 
(4) surgery, and (5) fractures, related trauma and ortho¬ 
paedic surgery. 

RESULTS OF FART 1 EXAMINATION 

1. Notification of the results of the part I e'xamination is 
mailed by tlie Secretary of the Board to both successful and 
unsuccessful candidates. 

Note: No information respective to the results is obtain- 


Note: This minimum year of training in general surgery 
may also be satisfied in one of the following alternate ways, 
subject to approval by the American Board of Orthopaedic 
Surgery, and can be accomplished at any time during the 
total period of residency training. 

(a) A second year of surgical internship. 

(b) Time spent in supervised research pertaining to 
orthopaedic surgery. 

(c) Time spent on services which have overlapping inter¬ 
est with orthopaedic surgery. 

(d) A fourth year of orthopaedic training, consisting of 
cither 12 months of orthopaedic surgery or 6 months of such 
surgery and 6 months of fractures and related trauma. 

(e) Surgical work in private practice-candidates will 
present a list of independent surgery prepared by the hos¬ 
pital record librarian and supplemented by letters from at 
least two colleagues evaluating their experiences. 

(f) Surgical work in military service-credit is granted 
only after termination of military service and presentation of 
the Professional Training Record and letters from Chiefs of 
Services* 

5. Two of the required three years of resident training in 
orthopaedic surgery under a program approved by the Resi¬ 
dency Review Committee. (See list of approved services in 
the Internship and Residency Number of the Journal of the 
American Medical Association.) 


able prior to tlie date of said notification. Furthermore, no 
certificate is issued to successful candidates of part 1 exami¬ 
nation, and no details as to the grading of integral parts of 
the examination are made available to either applicants or 
diplomates of the Board. 

2. Successful candidates may make application to the 
Board for admission to the part 2 examination, as explained 
in Section VII. 

3. Unsuccessful applicants may repeat the part I examina¬ 
tion in each of the two ensuing years, as necessary, ano 

do so without additional training requirements or the filing 
of a new application. They are, moreover, automahcally rfr 
considered for examination by the Committee on Lligibiwy 
during the additional two years dieir application remains 


4, On receipt of the Committee’s approval of his eligibih J' 
o repeat tlie examinaUon, the applicant must pay to tnc 
Joard the fee of $40.00. 

5 After the third and subsequent failures to pass the p. 

L examination, the Committee on Eligibility 
insuccessful candidate to obtain the ^^om. 

if one year of residency training acceptable to the 
nlS:. A new application wi^ a fee of ^ ^ 

ubmitted for each additional examinahon, . 

um. be followed by payment to the of fee 

!40.00 on receipt of notification from the Committee. 
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ivuquiue-ments rou taut 2 examination 

Sole: Successful complclion of tiic p.\rt 1 examination 
does not automatically enjoin the Board to declare the candi¬ 
date eligible for the part 2 examination. Certain additional 
requirements as well as the .approval of the Committee on 
Elipihilily arc requisite. 

1. Part 2 examination must he tahen within the five-year 
period fnllowins completion of the part 1 examination. After 
this lapse of time it will he necessary to t.Thc the part I 
examination over apain before clipihility for the part 2 
ctamination can he considered. In some eases the Committee 
on Elipihility in.ay extend this time beyond five years heeausc 
of problems prcscnlctl by serx'iec in the military forces. 

2. The FOKM.\L REQUIREMENTS Icadinp to either 
"full” or 'limited”* Certification by the Board arc as follows; 

(a) Full citizenship in the United States or Canad.a. 

(b) License to practice medicine in the United States or 
Canada. 

(c) Hiph ethical and professional standards and satisfac¬ 
tory moral standinp in the community. 

3. TRAINING REQUlREMENTS.-TIic requirements for 
“Full Certification” (inclndinp the traininp completed prior 
to part 1 e.\.amination) areas follows: 

(a) One year of pcncral snrpcry or its crjuivalcnt. 

(b) One year of adult orthopaedic snrpcry. 

(c) Six months of fractures and related trauma. 

(d) Six months of basic .science traininp. 

(e) One year of children’s orthopaedic surpery. 

Note; Tire traininp requirements for ‘‘Limited Certifica¬ 
tion” are identic.al witli those for "full certification” except 
for the one year dex’oted to children's orthopaedic surpery. 
In its stead there is in addition to the al>ove requirements— 
items 3a tlirough 3d—a choice between the followinp txvo 
alternatives: 

(a) Tsvelve months of traininp in adult orthopaedic sur¬ 
gery, or 

(b) Six months of traininp in .adult orthopaedic surgery 
and six montlis in fractures and related trauma. 

PIIACTICE nEQUmCMENTS 

These are; 

(a) All practice requirements must be satisfied after com¬ 
pletion of tile formal training requirements. 

(b) Practice must be limited to orthopaedic sTirgery for 
txvo years, except as other therapy may be required in the 
care of patients on emergency scrx’ices. 

(c) Candidates in private practice must spend 14 of the 
24 months immediately prior to application for the part 2 
examination in one locality to permit the Committee on Eligi¬ 
bility to ex’aluate the candidate’s competence in practice. 

(d) A candidate employed full time in institutions may 
satisfy’ practice requirements by serx'ing a minimum of two 
years. The minimum requirement of txvo years of practice 
limited to orthopaedic surgery cannot be satisfied by mixing 
full time institutional work with preceding or subsequent 
time in private practice unless the Committee on Eligibility 
rules otherwise. 

FIUNC OF APPLICATION FOR _PART 2 EXAMINATION 

1. Applications for admission to the part 2 examination 
must be received in the office of the Secretary of the Ameri¬ 
can Board of Orthopaedic Surgery before August 15 of the 
year preceding the examination. Each application must be 
.iccompanied by payment of the nonrefundable fee of $15.00. 

2. An application remains valid for three years, after xvhich 
tune a new application and fee must be submitted. 

I "Training leading to Limited Certification will be discon¬ 
tinued after Jan. 1, 1962. 


3. On notification from the Committee on Eligibility of 
approx'al of the candidate’s application, a fee of $75.00 must 
be paid to the Board. The notification is mailed out by tlie 
Secretary during the month of November preceding the part 
2 examination. 

4. Failure to appear for the scheduled examination entails 
forfeiture of the fee unless upon written request from the 
candidate the Committee rulc.s otherxx’ise. 

SCOPE or PART 2 EXAMINATION 

1. The examination consists of two parts—xx’ritten and oral. 

2. The written part covers advanced xvork in all phases of 
orthopaedic surgery and trauma related to the muscular 
skeletal system in which the candidate lias been trained. 

3. ‘Tlic or.ll portion covers the following five items: (1) 
.inatoniy; (2) pathology; (3) children’s orthopaedic surgery; 
(4) fractures and related trauma, and (5) adult orthopaedic 
surgery'. 

lYofc; Candidates for “limited certification” will not be 
evamitied in children’s orthopaedic surgery, but vx'ill be 
tested personally in adult orthopaedic surgery and fractures 
and related trauma by two different groups of examiners. 

RESULTS OF PART 2 EXAXriNATION 
A.—Succcssful Candidates 

1. Candidates who have successfully passed the part 2 
examination and who are otherxvise acceptable to the Board 
on the basis of full requirements, receive appropriately a 
"full” or a “limited” certificate, stating that they have been 
found qu.ilified to practice the Specialty of Orthopaedic Sur¬ 
gery in tliose fields in which they have been trained and 
examined. 

2. Candidates who obtain "limited certification” are ex¬ 
pected to delete children’s ortliopaedic surgery from their 
practice because of lack of approved training. ‘They may 
subsequently become fully certified by completing one year 
of approved resident trairung in children’s ortliopaedic sur¬ 
gery and passing the Bo.ird examination in that field. A prac¬ 
tice period of one year should interx-ene betxveen the com- • 
pletion of the additional training and the examination. The 
examination fee is $25.00. 

B.—Unsuccessfid Candidates 

1. Candidates unsuccessful in the part 2 examination are 
so informed by the Secretary’. ‘The grades received on inte¬ 
gral parts of the examination are not rex’ealed either to tlie 
candidate or to diplomates of the Board. 

2. Candidates who fail one oral examination or the xx’rit¬ 
ten examination xx’ill be required to repeat this portion of the 
examination within three years upon pay’ment of a fee of 
$25.00. 

3. Candidates xvho fail two oral interx’iews or one oral 
.ind the xx’ritten test must repeat tlie entire examination as 
described in paragraph four. 

4. Tlie examination may he repeated on txx’o subsequent 
occasions xvithout requirement for further training or tlie 
filing of a nexv application. The eligibility’ of the candidate 
for reexamination receives automatic consideration from the 
Committee, and the results xvill be made knoxvn to him. On 
notification of his approx’al by die Committee on Eligibility, 
payment of the fee of $75.00 must be made to the Board. 

5. After a third or subsequent failures to pass part 2 
examination; the candidate may apply to the Committee on 
Eligibility for permission to repeat die examination. The 
Committee may require die candidate to gain additional e.\- 
perience equivalent to one year of resident training. A nexv 
application and fee of $15.00 must be submitted for each 
additional examination and this must be followed by pay’¬ 
ment to die Board of die fee of $75.00 on receipt of Com¬ 
mittee approval of the candidate’s eligibility. 
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tar> forceps as tlicir life career compete for certificaHon on 

uist sntisf} the practice requirements by military assign- 

“’ *'"°' 

2. Medical officers on temporary or permanent status with 
the annccl services rvho serve in military hospitals approved 
by tiic Itcsidency Review Committee, obtain credit on tlie 
same basis as do residents on approved services in civilian 
iiospitals. 

3. Applicants who serve in military hospitals not approved 
by tile Council for resident orthopaedic training, but whose 
esqrcncncc is judged by the Board to ha^'c been equal to that 
obtained on the approved orthopaedic programs, may be 
granted the maximmn credit of one year of resident ortho¬ 
paedic training. 


4. Applicants requesting such credit must submit com¬ 
pleted * Profe-ssional Training Records” in addition to lists of 
operations performed by them, and letters from Chiefs of 
Services with evaluations of their cspericnce. 

5. Medical officers assigned to residency programs in ci¬ 
vilian institutions on tiie approved list for orthopaedic train¬ 
ing receive the same credit as do civilian candidates. 


UECOnilS OF SUHOICAL CASES AND IN.SPECTIONS 


J.A.M.A., Oct. 4,195S 


res dent n r perfonning 

resident training for credit must not erceed die number irf 

Comniittee%ra"iS; 

7. Institutions approved for resident training in ortliopae- 
d e surgery by &e Residency Review Committee ma7iS 
die traimng facilities of mstitutfons not individually approved 
tiLTthaO aforementioned Committee, pro- 

*P‘^«cls at least half of the minimum 
time r^mred in each category of training in institutions ap- 
s £7 training by the Council. 

( b) TJie training supplements services in tlie same cate¬ 
gories Ill which the institutions responsible for the training 
is approved. 


(c) Whenever tlie supplemental service is used for .si\ 
montiis of training, the program is inspected and is subject 
to approval by the Residency Review Committee. 

Note; Sendees thus approved may requast that tliey be in¬ 
cluded under the appropriate training program in the official 
list of I'osidencies of tlie Council on Medicfil Education and 
Hospitals of the American Medical Association. Services gi\'- 
ing five months or less of training are subject to approval hut 
not necessarily inspection by the Residency Review Com¬ 
mittee; they are not included in tlie official list of residencies 
of the Council. 


(d) A maximum of three months is spent on serwees de¬ 
voted to rehabilitation. 


1. Records of a specified number of consecutive .surgical 
oases may be requested by the Board in order to evaluate 
properlj’ tlie work of an applicant. 

2. A representative of the Board may visit a comnuinit)' 
in order to evaluate properly the work of an applicant. 


APPROVED RESmENClES 


1. Training in the United States must be taken in institn- 
tion.s' approved for resident training in orthopaedic surgery 
by the Residency Hew'ew Committee. The latter is made up 
of representatives of the Council on Medical Education and 
Hospitals of the American Medical Association and the 
American Board of Orthopaedic Surgery. 

A complete list of approved in.stituHons is published an¬ 
nually in the Internship and Residency Number of The 
J oxiuNAi. of tlie American Medical Association. The list is 
not obtainable from the office of the Board. 

2. The integral parts of approved residencies are desig¬ 
nated in the list by the following symbols; A—Adult Ortlio- 
paedic Surgery; C-Children’s Orthopaedic Surgery; F—Frac¬ 
ture Surgery and related Trauma. Training in tlie basic 
sciences is given either as an integral part of tliese services 
or as'a separate course. The length of training in various ap¬ 
proved institutions is also indicated, 

3. Candidates electing an additional year of training in 
adult orthopaedic surgery and surgery of fractures and re¬ 
lated trauma in lieu of a year of children’s orthopaedic sur¬ 
gery for the “limited certificate” may satisfy requirements by 
continuing their training in institutions approved for adult 
ortliopaedic surgery, or adult orthopiaedic surgery and frac¬ 


tures and related trauma. 

4. Credit for time spent in institutional resident training 
will be granted only for the period the institutions are on tlie 
approved li.st. Credit may be given from die start of the 
resident training period if the institution becomes approved 
during the time the candidate is in training and the program 

is found to be.satisfactory. _ _ 

5. Candidates engaged in resident training in institutions 
which become disapproved in whole or in part remve resi¬ 
dent training credit for the entire period during which tliar 

contracts are in force. ., 

6 The term “fellow” is considered synonymous with 

“resident” only if the position occupied and the work per¬ 
formed by the former are in all respects equal to those of the 


HEQUIREMENTS OF INSTITUTIONS OFFERINT. ORTHOPAEDIC 
TRAINING 

1 . Institutions approved for full tluee-year programs and 
including all parts of the training requirements may integrate 
all parts so that they may be given concurrently. 

2. Institutions now approved for less than three years of 
resident ortliopaedic training must make cooperative arrange¬ 
ments with otlier approved institutions so as to provide com¬ 
plete three-year programs for all of the residents by Janu¬ 
ary, 1962, 

3. The minimum requirements of resident orthopaedic 
training programs are as follows: 

(a) One year of training in adult ortliopaedic surgery. 

(b) Six mondis of training in the basic sciences. 

(c) Six months of training in fractures and related trauma. 

{d) One year of training in children’s ortliopaedic surger)' 

if “Full Certification” is the aim, or else a second year of 
adult orthopaedic training in surgery, fractures, and related 
trauma if ‘limited certification” is elected. 

(To be discontinued after January 1,1962.) 

4. Candidates who take an additional year of training in 
adult orthopaedic surgery and fracture surgerj' in place of a 
year of children’s ortliopaedic s«rger>' may satisfy tlie re¬ 
quirements by devoting tlie.additional year either solely to 
training in adult orthopaedic surgery or by taking six months 
of adult orthopaedic surgery and sis months of fractures am 
related trauma. But the entire year must not be devoteii 
solely to training in fractures and related trauma. 

5. Training in adult and cliidhen’s orthopaedic surger) 
must include observation and first-hand e.xperience in diag¬ 
nosis, treatment, and operative and postoperative care 01 

orthopaedic problems. , , , , 

6 . Training in fracture surgery and related trauma mu 
similarly include observation and first-hand expenjee m 
diagnosis, conservative and operative treatment, and 
operative care of recent’ and old fractures as well as 

Tn[m^firr\asic sciences must instill a soumi 

knowledge of anatomy, patliology, physiology, 

Sd biodiemistry. insofar as these relate to oithcpned.c 

^“ffi^Candidates may ^ 7 hToJ"S'oSd 

by training in several approved mstitubons prowded 
of the aforementioned requirements are satisfied. 



Vol. IGS, Nn. 5 


MEDICAL SPECIALTIES 


673 


9. No trainini; period of less llian sis consecutive months 
in one institution may be crcelitcel toward resident training 
requirements, eseept as noted in Section XU^-7c. 

10. Candidates in resident training may not engage in 
private practice of their own or receive credit for time spent 
in private oITicc practice of others. 


.\MERIC.AN BOARD OF OTOLARYNGOLOGY 

Gordon' D. Hoodlc, President, SsTaense, N. Y, 

BtnN'snn J. McMsnos, Vice-President, St. Louis 

Lswrence R. Boik.s, Minneapolis 

Lours H. Cr,nrr, Philadelphia 

DsNtEL S. Cunning, New York 

Russeli. M. DLCKnr, Pasadena, Calif. 

Ls'stsv H. Hci.Ni;, Fremont. Neh. 

FnEDEiucK T. Hill, Watcrs'ille, Maine 
Percy E. Iuelani), Toronto, Canada 
Fiuncis L. LEnennr. Cliicago 
Fhsncis E. LfJuenc, New Orleans 
Joriv R. Linds sv, Cliicago 
WiLUSM J. McN.slly, Montreal, Canada 
JsMEs H. M.sxwci.l. Ann Arlxir, Mich. 

Piiiup E. MELT/.ni, Boston 
WERS-En McEi-Lcn, Boston 
C. Stess'.sht Nash, Rochc,stcr, N. Y’. 

.\rtiiuh \V. PnoET-z, St. Louis 
George F. Reeii, Boston 
LeRoy a. Sciiall^ Boston 
Harry P. Schenck, Pliiladelpliia 
0. E. Van .Alyea, Chicago 

Dean M. Lieivle, Sccrctaiy-Trcasurcr, University Hospitals, 

Iowa City, Iowa 

r.CNCILAL HEQUIIU_ME.NTS 

Tile following general qualifications of candidates for 
eramination are required hj* the hoard: 

1. A candidate must have been a graduate for fi\'c years 
or more of a medical school approsed by the Council on 
Medical Education and Hospitals of tlie American Medical 
Association. 

2. A candidate must be of knoAsn good moral character 
and be ethical in his professional relationships. 

3. A candidate trained in a foreign eountiy must be able to 
give proof of medical and graduate training comparable to 
the requirements of the board. 

4. A candidate from the United States Or the Dominion of 
Canada must be a member of the Amencan Medical Associa¬ 
tion or of the Canadian Medical Association respectively or 
other such medical societies of equal standing as are recog¬ 
nized by the Council on Medical Education and Hospitals of 
the American Medical Association. 

5. Candidates from foreign countries who have receivea 
their training in otolaryngology in the United States and the 
Dominion of Canada are eligible for axainination at the dis¬ 
cretion of the American Board of Otolaryngolog)-, provuded 
they meet tire general academic requirements of the Board. 

SPECIAL REQUmENIENTS 

1. A candidate must have had a general internship of at 
least one year in a hospital approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association. 

2. A candidate must be proficient in the applied basic sci¬ 
ences, fundamental to the intelligent practice of otolaryn¬ 
gology. These include anatomy of the ear, nose, and throat, 
neck, chest, esophagus and nervous system, gross pathology 
and histopathology, bacteriology, physiology, didactic oto- 
larj-ngology and the general fundamentals of surgery. (This 
requirement may be fulfilled in a residency or fellowship 
service or in an approved organized post-graduate course.) 


3. In addition In the general internship, the required clini- 
c.al tr.iining in otolar>’ngolog>’ may have been acquired in 
any of the following ways: 

(a) A three years’ residency or fellowship in otolaryn¬ 
gology approved by the Council on Medical Education and 
Hospitals of the American Medical Association. 

(h) A four years’ approved residency or fellowship in oto¬ 
laryngology and ophthalmolog>' provided one half of tlie 
training has been in otolaiyngologv-. 

(c) A two years’ approved residency or fellowship in oto¬ 
laryngology or a three years’ approved combined residency 
or fcllow.ship in otolaryngologv- and ophthalmologA-, proAuded 
two years ha\ c been in otolaryngolog)' and have been pre¬ 
ceded by at least one year’s approved residency training in 
surgery or medicine, or by an additional year in an approved 
intemship.° 

4. In cNccptional circumstances certain candidates who do 
not meet all of the above requirements may be accepted for 
cAamination on recommendation of the credentials commit¬ 
tee, substantiated by action of the board. 

5. At least one year must be spent in private, group, or 
institutional practice of otolaiyngoIogA' after the period of 
special training. This requirement may be waived in cases of 
candidates from foreign countries who are returning there 
for the practice of otolaryngolog)'. Should such a candidate 
pass the c\amination the certificate of the board w'ill be witli- 
held until flic board has been furnished evidence that the 
candidate has spent one year in the practice of otolar)'n- 
gology. (When the rec]iiirement of an additional year referred 
to in No. 3 may impose handicaps as to rating, in the Mili¬ 
tary' or Y'ctcrans Administration Services, the candidate may 
he considered under No. 4 above.) 

6. A candidate may be qualified for e-vamination, at the 
discretion of the American Board of Otolarv'ugolog)', if an 
addition to the General Reriuirements and Special Require¬ 
ments, No, 1 and 2, be has limited his practice to otolaryn¬ 
gology for scA'cn years in association with a hospital stalF ap- 
proA'ed by the Council on Medical Education and Hospitals 
of the American Medical Association. 

7. A physician who limits himself exclusively to the prac¬ 
tice of peroral endoscopy may be granted limited certifica¬ 
tion in this field by the American Board of Otolaryngolog)' 
irrespective of certification in any other specialty'. Limited 
certification will be granted provided the candidate has 
spent not less tlian one year of training in a hospital ap¬ 
proved for endoscopic teaching and has passed successfully 
examinations in the basic sciences as they pertain to this 
field, and didactic and clinical examinations covering dis¬ 
eases of the lary'iLx, pliarym, neck, esophagus, stomach, 
tracheobronchial tree, lungs and mediastinum and certain 
aspects of cardiovascular disease as they pertain to peroral 
endoscopy. A limited certificate by the American Board of 
Otolaryngolog)' will not be issued to physicians who have 
been certified in a specialty' that employs peroral endoscopy 
m diagnosis and/or treatment because his major interest is in 
that specialty, not in endoscopy. 

All candidates must comply witli current board regula¬ 
tions, regardless of the time of filing application. 

APPLIC.A'nON AND FEES 

1. Application must be made in duplicate on special 
blanks procured from the secretary'. The completed applica¬ 
tion blanks must be returned to the secretary, together w'ith 
the other required credentials, at least 120 days in advance 
of the examination at which the candidate desires to appear. 

2. The applications must be accompanied by two small 
photographs of the candidate, together with verification of 
the period of enrollment from the institutions where training 
in otolaryngology' was obtained, and the names of two or more 


“See Standards for Residencies in Otolaryngology pub¬ 
lished by the American Medical Association. 
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otolaryngologi^sts, preferably diplomats of the board from 

asXSs"' residency, tot 

3. 'The fee for the examination is $150. Of this sum $75 
must accompany the application, of which $50 shall be re- 
hirned jf candidate is not accepted'for examination. No ap- 

"Vr application fee is re- 

ccivcd. The remaining $75 of Uie total examination fee of 
S15U must be paid to die secretary on notification that the 
candidate has been accepted. 

4. "nie fees liavc been carefully computed on a basis of 

cost of e.\aininations and arc used entirely for administrative 
expenses. Examiners serve without compensation other than 
actual expense. ' 

5. The application remains valid for three years. An appli¬ 
cant must aiipear for examination within this time or forfeit 
tile fee. 

6. Candidates whose credentials have been found .satis¬ 
factory and who meet the requirements of tlie board will be 
notified 90 days prior to the date of examination. Tlie num¬ 
ber of candidates who can be admitted to any one examina¬ 
tion is limited. Due to a large number of applications on file, 
delay in assignment for examination may be inevitable. Ap¬ 
pointments will be given in tiie order applications are 
accepted and on payment of the balance of the examination 
fee. 

7. The board, acting as a committee of the whole, re¬ 
serves the right to reject an applicant for any reason deemed 
adi'isablc and without stating the same, and the action of 
tile board shall be final. 

EXAMINATION 

Examinations will be held at such time and place as the 
judgment of die board may dictate. Advance notice of ex¬ 
aminations will be given in The Journal of die American 
Medical Association and the several special journals devoted 
to otolarjmgology. Insofar as is possible tiiese will be held fai- 
anmiaily at, or near, the time and place of meeting of the 
American Medical Association, or special societies, and of the 
American Academy of Ophdialmology and Otolaryngology, 
The c.xaminations cover from two to four days. 

Scope.—Tin’s examination encompasses all phases of oto- 
larj'ngology and peroral endoscopy, including maxillofacial 
surgeiy’, and surgery of tlie neck, excluding the thyroid. 

Tlie type of examination is as follows; 

1. Clinical, covering die actual handling of patients, in¬ 
cluding history-taking, physical and functional examinations, 
the use of laboratory and x-ray findings, and a discussion of 
differential diagnosis, 

2. Didactic, oral examinations covering all phases of oto¬ 
laryngology. 

3. Gross and microscopic padiology. 

4. A written examination may be included when the 
board deems diis advisable. 


J.A.M.A., Oct. 4,1938 


general REQUmEMENTS 


AMERICAN BOARD OF PATHOLOGY 

James W. Kernohan, President, Rochester, Minn. 

William B. Wartman, Vice-president, Chicago 
John J. Andojar, Fort Worth, Texas 
Roger D. Baker, Durham, N. C. 

Israel Davidsohn, Chicago 
Douglas A. MacFadyen, Chicago 
Alan R. Moritz, Cleveland 
James N. Patterson, Tampa, Florida 
S. Brandt Rose, Philadelphia 
John R. Schenken, Omaha 
Shields Warren, Boston 

Edward B. Smith, Secretary-Treasurer, Indiana University 
Medical Center, 1100 W. Michigan St., Indianapolis 7, Ind. 


1. Satisfactory moral and etlrical standing in tlie profession 

^ certificate of tlie Na- 

cional Board of Medical Examiners. 

_3. The applicant must devote bis time primarily and 
pnncipally to the practice of pathology. 

professional education 

1. Graduation from a medical school in tlie United States 
approved by theXouncil on Medical Education and Hos¬ 
pitals of the American Medical Association, or graduation 
trom medical schools in other countries acceptable to the 
board. 

SPECIAL TIUINING AND EXPERIENCE 

1. Tlie board admits candidates to examinations who are 
otlierwise eligible and who have had either of two following 
types of training and experience. 

(a) After five years, if four of the five years have been in 
institutions approved by the Council on Medical Education 
and Hospitals of the American Medical Association or by the 
hoard; or 

(b) After 11 years if none of the training and experience 
has been in institutions so approved. 

2. The specific requirements for tliose acceptable after five 
years are as follows: 

(a) Pathology anatomy only. 

(1) Four years of supervised study and training in an 
institution approved for residency training in pathological 
anatomy by the Council on Medical Education and Hospitals 
of the American Medical Association or by the board. It is 
immaterial whether the candidate holds the title of resident 
or fellow or assistant. Candidates may, at their own election, 
substitute not to exceed 12 months of a straight or rotating 
clinical internship or a fellowship or instructorship in any of 
the preclinical departments of a university for one of the 
four years. In addition, time, not to exceed 12 months, spent 
in a department of pathology of an approved school of medi¬ 
cine after the completion of the second year of under- 
gradute study may be counted for full credit toward Uie four 
years. 

(2) One additional year, which may be a continuation of 
tlie preceding or may be independent practice of patliologi- 
cal anatomy in a hospital approved by tlie American Medi¬ 
cal Association or other institutions acceptable to the board.- 

(b) Clinical padiology only. 

(1) Four years of supervised study and training in an 
institution approved for residency training in clinical path¬ 
ology by die Council on Medical Education and Hospitals of 
the American Medical Association or by die board. It is im¬ 
material whedier the candidate holds the title of resident or 
of fellow or assisant. Candidates may, at their own election, 
substitute not to exceed 12 mondis of a straight or rotating 
clinical internship or a fellowship or instructorship, ^ 
of the preclinical departments of a university, for one of the 
four years. Candidates holding also a masters or doctors 
degree in a special field of clinical pathology (bactenotogy, 
serology, chemistry, parasitology, or hematology) may obtain 
time credit for not more dian 12 to 24 months toward the 
four years for this work, regardless of whether it was ta^en 
before or after the’medical degree. The evaluation of to 
credit ivill depend on how much of the broad field of clinic, 
pathology was covered in die graduate work. 

(2) one nddltional year, which .nay be a 

die nreceding or may be independent pracbee of c 

pattSSTta® heapW appn..ed 

Association or other institutions acceptable to ‘Im board. 

(c) Pathological anatomy and clinical 

(1) Four years of supervised study 

in pathological anatomy as outlined in the preceoing j 
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p-aph 2-(a)-(l), (Ij) 1"° yt'.irs of siipcn-iscd sUuly and 
iraininp in clinic.il p.itliolopy- as outlined in the preceding 
pani!:r.ipli 2-(b)-(l). Candidates declared eligible before 
July 1, 1953, ni.iy, at their own election, substitute one year 
(bvclve months) of a straight or rotating clinical inlemsUip 
for one year of this special training in clinic.il pathology. 
After July 1, 1953, .ill candidates applying for both patho¬ 
logical an.Uomy and clinical pathology will be rcquiretl to 
Live two years of supcrvisctl training in clinical pathology. 

(2) One addition.ll year, uJiich inaj- he a continuation of 
the preceding or may he independent practice of both patho¬ 
logical anatomy and clinical pathology in a hospit.il approved 
by the American Medical .\ssoci.ition or other institutions 
acceptable to the board. After July 1, 1933, candidates who 
elect to claim creelit for one year for a clinic.ll internship 
must take this fifth year as .snpeniscrl study and training in 
clinical pathology in institutioas approved for residency 
training in clinical pathology by the Council on Medical 
Education .ind Hospitals of the American Mcdic.il Associa¬ 
tion or by the board. Candidates declared eligible after July 
1,1953, ss'ho do not take a clinic.il internship, may after four 
ye.irs of training os outlined in 2-(l)-(a) and (h), spend 
the fifth year in independent practice in an institution or 
laboratory acceptable to the hoard. 

Note; As outlineel in the preceding paragraphs, tlie total 
time requirements of the hoard arc unchanged after July 1, 
1953, namely, five years of study or practice after gradua¬ 
tion from medical sclrool, with c.sccptions noted in sections 
2-(a)-(l) and2-(b)-(l). ' 

3. Tlic specific requirements for those acceptable after 11 
years are as follows: (a) The practice of pathology under 
circumstances acccpl.iblc to the hoard for a pcriocl of not 
less than 11 years. At the election of the candidates, a period 
not to e.\c(aKl one year of straight or rotating clinical intern¬ 
ship may he substituted for one of the 11 years. For those 
candidates in thi.s category who have had some special study 
and training in pathologic anatomy or clinic.il patholog>- ac¬ 
ceptable .supenised study and training, only seven years of 
practice are required. 

CKEOIT FOn MILfTAnV SEOVICES 

Credit may be allowed for training and evpericnce in 
patholog>' in the federal services during the period July 1, 
19-40, to June 30, 1947. Tliis credit for training or experience 
or both is given on an indhidual basis and will depend on 
the opportunity the applic.int has had, as indicated by his or 
her medical service record in the specialty of patholog)'. 

After July 1, 1947, credit for those military services will 
be given on the same basis ,is it is in civilian institutions, 
except that the rule in the preceding p.iragr,iph will not 
apply to resers'e officers who continue on active duty or are 
called to active duty after that date. 

SPECIAL FIELDS OF PATHOLOGY, CLINTCAL CHE^^STRY, CLINICAL 
XIICBOniOLOGY, hematology, and NEUnOP.ATHOLOCY 

(in force .after JULY 1, 1954) 

The trustees of the American Board of Patliology have 
adopted tlie following requirements for certification in spe¬ 
cial fields of pathology, effective July 1, 1954. 

Candidates who have met all general requirements and 
have had special training and experience that is acceptable 
to the board in a special field of patliological anatomy or 
clinical patliology may apply to tlie board for certification 
in that special field. The board, at its discretion, may approve 
this application, and, after the candidate has successfully 
passed a prescribed examination or has fulfilled certain spe¬ 
cial qualifications (see below, section D), will issue a cer¬ 
tificate designating the special field. 

A. General Qualifications: 

1. Satisfactory moral and ethical standing in the pro¬ 
fession. 


2. License to practice medicine or a certificate of the Na¬ 
tional Board of Medical Examiners. 

3. The applicant must devote his time primarily and 
principally to the practice of patliology or the special field 
of pathology in which he is requesting certification. 

B. Profession.ll Education: 

1. Graduation from a medical scliool in the United States 
approved b}’ the Council on Medical Education and Hos- 
pif.i!s of the .American Nfedical Association or graduation 
from a medical school in other countries acceptable to the 
bo.ir<l. 

C. Spcci.ll Training and Experience; 

Tlie Board admits candidates to examination in special 
fields of pathology who are othensise eligible and who have 
had cither of the following types of training. 

1. Applicants already holding a certificate of the board in 
clinic.ll patbologj' or the combined certificate in pathological 
an.itomy and clinical patliology (for qualification in clim'eal 
chemistr}', clinical mierobiologj', and hematology), or in 
pathological anatomy (for qualification in neuropathology') 
—two additional years of supervised training in the special 
field of their choice in institutions approved by the Council 
on Mcdic.ll Education and Hospitals of the American Medi¬ 
cal .Association or by the board. 

2. Applicants not holding a certificate in pathological 
anatomy or clinical pathology—five years of training in the 
special field of tlieir choice, pron'ded four of the fii'e years 
have been in institutions approved by the Council on Afedi- 
cal Education and Hospitds of the American Medical As¬ 
sociation or by the board. Candidates may, at their own 
election, .substitute not to exceed 12 months of a straight or 
rol.iting clinic,il internship or a fcllow'ship or instructorship 
in any of the prcclinical departments of a university for one 
of tlie four ye.irs. The fifth year may be a continuation of 
sTipersised training or may be independent practice of the 
particular specialty in a hospit,il approved by the American 
Medic.ll Association or in otlier institutions acceptable to the 
board. 

D. Special Qualifications—Certification Witliout Examina¬ 
tion: 

Prior to Jan. 1, 1960, tlie board at its discretion may certify' 
candidates without examination if the following conditions 
have been met as of Jan. 1,1955: 

1. That tlie candidate has been for a period of five years 
of professorial rank in the special field of his choice and in 
an approved medical school, or 

2. That tlie candidate has been practicing his specialty 
for 10 years in a senior position in a hospital haxing an 
adequate department in the special field, approved by the 
Council on Medical Education and Hospitals of the Ameri¬ 
can Medical Association, or in an institution acceptable to 
the board. 

APPUCATION BL.ANK -AND FEE 

.Application must be made on tlie special form tliat may¬ 
be procured from the secretary and forwarded with other 
required credentials and the application fee. An application 
cannot be given consideration by the board unless it is ac- 
compam'ed by tlie appbeation fee. 

The application or examination fee for candidates is 3100. 
If the candidate fails in his examination he will be admitted 
to a second examination after one year. The applicant must 
p,iy' an additional fee of $50 before a second examination will 
be given. 

The application fee of $100 has been determined after 
careful consideration and is based on actual estimates of the 
expense of examination and admimstration. None of the 
board members receives any compensation for his services 
except actual expenses incurred. 

If Ae appbeant, for any reason, is deemed ineligible for 
examination by the board, his fee will be returned; however, ■ 
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EXA^^rNAT^ONS 

examinations will be held at the discre- 

of national 

mechcnl meetings. If a number of applications from any 
region of the country are received, an examination in con- 
junction. With a national medical meeting in that section 
wait be arranged so that tlie financial outlay of tbe appli¬ 
cant m meeting the examiners will be as small as possible. 

The examinations are to be based on the broad principles 
of pathology- with emphasis on diagnosis, interpretation, 
and tcdinjque. The applicant may apply for certification in 
cither patiiological anatomy or clinical pathology or botli. 

The evaminations in pathological anatomy consist of a 
vx ritten test, an oral examination on gross patliology, and a 
practical examination in microscopic patliology. Tlic exam¬ 
ination in clinical pathology consists of a written test and an 
oral and practical examination in the six phases of clinical 
patliology-: bacteriology, hematology, clinical chemistry, 
parasitology-, serology, and clinical microscoyry. 


DEFINITIONS 

1., Pathological anatomy is that brancli of pathology that , 
deals with the morphological aspects of disease, recognition 
being given that that definition covers two phases of path¬ 
ology; (a) the applied phase with special attention to the 
description and diagnosis of gross and microscopic speci¬ 
mens, (b) the academic phases of teaching and general 
morpliological diagnosis. 

3. Clinical pathology is that branch of patliology tliat 
deals with bacteriology, immunology, clinical chemistry, 
parasitology, hematology, endocrinology, clinical microscopy, 
and the application of the physical and biological sciences 
to the diagnosis, prognosis, and treatment of disease. 

cnrrEiuA. fou ap'phoval of institutions for 

TRAINING IN PATHOLOGY 

In Sections C-2-a, C-2-b, and G-2-c of the General Re¬ 
quirements, it is stated that candidates must have certain 
periods of supervised study and training. The American 
Board of Pathology, in cooperation witli the Council on 
Medical Education and Hospitals of tlie American Medical 
Association, certifies hospitals in the United States as satis¬ 
factory for tliis supervised study and training. Lists of tliese 
liospitals are pubhshed in the Internship and Residency 
Number of The Joohnal of tlie American Medical Associa¬ 
tion each year. In addition, the American Board of Pathology 
recognizes certain hospitals outside the United States and 
certain laboratories not connected with hospitals in tlie 
United States. Inquiries concerning these should be directed 


r c applications the hoard takes into consid¬ 
eration the following criteria; 

L Director of laboratories or pathologist: 

1 diat the responsible head of the labora¬ 

tory hold fte certificate of the American Board of Pathology 

* V hospital is approved, or be 

eligible for certification, and that he or she spend hiH time 
m the hospital. Full tmie is not interpreted in temis of hours, 
but rather that the director have no obligation outside die 
one approved hospital except in a university department of 
pathology in which he and the residents have an opportunity 
to participate in the educational program; 

(b) In special instances, die equivalent of full time by 
tsvo or more qualified persons wi]] be accepted, and one 
person need not spend the entire working day in the lab¬ 
oratory; 

(c) In special instances, two or more hospitals will be 
approved as a unit witli a single full-time director of lab¬ 
oratories, if it is apparent that a satisfactory training program 
can be conducted; 

(d) In hospitals with over 350 beds, it is expected that 
die professional staff, in addition to the pathologist, will 
include one or more persons with special training and quali¬ 
fications in die subspecialties of clinical pathology. 

2. Technicians: 


There are no absolute criteria, but it is 'expected that the 
number of technicians ivil! ; ■ ■■ ---i-i.-—-.i volume of 

laboratory work and diat, • ■ ■ tlie technicians 

will hold the certificate of die Registry of Medical Tech¬ 
nologists of the American Society of Clinical Pathologist.s. 

3. Floor space of laboratory; 

In general, it is believed that the size of the laboratoiy 
should be related to the size of the hospital and the volume 
of laboratory work. A minimal ratio is 4 sq. ft. of space in 
the laboratory, including morgue and autopsy room, for each 
bed in the hospital. 

4. Equipment for tlie laboratory; 

The variety and completene.ss of laboratory tests pet- 
fonned depend on the size of tlie hospital. In all hospitals 
diere should be facilities for the more common tests in clinicai 
pathology, for study of surgical specimens, and for perform¬ 
ance of autopsies. In larger hospitals, die variety of tests 
performed should be larger, and in hospitals with over 500 
beds all recognized laboratory procedures should be avail¬ 
able for study and treatment of the patients, 

5. Autopsy percentage; 

No institution with a percentage of less than 15 will he 
approved, and tiiose institutions with percentages between 
15 and 40 will be given special scrutiny. 

6. Examination of surgical specimens: 

All surgical specimens should be sent to die laboratoiy 
for gross examination, and microscopic examinations shouid 
be made unless there are general or special reasons not to 


to the secretary of the board. 

The general criteria for approval of hospitals and labora¬ 
tories are both qualitative and quantitative. On the score of 
quality, consideration is given to the qualifications of the di¬ 
rector of laboratories and in the associates and assistants, 
the supervision of work of the person in training, the ex¬ 
cellence of the educational program, and the exactness and 
completeness of the laboratory work perfonned. On the score 
of quantity, con.sideration is given to the volume and distri¬ 
bution of laboratory work, both in absolute numbers and in 
relation to the size of tbe hospital, to the diversity and com¬ 
pleteness of test performed, to the size and equipment of 
die laboratoiy, and to die number of professional and non- 
professional personnel in relation to the volume of work. ^ 

In general, tbe qualitative standards will determine 
whether or not a hospital or laboratory is approved and the 


so. 


. Indices; , , 

liere should be indices according to the names ot me 
ients and the diagnoses of all surgical and autopsy ma- 
al. Indices of clinical pathology are left to the discretion 
be hospital. 

bereXSc? he anwkWe fixed anatomic and 
aimens for study by tbe staff in proportion the sue o 
hospital. Properly filed and indexed color photographs 
y in part be substituted for museum specimens. 

t risSly complete Ubrary 

lound and bound journals should be 

il and the more commonly used books and ; 

uld be on hand in tlie laboratory. 

0. Education program; 
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The work of the person in training slionkl be super\-isctl. 
Conferences, scniiiinrs, journal clubs, and demonslralions 
should be conducted as frcnucntly as the s-obnne of material 
and the size of tire staff justifies. A elinicopatbological con¬ 
ference must be held at least every’ two weeks. 

11. Volume of l.alxrratory work: 

(.a) As indicalcrl in the following categories, no hospitals 
wiA less than 75 aulopsics, 1,000 .surgic.d specimens, and 
25,000 tests in clinical p.uhology annually will be approved 
fCategorj D), c.\ccpt as outlined in the following para¬ 
graphs. It is the belief of the bo.ml that less material than 
tliis is inadequate for the training of a pathologist. 

(b) In the field of clinical pathology, there should be a 
rc.xson.ible diversification of tests, and in each category there 
should be sufficient absolute volume to provide training .and 
tvperience. Tlicrc are no absolute criteria, but .special scrut¬ 
iny wall be given to a hospital in which there is not a 
re.asoiwble div ersification and variety. 

(c) In the field of pathologie.al anatomy, a deficiency m 
eitlier autopsies or surgical .specimens may be made vip by 
an eveess of the other, if the deficiency does not evcced 20*7 
of the minimum required in the ratio of one autopsy to 75 
surgical specimews. Tlvvvs, in hospital approved for one 
vear in pathological anatomy and clinic.al pathology, the 
minimums are 75 avitopsics and 1,000 surgic.d specimens. If 
a hospital has 2.500 surgical sqvccimens, it is acceptable if 
'there are only 60 autopsies. 

If a hospital has met these minimal qualitative and quan¬ 
titative standards, it will then, on the basis of the following 
quantitative standards, be approved for one, two, tlirec, or 
four vc-ars of training in pathologie.al anatomy, or clinical 
pathology, or both, or some special field as shown for the 
number of residents indicatc-d. 

CvTEconv A. In botli pathologic.al anatomy and clinic,al 
pathology for four years {as required of all candidates seek¬ 
ing certification in Iwth fields who are examined after July 1, 
1932). 

^Minimum: 150 autopsies, 1,750 surgical specimens, and 
65,000 tests in clinical pathology for four residents. Addi¬ 
tional resident for each 50 autopsies or 500 s-urgic.d speci¬ 
mens or 20,000 tests in clinic.nl pathology. 

Catekohy B. In both pathological anatomy and clinical 
pathology for tliree years. Tliis meets all requirements of the 
board for supervised training until July 1, 1952. Candidates 
examined after that d.nte who seek certification in lioth sub¬ 
jects must take an additional year of supervised training in 
clinical pathology or pathological anatomy in another hos¬ 
pital that is approved for the deficiency of training required. 

Minimum: 125 autopsies, 1,500 surgical specimens, and 
50,000 tests in clinical patholog}’ for three residents. Addi¬ 
tional resident for each: 50 autopsies, 500 surgical speci¬ 
mens, or 20,000 tests in clinical pathology. 

Catecohy C. In both patliological anatomy and clinical 
pathologj' for two years. Candidates taking two years in 
these institutions must hav’e an additional year {two years 
after July 1, 1952) in an institution in category A, B, or D. 

Minimum: 100 autopsies, 1,250 surgical specimens, and 
40,000 tests in clinical pathology for two residents. Addi¬ 
tional resident for each 50 autopsies, or 500 surgical speci¬ 
mens or 20,00.0 tests in clinical pathology. 

Catecohy D. In both pathological anatomy and clinical 
pathology for one year. Candidates taking training in these 
n^itutions must have an additional two years (three years 
, 1, 1952) in institutions that are approved for the 

uefaciency of training required. 

^_Minimum: 75 autopsies, 1,000 surgical specimens, and 
-0,000 tests in clinical pathology for one resident. Addi¬ 
tional resident for each 50 autopsies, or 500 surgical speci¬ 
mens, or 20,000 tests in clinical pathology. 

Category E. In patliological anatomy only, for tliree or 
more y^ts. Candidates taking all training in these institu¬ 
tions will not be eligible for certification in clinical path¬ 


ology iinlass an additional year (two years after July 1, 
1952) is taken in cIinic.Tl pathologv’ in institutions that are 
.ipprovctl for die deficience of training required. 

Miniinuin: 175 autopsies and 1,500 STirgical specimens for 
three residents. Additional resident for each 50 autopsies or 
500 surgical specimens. 

Catix:ouy F. In padiological anatomy only, for two years. 
Candidates taking training in these institutions will not be 
eligible for certification in clinical padiology unless they take 
one additional year full time in clinical pathology (two years 
after July 1, 1952) in institutions tliat are approved for the 
deficiency of training required, and will be eligible in path¬ 
ological anatomy only if another year is taken in anotlier 
institution that is approved for one or more years in patho¬ 
logical anatomy. 

Minimum: 125 autopsies and 1,’250 surgical specimens 
for two residents. Additional resident for each 50 autopsies 
or 500 surgical specimens. 

Category G. In pathological anatomy only, for one year. 
Candidates Imining in these institutions will not be eligible 
in bodi pathological anatomy and clinical pathology unless 
they take an additional year in patliological anatomy and 
•vn additional year (txvo years after July 1, 1952) in insti¬ 
tutions that are approved for these periods of training. 
Candid.Ttes seeking certification in pathological anatomy only 
must study an additional two years in institutions tliat are 
approved for tliat period of training. 

Minimum: 75 autopsies and 1,000 surgical specimens for 
one resident. Additional resident for each 50 autopsies or 
.500 surgical .specimens. 

. Category H. For postmortem part of pathological anat¬ 
omy for two years. Credit is never allowed for more tlian 
two years. Candidates t.-dang training in these institutions 
m.Ty pursue further training as follows: 1. For pathological 
an.Ttomy onl.v. An adcUtional yenr in an institution in Cate¬ 
gory A, B, C, E, F, or G with assignment to surgical path¬ 
ology principally. 2. For pathological anatomy and clinical 
patliology. An additional year (two years after July 1, 1952) 
in an institution in Category A, B, C, L, M, or N vv’itli assign¬ 
ment to elinic.Tl patliology and one-half year assigned to 
surgical pathology principally, in an institution in Category 
A, B, C, or J. 

Minimum: 12-5 autopsies for two residents. An additional 
resident for each 60 autopsies. 

Category I. For postmortem part of patliological anatomy 
for one ye.Tr. Candidates taking training in these institutions 
may pursue furtlier training as follows: 1. For patliological 
.inatomy only. An additional two years in an institution in 
C.Tlegory A, B, C, E, F, or G with general assignments. 2. 
For patliological anatomy and clinical pathology’. An addi¬ 
tional year (two years after July 1, 1952) in an institution 
in Category A, B, C, L, M, or N vvitli assignment to clinical 
pathology; and one year to an institution in Category’ A, B, 
C, E, F, or G. 

Minimum: 75 autopsies for one resident. 

Category J. Surgical pathology part of patliological anat¬ 
omy for one year. Credit is never allowed for more tlian one 
year, and tlie director of the laboratory must hold the certifi¬ 
cate of the American Board of Patliology in pathological 
anatomy or be eligible for certification. Candidates training 
in these institutions may pursue further training as follows: 
(1) For Patliological Anatomy only. An additional two years 
in an institution in Category’ H or in an institution in Cate¬ 
gory A, B, or C vvTth assignment to postmortem patliology 
only. (2) For Patliological Anatomy and Clinical Pathology 
an additional year (two years after July 1, 1952) in an iii- 
stitution in Category A, B, C, L, M, or N vv-ith assignment 
to clinical pathology full time, and an additional year to an 
institution in Category A, B, D, E, F, G, or H vv’ith assign¬ 
ment to postmortem pathology full time. 

Minimum: 2,000 surgical specimens for one resident. An 
additional resident for each 1,000 surgical specimens. 
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Categouy K. Special pathology as part of pathological 
anatomy. Cred.t for not to exceed one-fourth the time cSt 
(one year if seeking certification in pathological anatomy 
only, SIX months if seeking both patliological anatomy and 
clinical pathology) of candidates applying in pathological 
anatomy may be taken in special laboratories with limited 
activities such as neuropathology, orthopedic pathology, 
ophthalmic pathology, etc. Tlie candidate who receives 
credit in this category may, on reque.st, have die field of 
.special patliology designated on the certificate of the board. 

Category L. Clinical patliology for three or more years. 
Candidates taking three years of training in these institu¬ 
tions will not be eligible for pathological anatomy unless 
they take an additional two years in institutions approved for 
patliological anatomy. 

Minimum: 100,000 tests in clinical pathology for three 
residents. Additional resident for each 50,000 tests. 

Catecohy M. Clinical pathology for two years. Candi- 
fhtes taking t»-o years framing in fhese msfifufibns must 
take the same additional training as in Category L to be 
eligible for patliological anatomy also. To be eligible for 
clinical pathology only, an additional year of clinical path¬ 
ology must be taken in an approved institution. 

Minimum: 75,000 tests in clinical patliology for two resi¬ 
dents. An additional rasident for each 50,000 tests, 

Categohv N. Clinical pathology for one year. Candidates 
taking training in those institutions must take an additional 
two years in an institution in Category A, B, C, L, or M 
a.s.h'gncd to clinical pathology for eligibility in clinical path¬ 
ology only. To be eligible in pathological anatomy and clin¬ 
ical pathology, an additional two years in approved institu¬ 
tions is required. 

Minimum: 50,000 tests in clinical pathology for one resi¬ 
dent. 

Category O. Special clinical pathology as part of clinical 
pathology. Candidates applying for clinical pathology only 
may receive ci'edit for not in excess of one-quarter of the 
training period (one year if seeking certification in clinical 
pathology only, six montlis if seeking both pathological 
anatomy and clinical pathology) for work in a special field 
of clinical pathology, such as bacteriology, serology, etc. 
Under tliese circumstances, on request, tlie special field will 
be designated on the certificate of the board. 

Category P. Research: Residence in certain institutions 
in which full time is devoted to research witli a direct appli¬ 
cation to the practice of pathological anatomy or clinical 
pathology may be accepted for credit not to exceed one- 
third the time requirement (20 months if no clinical intern¬ 
ship, 16 months if a clinical internship was taken). The 
board encourages research and believes tliat all candidates 
should carry on investigation during their training in all 
institutions. Therefore, this category is only for those wishing 
to do full time research. 


J.A.M.A., Oct. 4 ,1958 


REQUmEMENTS FOR CERTIFICATION® 


AMERICAN BOARD OF PEDIATRICS 


tU examination for certification must meet 

the following requirements: 

1. Graduation from an approved medical school. 

2. Licensure to practice in the United States prior to 
issuance of a certificate except in those situations in which a 
license to practice is not required. 

3. One year of rotating, pediatric, or other internship in 
an approved hospital. 

4. Two years of specialized residency-type training in an 
approved pediatric center. 

At^ least one year of the two years of required residency 
training must he a full-time medical pediatric inpatient resi¬ 
dency or internship in an approved institution. The second 
year of required residency training may be met in the ways' 
listed below, although the board recommends that whenever 
possible candidates complete the two years as regular resi¬ 
dents. 

(a) Graduate School courses will be accepted only in 
exceptional cases by prior arrangement, up to a maximum 
of nine months. 

(b) A maximum of tliree months’ credit each is allowed 
for full-time residency type training in allied pediatric sub¬ 
jects such as pediatric allergy, pediatric psychiatry, pediatric 
pathology, pediatric radiology, newborn service, etc. 

(c) A maximum of six months’ credit is allowed for resi¬ 
dency training in an approved contagious disease hospital. 

5. A subsequent term of two years of specialized study 
or practice or a combination of the two. 

Credit for one year toward this requirement is allowed 
for medical military service regardless of the assignment. 
The maximum credit tliat any candidate may receive toward 
the practice requirement for work done prior to the comple¬ 
tion of residency training is one year. 

Research residencies which involve little or no clinicftl 
training are creditable for only three months. Research resi¬ 
dencies which include significant clinical training may be 
prorated to a total,of six months for a year of service. Teach¬ 
ing fellowships may not be offered on lieu of residency ap¬ 
pointments. 

Both research residencies and teaching fellowships are, of 
course, entirely acceptable in satisfaction of the practice or 
furtlier study requirements. Portions of a research residency 
not applicable for residency training credit may be carried 
over for practice credit. 

Preceptorships are not accepted for credit toward the 
residency requirement, but are accepted toward tlie practice 
requirement. 

GRADUATES OF MEDICAL SCHOOLS IS CANADA 

Graduates of approved medical schools in Canada and 
those who have received their internship and residency 
training in pediatrics in hospitals approved by me 
College of Physicians and Surgeons of Canada will bo eli¬ 
gible for examination for certification under the same regu¬ 
lations as those trained in tlie United States. 


Lee F. Hill, President, Des Moines, Iowa 
James Marvin Baty, Vice-president, Boston 
Robert B. Lawson, Secretary-Treasurer, Miami, Pla. 

John A. Bigler, Chicago 
Crawford Bost, San Francisco 
James G. Hughes, Memphis, Tenn. 

J. A. Johnston, Detroit 
Ralph V. Platou, New Orleans 
A. Ashley Weech, Cincinnati 

John McK. Mitchell, Executive Secretary, 6 Cushman Rd., 
Rosemont, Pa. 


graduates of foreign medical schools 

itizens of die United States-Citizens of the United 
es of America who are graduates of medical sdi 
;r than diose in the United States and Canada 


, booklet of information. Presenting m mo e detad J ^ 
published here, may be from ti e Exe f 

:tary of die Board. To avoid ^^“"rlerstanding, » 

1 urges any candidate whose trmmng is > 

■ed in-these regulations to “Tiumcate wi* that o 
aever possible, this should be done before enten 
the appointment in question. 
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procc 5 .sed for clipibilily for examination for certificaiinn if 
tlicy can meet all the following requirements: 

1. Tliey arc grachialcs of medical scliooK recommended 
by tlic Council on Medical Education and Hospitals of the 
Kmcrican Medical Association. 

2. They hold a license to practice in the United States. 

3. Tlicy c.an meet the internship and residency training 
requirements of the bo.ard as detailed above with the follow¬ 
ing prosisions: 

(a) Internship and residency training must be sen-ed in 
Iiospit-ils approved by the board in the United States. 

(b) A maximum of the internship and one year of re.si- 
dency training may be allowed for such experience obtained 
in a small list of foreign hospitals rccognigcd by the lioard. 
Tlic otlicr year of residency training must be scrx’cd in a 
straight inpatient medical pediatric residency appointment 
in an approved hospital in the United States. 

Citizens of tlie United Stales of America who arc grad¬ 
uates of medical schools other than those in the United 
States or Canada, and which arc not recommended by the 
Council on Niedical Education and Hospitals of the Ameri¬ 
can Medical .Association, may be accepted for examination 
for certification after they have passed successfully part 2 
of tlie examinations of the National Board of Medical Ex¬ 
aminers, or tlic qualification examination of the Educational 
Council for Foreign Medical Graduates, presided they meet 
all other requirements of the Board as provided in regula¬ 
tions governing such candidates. 

Citizens of Otlicr Countries.—Properly qualified candi¬ 
dates who are permanent rc-sidcnls in and citizens of other 
countries and are licensed to practice there and who have 
fulfilled the residency training requirements listed aliovc in 
the United States or Canada may apply for examination for 
certification by the American Board of Pediatrics. 

Such foreign candidates who are returning to their own 
country at the end of tlieir training period may be examined 
without completion of two full years in the practice of pedi¬ 
atrics. The residency training requirements must be com¬ 
pleted in full in ads'ance of admission to any part of the 
examinations. 

A special certificate, appropriately identified to distinguish 
it from the regular certificate of tliis board, may be issued 
to such candidates xvho bax-e passed successfully the exam¬ 
inations of this board after they hax'e completed such a 
period of practice or further study in their own country 
which when added to similar experience in the United States 
or Canada, make a total of txvo years of the practice of 
pediatrics. 

IKFOnxrATION CONCERNING C.XAMINATIONS 

The examinations for certification are given in txvo sec¬ 
tions: part 1 is xvritten, part 2 is an oral examination. 

Part 1—Written 

Written examinations are objective in type and are given 
once each year, usually in January, simultaneously at a 
number of places scattered throughout the country, and at 
a few locations abroad. Candidates must pass die xvritten 
examination before admission to the oral examination xvill 
be authorized. 

Part 2-Oral 

Oral examinations are held four to six times eacli year at 
centers offering suitable facilities, in locations determined 
^ proximity to the largest number of eligible candidates. 
One examination session each year is scheduled at a location 


closer to candidates from some less populous area. As far as 
jiosstble, candidates arc given a choice of locations, taJdng 
into account date application is filed, date of eb'gibilit)' and 
proximity to the examination site. 

Candidates xxdio are admitted to the oral examination 
(liart 2) xx-ill not be informed of their grade on the xx’ritten 
portion. Their rclatix'c standing in part 1 will, howex'er, be 
utilized in final decision xxith regard to passing. 

Candidates xvho fail after taking part 2 xxill not be re¬ 
quired to ret.ake part 1 but may be advised to do so in order 
that tlicy may ba\-c an opportunity to improve a low score. 

APPUCATION 

Application must be made on special blanks, which will 
he furnished by the executive secretary after a preliminary 
survey of the applicant’s training. Applications may be sub¬ 
mitted one year in advance of eligibility date; they will not 
be accepted earlier. Tlie number of candidates admitted to 
a given written examination will be determined by the num¬ 
ber who can be examined orally during that year, plus a 
reasonable number of alternates. 

LETTERS OF nECOXLXIEND.ATION 

Letters from two competent pediatricians recommending 
each applicant must be sent to the executive secretary of the 
board. Tliese letters should not accompany the application 
but should be sent directly to the executive secretary. 

FEES 

Tile application fee is 675. 

The full fee must be remitted with the application. No 
•additional fee is required for second and tliird written e.\ain- 
■nations. The fee for second and third oral examinations is 
650 each. 

CERTlriOVTION IN SUBSPECIALTV OF AU.ERGY 

William C. Deamer, Ch.iirman, San Francisco 
Susan Dees, Durham, N. C. 

Jerome Gl.aser, Rochester, N. Y. 

George B. Logan, Rochester, Minn. 

Harry L. Mueller, Boston 
Richard H. Todd, M'ashington, D. C. 

The American Board of Pediatrics has established certifi¬ 
cation in allergj’^ as a subspecialt>' of pediatrics. 

All candidates must hold a certificate in Pediatrics before 
submitting an application for examination in Allergy. 

Each .allergy application is individually considered and 
must be accepted by the subspecialty board. 

information concerning EXAMINATION 

Allergy examinations consist of written and oral portions. 
The written examination will be gix'en once a year under a 
local monitor and must be passed before the candidate is 
admitted to oral examination. Oral examinations will be held 
at times and places designated by the subspecialty board. 
Ample notice xxill be sent to candidates. 

FEES 

The application fee for certification in aUergy is $100. 

The full fee must be remitted with the application. 

No additional fee is required for second and third written 
e.xaminations. 'The fee for second and third oral examinations 
is $50 each. 
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Applicalioii forms will be forwarded on request to tbe 
office of tile Executive Secretary of the American Board of 
l edialncs and should be returned to that office when com¬ 
pleted. All correspondence .should be addre.s.sed to him 


nEQUIUEMENTS 


(1) Certification in Pcdiatric.s. 

( 2) Two years of full-time training in an approved allergy 
chnic and its associated ho.spitab. At least half of .such train- 
mg inust be m pediatric allergy. Three t>'pe.s of allergy 
clinics have been approved: (a) pediatric, (b) adult and 
(c; nii.xed. 


Two years of training in clinics of type (a) or (c), or 
one year in each, is acceptable. One year in (b) and the 
otlier in (c) is not acceptable. Please sec Intern and Re.si- 
dency number of J. A. M. A. for listing of approved hospitals 
and a.ssocialcd clinics. In place of (2) the candidate may 
take (3). 

(<3) One year fnll-tiine training in an approved allergy 
clinic plus two years part-time training of at least 200 hour.s 
each 3 ’ear in an approved allcrgj' clinic and hospital. At 
least half of the total experience must be in pediatric allergy. 
Tinrs, training whicli consists only in a combination of (b) 
and (c) as defined above does not qualify. 


on 

(4) Five years, part-time, at least 200 hour.s each year, in 
an approved pediatric or mixed allergy clinic and its ac¬ 
tivities. 

Re.seahcji: If at least half of a candidate’s qualifying full¬ 
time training is in clinical pediatric allergy, the remainder 
mn)’ be .spent in supervised allerg)’ research or in training 
in adult allergy at an approved clinic, or in a combination of 
the two. 

PuECEPTonsniP: Preceptorship alone is not acceptable, 
but part of a full-time training program (50% or less) may 
include supervised training in the private office of a qualified 
allergist, provided such an arrangement is part of the train¬ 
ing irrogram of an approved clinic and the preceptor and 
clinic training run concomitantly. 

CnEOiT FOU counsEs; Established courses or seminars in 
Allergy and Immunology, which arc attended during the 
training period, may be credited for part-time training. In¬ 
struction such as is given in these subjects by the American 
Academy of Pediatrics, the Academy of Allergy, or the Col¬ 
lege of Allergy are examples. Three hours of credit toward 
part-time training will be allowed for each hour of instruc¬ 
tion, but not over 20% of required part-time training hours 
may be so credited each year. 

The candidates should be prepared for oral and written 
examinations in the theory and practice of allergy. This will 
include immunology, atopy, allergy of infection, experimen¬ 
tal* hypersensitivity, the clinical manifestations of allergic 
disease, especially as they appear in infants and children, 
and also allergic factors that may be present in other dis¬ 
eases. They must be prepared to discuss diagnostic proce¬ 
dures and methods of treatment and the pharmacology of 
drugs and physiology of respiration as they relate to allergy 
and asthma. In controversial matters, they should be familiar 
with arguments on both sides of such questions.. 

CERTIFICATE 

when accepted the diplomate will receive from the Amer¬ 
ican Board of Pediatrics a certificate in allergy and will be 
listed as a specialist in allergy. 

Prospective applicants for certification in the subspecialty 
of allergy may apply to the executive secretary of the Amer¬ 
ican Board of Pediatrics. 


J.A.M.A., Oct. 4,195S 

AMERICAN B(^D OF PHYSICAL MEDICINE 
AND REHABILITATION 

Robert L. Bennett, Chairman, Warm Springs, Ga 

WiLEiAM H. Schmidt, Vice-chairman, Philadelphia Pa. 

Arthur S. Abramson, New York 

Donald A. Covalt, New York 

O. Leonard Huddleston, Santa Monica, Calif. 

H. Worley Kendell, Peoria, 111. 

A. B. C. Knudson, Washington, D. C. 

Frederic J. Kottke, Minneapolis, Minn. 

Donald L. Rose, Kansas City, Kans. 

Arthur L. Watkins, Boston, Mass. 

Earl C. Elkins, Secretary-Treasurer, 200 First St., S. W 

Rochester, Minn. ’ ’’ 

quaufjcations 

A. Satisfactory moral and ethical standing in the pro¬ 
fession. 

B. A legal license to practice medicine in one or more of 
tlie states of the United States, its territories, the District of 
Columbia, or one or more of the provinces of Canada. 

C. Graduation from a medical school approved by tlic 
Council on Medical Education and Hospitals or graduation 
from a foreign medical school which, in the opinion of the 
board, offers medical education equivalent 'to such an ap¬ 
proved scliool; completion of an internship in a lio.spjtal 
approved by said Council. 

D. A period of study after the internship of not less than 
three years in a residency approved by the above mentioned 
Council. Thi.s period-of study shall include graduate training 
in basic science as related to physical medicine and rehabili¬ 
tation and not less than two years of clinical training and 
e.\’perience in physical disabilities related to the fields of 
rheumatology, neurology, neurosurgery, orthopedics, and 
medicine. 

E. An additional period of not less than two years in full 
time practice of physical medicine and rehabilitation. 

Training in approved residency programs in closely allied 
medical-surgical fields may be acceptable in part (for D 
above), but such credit is limited and based on indivichiai 
interpretation by the board. 

In selected cases, a candidate may be deemed eligible for 
examination on tlie basis of eight years of full time practice 
in physical medicine and rehabilitation (as a substitute for 
D and E above). 


EXAMINATION 

The examination for certification is given in two parts'. 
Part 1 is written, part 2, oral. Examinations are given once 
a year- and cover certain aspects of the basic sciences and 
the clinical aspects of physical medicine and rehabilitation 
(including the rolfe of associated personnel such as tlie physi¬ 
cal therapist, occupational tlierapist, clinical psychologi.st, 
social service worker, and vocational guidance counselor;. 


APPLICATION 

The application form shall contain a record of the candi¬ 
date’s premedical and medical education, internship, grau»- 
ite study, and verification of full-time practice m the spr 
rialty. The application shall be accompanied t 

if the candidate is applying for part 1 only, .Jj;; 

H25 if applying for parts 1 and 2. (In ca*® PJ, , v-.d,;. 
be application, evaluation fee of $25 will be retmr^ed b> 
Board, and the examination fee will be refunded. / 


CERTIFICATION 

Certificates of the board shall issued to 
the applicant has been found qualified as 
physical medicine and rehabilitation. 


the effect thal 
a specialist in 
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AMERICAN BOARD OF PLASTIC SURGERY 

S. Miltov Dl'Pertuis, Chainn.nn, Piltsbursh 
CWREN-CE R. Stjuatsma, I'icc-CIiainnan, New York 
Lbue H. Backus, Buffalo 
TnuMAS G. BLOcKvai, Jn., GaU cston, Tex. 

Herbert Conway, New York 
.Ilbert D. Dams, San Francisco 
John B. Erich, Rochester, Minn. 

WnxEAM H. Fuackixton, Milwaukee 
James B. Johnson, Beverly Hills, Calif. 

Edward Kiteoavski, Baltimore 

J. J. Lo.NOAcnE, Cincinnati 

Robert E. Moran, Wasliinplon, D. C. 

Ger-ald B. O’Connor, San Francisco 
KENNimi L. PicKRELL, Durham, N. C. 

Fr-ant: McDowell, Secretarj'-Trcasiircr, St. Louis 
Mrs. Estelle E. Hillerich, Corrc-sponding Secretarj', 

4617 Pershing .Ave., St. Louis S 

GENERAL REIJOIREMENTS 

1. Moral and cthic.al standinc in the profession satisfae- 
tor>' to the board. 

The board, belies inp that the practice of "fee splitting" is 
peraicious, leading as it docs to traffic in human life, svil! 
resene the right to inquire particularly into any candidate’s 
practice in rcg.ard to this question. 

2. Those whose activities are limited to the practice of 
plastic surgery. 

3. Tliis board will accept as applicants for examination 
only tliose who are full citirens of the United States or 
Canada. Notarired statements, not original citizenship 
papers, attesting to the fact of full citizenship in the United 
States or Canada must be furnished by foreign-bom appli¬ 
cants when tlio application is filed. Such candidates must 
has’e at least two years of practice in plastic surgery in 
North America after completing the training required by 
the board. 


PROEESSIO-NAL nEQUIREStENTS 


The board considers the requirements outlined below to 
he minimal in attaining its purposes and encourages candi¬ 
dates to take advantage of broadening experience in other 
fields. Candidates must fulfill the requirements tliat are in 
force at the time of tlieir examination and/or certification. 

1. Graduation from a medical school of tlie United States 
or Canada recognized by the Council on Medical Education 
and Hospitals of the American Medical Association, or grad¬ 
uation from a foreign school considered acceptable by tlie 
board. 


2. Completion of an internship of not less tlian one year 
in a hospital approved by the same Council. 

3. Two years of postgraduate work in general surgery, 
bej’ond the intern year, as a resident or an assistant resident 
in a hospital approved by the s.ame Council. This require¬ 
ment will be increased to three years for those candidates 
who start their residencies or preceptorships in plastic sur- 
ger>' on or after July 1, 1960. 

4. Training in general plastic surgery, including maxillo¬ 
facial surgeiy, for an additional period of not less than two 
years in a residency approved by the same Council, or in a 
prMeptorsbip approved by the Board. In fulfilling this re- 
quireirftmt, there is a limit of one year’s credit given for all 
work done in all governmental plastic surgery residencies 
(Army, Naxy, I'eterans Administration hospital, etc.) re- 
prdless of tlie time put in by trainees in such residencies. 
It is required that all such trainees Lake one additional year 
of approved training in plastic surgery in a civilian residency 
or preceptorship. 

o. During these years of training following the internship 
R candidate must hold positions of increasing respon¬ 
sibility for the care and management of patients with surgi¬ 


cal conditions. When a candidate receives his training in 
more than one institution, it is equally imperative tliat he 
hold positions of increasing responsibility. He must have 
sufficient operative e.xpcrience to acquire surgical skill and 
judgment through tlie performances of surgical operations 
with a high degree of responsibility, but under circumstances 
providing adequate opportunity for consultation and advice. 

6. An additional period of not less than two years of 
practice in plastic surgery. If a candidate elects to spend 
one or two addition.al years in approved training in plastic 
surgeiy, one year of such training will be credited toward 
the required two years of private practice if it can be dem¬ 
onstrated that the candidate held a position of increasing 
responsibility. It is imperative that one year be in actual 
private practice in such instances. 

The Board gives credit only for training in plastic surgeiy 
received in tlie United States or Canada but may, at its 
discretion, give credit towards the required private practice 
period for training in plastic surgery received in countries 
otlier than tlie United States and Canada, each case being 
tlctermincd individually. 

Tlie alxive training in plastic surgery may be taken as a 
resident in an approved hospital or under an approved pre¬ 
ceptorship offering equiv-alent training (a list of currently 
approved preceptorships is available from the board office). 

Tlie period of special training should emphasize the re¬ 
lation of tlie basic sciences—anatomy, patliology, physiology, 
biochemistry, bacteriology—to the application of surgical 
principles which are fundamental in all branches of surgery, 
and especially to plastic surgery. In addition, the candidate 
must understand and be trained in the following subjects: 
the care of emergencies, shock, hemorrhage, blood replace¬ 
ment, electrolyte and fluid balance, choice of anesthetics, 
chemotlierapy, acidosis and alkalosis, narcotics and hyp¬ 
notics, wound healing, etc. 

’The board reserves Uie privilege of requesting lists of 
operations done solely by the candidate for one or more 
years, or of requesting special and e.xtra examinations, 
vvTitten or oral and practical, and of requesting any specific 
data concerning the candidate tliat may be deemed advis¬ 
able before making final decision for certification. 

Eligibility' rulings or an evaluation of a candidate’s quali¬ 
fications or training cannot be made by the secretary or by 
any one member of the board. Official evaluations of quali¬ 
fications are made only by the committee on credentials and 
requirements or by the entire board where necessary after 
a review of the candidate’s formal application for such 
rulings. The applicant must aUow at least two months for 
such requests to make the rounds of the committee. 

TRATNING FACaXEtES 

Rcsit/cncies.—The American Board of Plastic Surgery, in 
cooperation with the Council on Medical Education and 
Hospitals of the American Medical Association and the 
American College of Surgeons, evaluates training facilities 
in institutions providing acceptable residencies in plastic 
surgery'. Tlie board does not assume the resjjonsibility for 
independent inspection and approval of residencies. It will 
inspect and make recommendations for or against approval 
of a residency in plastic surgery only after the director of 
the residency has applied to the Residency’ Review Commit¬ 
tee in Plastic Surgery of the Council on Medical Education 
and Hospitals of tlie American Medical Association for ajH 
proval of the residency and after the Council has notified the 
board to that effect. Therefore, any diplomate of the board 
wishing approval of a residency under his supervision should 
apply to the Council for such approval. 

The board will make its own inspection, preferably at the 
same time as the American Medical Association Council 
inspection, and will report its findings to the Council. Upon 
completion of consideration by the Coimcil and the board, 
the hospital will be notified by the Council of the joint 
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■H )f nl lY T and the secre- 

r,? -1 * ^ -‘r notified simultaneously by tlic 

Srpnl'nm'"'”' to the status of 

P»c’ce;)/o;s/ji/n.-Iu terl.iiu instances tlie board will accent 
>.1 hen of the required tu’o s-ears' tiaininjt in an apiMovcd 

r‘;nr'"'''Vr ‘W'ovcd proeeptorsbip under a 

fulls (lualihed plastic surgeon when sucli precoptorship is 
propel ly on;am>ed ,ind supervised to ftivc tlie trainee ade¬ 
quate evpetienee and traiuinjr in plastic surjrciy of a well- 
rounded uatuie. Trainees will be required to keep a detailed 
record of tlieii evperienee, pjesentinf,' thh report to the 
boaid anniiallj' on a report form supplied by tiic board on 
request. In preeeptoiship promanis of training it would Ire 
well foi the preceptor to report anmialls- to the board the 
name and qualifications of any preeeptec under bis super- 
sision and the work done Iiy the preceptee. Neithei the 
boaid nor its mdisidnal members can be responsible for the 
pfaeing of applicants for training. The board considers those 
residencies approved hy flic Council on Medical Education 
and Hospitals of tlie American Medical Associ.ition as ac- 
ccptalile facilities for liaining in plastic snrgcrj. 

It slionld he kept in mind liy all that the primary intciest 
of tile board is to cneonrage well-rounded training in plastic 
•snrger}- nitli fJie aim of prmhtcint' plastic smgeons capable 
of doing good work io liic wide vaiiety of eases which may 
come under their eaie. The standards set up by the board 
both for preliminar>- general snrgen- and for .S]>ccialized 
pl.tstic siirger}- tr.o’ning. arc established in an effort to 
furtiier tin's aim. The qualify of tiie training received should 
he lellected in the candidate’s ability to achicv'c good results 
in ins [iraetiee, and the esaininations of the board arc an 
attempt to judge tlie aln'Iits’ of the candidate in (he specialty 
of plastic snrgcrs. 

before liaining in plastic snrgerj is begun, the plastic 
surgeon in charge of tlie residency or preeeptoiship should 
ascertain that the trainee’s preliminarv tiaiding in gcneial 
surgery meets the requirements of tlie boaid, that is, two 
years of residenes' training in general snrgers' after the in¬ 
ternship j'car. 

Tlie tr.iining in plastic and maxillofacial surgorj' (at least 
two years) whether in a residency or a pieeeptorship, should 
cover a wide field of plastic surgery, both as to type and 
anatomic distribution. It slionld include experience in the 
treatment of congenital and acquired defects and defonnities 
of the face, neck, body, and extremities, for both functional 
and esthetic re.isons. There should be available sufficient 
material of a dixersified natme so that tlie trainee will be 
able to pass the examinations of the board aftei the period 
of training and the two additional years of piivate practice. 
If the available material on one scvvicc is inadequate, the 
deficiency should be made up by affiliation xvith another 
plastic siiigcon on another seiviee so that a broad expciience 
w'ill be obt.nned m plastic surgery. The trainee should be 
-prox'ided an opportunity to operate under the direct super¬ 
vision of the plastic surgeon in charge, and with increasing 
ability, should be gix'cn .m opportmiity to operate irrdc- 
pcndently on svritable cases under nrore renrotc supervision. 

sfiLiTAirr (noon 

Credit for nrilitaij' scrrice is given on an individual basis, 
each case being considered on its own merits, and the 
amount of credit allowed is determined by tire board when 
the information is submitted with the application. 

The Medical Officer’s Professional Trainiiig Record (DD 
Form 408) is a record maintained by individual Medical 
Corps officers for presentation to the various authonzed 
accrediting boards towaul certification. This record is pre¬ 
sented by the officer to the board.s for evaluaUon of the 
military experience acquired by Medical Corps officers while 
serving^ in the Army Medical Service. TJiis fonn lias been 
^Spared by the surgeons general of the armed services wrtlr 
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Council on Medical Education and 
Hospitals of the Anrencan Medical Association and is dis¬ 
tributed by the offices of the Surgeons General to their 
personnel. It is highly important that prospective applicants 
obtain a copy of this fomr and that it be sub^S iS 
their credentials for evaluation by the board. 

CASE UCPORTS 

Upon appioval by the board of a candidate’s application 
tor certincation, each candidate is required to submit to the 
Iroard 35 or more ease reports illustrative of his independent 
work in the field of general plastic surgery. 

Candidates arc admitted to examination only after sub- 
nritting case reports that meet the required standards of the 
Iroard and tliat have been approved by the committee on 
credentials and requirements. 

Case reports must be submitted within one year from 
the time of such request; otherwise a new application must 
Ire filed. The case repoi-ts shall conform to conditions which 
the board may from time to time specify. 

Case reports must be receis'ed in the office of the board by 
January 1 for those who desire to be considered for the 
spring (May-June) examinations of the board and by July 1 
for the fall (October-Novenrber) examinations. There will 
Ire rro exceptions to these two cleadlrnes. 

The 35 case rejrorts must be of a diversified nature and 
irrust be submitted to the office of the board together with 
before and after photographs. They should be of the follow- 
iirg distribrition; 

1. Cleft lip: 1 to 3 cases 

2. Cleft palate: 1 to 3 eases 

3. Traumatic defects requiring rcconstructir’e surgery: 

(a) Face and neck: 2 to 4 ca.ses 

(b) Body: 1 to 4 cases 

(o) Extremities: 1 to 6 cases 

4. Acute burns: 2 to 4 cases 

5. Fracture of facial bones, excepting nasal fractures; 1 
to 3 cases 

6. Esthetic operations of sufficient variety: 6 to 12 cases 

T. Plastic surgery of tire band: 2 to 4 cases 

8. Malignancies, or conditions prone to malignancies 
(eradication and icpair): 

{a) Face; 2 to 4 cases 

(b) Body: 1 to 3 cases 

(c) Extremities; 2 to 4 eases 

9, Congenital anomalies: 1 to 6 eases 

(а) E.xamples: 

(1) Syndactylism 

(2) Congenital absence (partial or total) of external 
ear 

(3) Hypospadias 

(4) Bands (constricting) 

(5) Thyroglossal duct cy.st 

(б) Extensive nevi, etc. 

If the case reports and lists of operations are approved, 
the candidate xvill receive subsequent infonnation regarding 
taking the examinations. The board at its discretion maf 
request certification of case reports by the hospital where 
the operations w'ere perfonned. The following form 
accompany the case reports: “I hereby certify ha 
planning and essential .surgical procedures desenbed here 
were carried out by me as an independent operator. 

Every candidate’s final acceptability for 
ba.sed not only on the evaluation of his training qriaMw 
tions but on his professional ability as 5* 
ethical standing in the community, and die strict Jim 
of his work to plastic surgery. 

A candidate should remember tliat in 

documentary evidence of his abihty silences 

them and tlie manner of presentation are imp 

of his ability. 
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EX\MIN.\T10N.S 

In ind.wces where a candiclnle .ciibinits c.i<!e reports that 
do not meet the standards of the Ixiard, he will he required 
to submit additional case reports or an entirely new set of 35 
within a period of one year. If this second scries of new 
c.ase reports again do not meet the standards of the hoard, 
tlie candidate may he required to take additional training 
(of length and Isiac specified hy the hoard) before he vs'ill 
be allowed to submit any further case reports. 

After a candidate has been notifictl that he has fulfilled 
llie preliminary' requirements and tliat his case reports have 
been approsctl, he will he required to t.ake the qualifying 
eramination within a period of three years. 

After approv.al of the case reports, and prior to the c\- 
amin.ation, tlie candidate ssill he \isifed at his place of 
practice by a member or members of tlie board to observe 
him operate and to esamine a number of his preoperative 
and postoperative cases. 

The qualifying examinations arc given tsvicc ye.irly, in 
the spring and fall. Tlie spring examination is given im¬ 
mediately preceding, during, or following the annual meet¬ 
ing of the American Association of Plastic Surgeons (usually 
in May), and the fall examination is given immediately 
preceding, during, or following the annu.al meeting of the 
American Society of Plastic and Reconstructive Surgery 
(usually in October). Candidates .ire required to go to tlie 
designated center for the qualif>ing examination, which ssill 
last three days. These centers svill be the city in ss'liich the 
meetings of these tsvo organizations arc held if the proper 
clim'c and hospital facilities are ax'ailablc, otherssisc in some 
nearby city svherc .such material is av.'Uhable, Arrangements 
for all e.raminations arc made by the examination committee. 

A ss-ntten aramination ssill consume all of the first day 
and half of the second day. An oral and practical examina¬ 
tion ssill consume the afternoon of the second day and all 
of the tliird day. The subjects of the ss-ritten esamination 
are (1) theory and practice of plastic surgery, (2) applied 
anatomy, applied physiolog>', (3) palholog>', bacteriology', 
clinical laboratory methods (pharmacology), (4) reaction 
of tissue to injury, surgical accidents, anestlicsia. A general 
oral e.xamination pert.iining to plastic surgery ssill be gis'cn. 
In the practical part of the examination, the examiner ssill 
present a group of patients for examination by the candidates, 
and the candidates ssill be quizzed on methods of procedure- 
diagnosis, treatment, technique, and so on. Slides of pre- 
operative conditions ssill be shossm on a screen and the 
candidate asked to make a quick diagnosis of the items and 
to tabulate in the order of their importance the methods of 
treatment. Microscopic slides of the average pathological 
tissue falling ssithin tlie prosince of the plastic surgeon ssill 
he given the candidates, and they ssill be asked to ssTite a 
description and diagnosis. 

GRADES 

To be considered as passing, the candidate svill be required 
to receive a grade of at least 65% in each portion of the 
ssritten examination and an average grade of 75% on the 
entire xsiitten and oral examination. 

CERTinCATION 

After a candidate has met the requirements for eligibility 
and passed the examinations of the board, a certificate attest¬ 
ing his quabfications in plastic surgery will be issued to him 
by the board, signed by its officers and having the seal of the 
™ard affixed thereto. It shall be the prerogative of the 
board to determine the fitness professionally and ethically of 
any candidate for its certificate, and the action or decision 
of the board regarding the certification of any candidate 
shall be final. 


TEES 

The fee for application and examination is S150. Of this 
sum, $25 must accompany the application, and the remain¬ 
ing $125 must be paid when tlie candidate is notified of 
acceptance for examination. Tliere will be no refunds. This 
fee may be increased at tlie discretion of the board. The 
iioard is a nonprofit organization, and the fees of candidates 
are used solely for defraying the actual expenses of the 
board. The members of tlie board serve xvitliout remunera¬ 
tion. Because of the limited number of surgeons certified by 
this board it is necessary for a limited time to request a 
xoluntary annual contribution of $10 from diplomates after 
flic first year’s certification to help defray expenses. 


THE AMERICAN B0.4RD 
OF PRENTiNTrVT; MEDICINE, INC. 

Eunest L. Stebdiss, Chairman, Baltimore 
V. A. Van Volkenburch, Vice-chairman for Public Health, 
Albany, N. Y. 

Ons O. Be.n'son Jr., Vice-chairman for Ax-iation Medicine, 
Randolph Air Force Base, Tex. 

Robert A. Kehoe, Vice-chairman for Occupational Medi¬ 
cine, Cincinnati 

C.xxxoRD \V. Anderson, Minneapolis 

J. H. Baieeie, Toronto 

Lerov E. Bur.s'ev, M'asliington, D. C. 

Oban W. Chenaetet, Washington, D. C. 

Jan H. Tiu-isch, Rochester, Minn. 

A. G. KAXtxtER, Pittsburgh 

James H. Sterner, Rochester, N. V. 

Tom F. Whax'ne, Secretary-Treasurer, 615 N. Wolfe St., 
Baltimore 5, Md. 

EUCiniEm REQUmEMENTS FOR EX.XMIN.A'HON 

Each applicant for a Certificate in Public Health, Aviation 
Medicine, or OcCTipafional Medicine is required to meet 
certain eligibility requirements and to pass an e-xamination. 
Such ebgibility requirements are set forth in the by-laws of 
the Board. For the information of applicants such require¬ 
ments are briefly outlined below; but for a full statement 
thereof reference mu.st be made to the by-laws, as from time 
to time in force, by xx'bicb alone such requirements are 
governed: 

CESERAE REQinBEMENTS 

1. Good moral character and high ethical and professional 
standing; 

2. Graduation from a medical school in the United States 
or Canada approx'ed by the Council on Medical Education 
and Hospitals of the American Medical Association, or from . 
a foreign school satisfactory to the Board; 

3. A hospital internship of at least one year approved 
by the Council on Medical Education and Hospitals of the 
American Medical Association, or a foreign hospital intern¬ 
ship satisfactory to the Board; and 

4. Authority to practice medicine in a State, territory, 
commonwealth or possession of the United States or in a 
Prox'ince of Canada. 

SPECIAL REQUIREMENTS IN PUBLIC HEALTH 

1. Successful completion (after internship) of at least one 
academic year of graduate study leading to the degree of 
Master of Public Health or an equix-alent degree or diploma 
in a school of public health accredited for the purpose of 
such graduate study by the American Pubb'e Health Associa¬ 
tion; or training or study deemed by the Board to be 
substantially equivalent to such graduate study; 



GS4 


MEE>ICAL SPECIALTIES 


2. JU'Mdeney (after intormliip) of at lea.t two years of 

lu Id exjxaicnce in Rcneral public health practice, which 
inchulccl planned instruction, observation, and active par- 
icipation in a coinprcjicnsivc, organized, public health pro- 
r, j’y ^',1^ Residency Review Committee for 

Ijcvcntivc Medicine of tlie American Medical Association’s 
Conned on Medical Education and Hospitals and the Board; 
or an e<ini\’alcnl Canadian residency approv-ed liy tlie Board- 
one year of sndi period in both instances may be an ap¬ 
proved chnicai residency in a field directly related to public 
hcaUli; 

3. A period (after internship) of not less tlian three years, 
in addition to 1 and 2 above, of special training in or teach¬ 
ing or practice of public health; 

4. Three years of the experience outlined in 2 and 3 
above ninsl hax’e been obtained within tlie five-year period 
immediately prior to application for certification;'and 

5. Limitation of practice to full-time teaching or practice 
of public health as a specialty. 
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3. A period (after internship) of not less than tliTr/> 
years, in addition to 1 and 2 above, of special training in 
teaching or practice of occupational medicine; ® 

4. 'Three years of the experience outlined in 2 and 3 above 
must have been obtained within the five-year period im¬ 
mediately prior to application for certification; and 

5. Limitation of practice to full-time teaching, research 
or practice of occupational medicine. 

applications for examination and reexamination 

Each application for examination must be made on the 
prescribed form (which may be obtained from the Secretan- 
of the American Board of Preventive Medicine), and must 
be filed with the Secretary, ordinarily not less than 90 days 
prior to the date of examination. It must be accompanied 
by the required documentation, application fee, and two 
recent, clear, unmounted, autographed photographs of the 
applicant, one of which should be attached to the applica¬ 
tion and tlie other unattached. 


SPECIAL requiuement.s in aviation medicine 

1. Siieec.ssful completion (after internship) of at least 
two ueadcmic years of graduate study in prci'cntii'e medicine 
and iii’iiition medicine, one year of which graduate .study 
shall he in a .school of public health accredited for tlie 
puqmse of .such graduate study by the American Public 
Health Association and one year of which .shall he in a 
school of aviation medicine accredited for the purpose of 
.such graduate study by the Council on Medical Education 
and Hospitals of the American Medical As.sociation; or 
training or study deemed by the Board to he substantially 
equivalent fo sneh graduate .study; 

2. Residency (after internship) of at least one year of 
snjicrx’iscd experience in aviation medical practice, which 
included phiuncd instruction, oliscn’ation, and active par- 
ticination in a coniprchensivo, organized program of aviation 
medicine; 

3. Supervised practice of aviation medicine (after iiitcrn- 
,ship) of not less than one year, in addition to 1 and 2 above, 
of .special training in or teaching or practice of aviation 
medicine; 

4. A period (after inteni.ship) of not less than two years, 
in addition to 1, 2, and 3 above, of .special training in or 
teaching, research, or practice of awation incdicine; 

5. Three years of the experience outlined in 2, 3, and 4 
above, must liave been obtained within tlie five-year period 
immediately prior to application for certification; and 

6. Limitation of iiractice to full-time teaching, rc.searcli, 
or practice of aviation medicine. 


.SPECIAL requirements IN OCCUPATIONAL MEDICINE 

1. Sncce.s.sful completion (after intevn.ship) of at least two 
academic years of graduate study in preventive and occupa¬ 
tional medicine in a school of medicine, a university graduate 
school, a school of public health, or a combination of the.se 
•schools, all of which must be accredited for such graduate 
‘study by the Council on Medical Education and Ho.spitals 
of the American Medical Association; or training or study 
deemed by the Board to lie substantially equivalent to such 

graduate study. , , , i i 

2. Completion (after internship) of not less than one 
year in addition to 1 above, of supervised experience in 
ocevipational medical practice in an industrial or medical 
organization, which shall have provided planned instniction, 
observation and active participation in a comprehensive 
program of occupational medicine; or a period of experience 
deemed by the Board to be substantially equivalent to such 
year of supervised experience; 

"Applies to residencies undertaken on and after July 1, 


Mo member of the Board is authorized to give an opinion 
as to the eligibility of candidates. The detennination of 
eligibility will be made only by the Board, after receiving 
full application information. Each candidate must comply 
with Board regulations in effect at the time the examination 
is taken and also those in effect at the time the certificate 
(if any) is iijsued, regardless of when his original application 
was filed. 

An applicant declared ineligible for admission to examina¬ 
tion may refile or reopen his application on the basis of new 
or additional information witliin two years of the filing date 
of his original application, without payanent of an additional 
application fee. 

An applicant declared eligible for admission to exaniinn- 
tion but who fails to submit to examination within three 
years of the date of the filing of his application is required 
to file a new application and to pay a new application fee. 

Candidates failing the examination may, upon timely ap¬ 
plication and payment of appropriate fee, be admitted to 
reexamination within a specified period. 

Candidates failing three examinations will not be admitted 
to subsequent examinations unless the Board so directs. 

MULTIPLE CERTIFICATION - 

A person who has been certified in one affiliated speciaify 
may apply for certification in anotlier affiliated specialty; 
however, the applicant must meet in full the special require¬ 
ments for each of the affiliated specialties in which he de.ures 
to be examined. 

In detenuining whether the applicant meets .such require¬ 
ments, no period of training or experience, other than 
graduate study, will be taken into account if the same 
period shall have been taken into account in detemiining 
ills eligibility for another affiliated specialty’. 


FEES 

(Applies to candidates making application subsequent to, 
[line 30, 1959, and, in tlie case of examination fees, 
jxaminatiohs taken subsequent to that date.) 

The application fee is $25. It must be submitted with ap- 
ilication and is not refundable. 

The examination fee is $100. It is payable 
s notified of acceptance for examination; if 
hereto, it is not refundable after such notific. 

No additional fee is payable for the issuance of a 

Re-e-vamination fees are: each part taken, |2o, exami 
:ion fees, additional affiliated .specialty, each $50. 
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nX\MIN.\TIONS 


SPECtAl.* PHOFESblONAL QUAUI ICATIONS 


Examin.Uioiiv will be held from lime to time and in 
Viiious place*; depending upon nccel as indicated by appli- 
ations rcceixed. Examinations in some instances will be held 
^ 'ia connection with the annual mectinps of the nominatinR 
orp-mirations and abo may be held at other times and at 
other places so located jicojiraphically as to minimi7c travel 
for the applicants. 

The written examination consist', of two parts; 

Part one is a comprehensive written examination designed 
to test the knowlcdcc of the applicant in the basic principles 
j of prexentive medicine. Part two is a c-omprchcnsivc written 
! examination desiRned to test the knowledpc of the applicant 
; in the special field in xxhich he reeptests certification, 
j An oral or practic.il examination is abo reipiired, xx-hicli 
‘ usually will be held at the completion of the written exami- 
’ nation. .An ende.wor will be made to adapt the details of 
j the oral or practical e.\amination to each candidate’s ex- 
I peiiencc and practice. 

j Candidates for certification in a .seexmd or fliirtl affiliaterl 
S spedalfy will be required to pass only that portion of the 
! written ftx.amination relatinR spccificallx' to .such field. 

> The examiners will report upon each candidate to the 
assembled Board, by xvliich the result of the examination 
ibe considered. 

! 


AMERICAN BO.ARD OF PROCTOLOGY 


H. R. REicnxfAN, President, Salt Lake City 

A. \V. Martin- Maiuno, President Elect, Brooklyn, N. Y. 

Robert J. Rowe, Vice President, D.allas, Texas 

Harrv E. Bacon, Philadelpbia 

Frederick B. CANtPREi.L, Kansas Cit)-, Mo. 

W.AETER A. Fansler, Minneapolis 
CuTFORD E. Hardwick, Portland, Ore. 

M. O. Hine.s, New Orleans 

R. A. ScARBOHOucii, San Francisco 

Stuart T. Ross, Secretan', 520 Franklin Avenue, Carden 
City, N. Y. 


QUALinc.ATIONS .AND RLQUIIICMENTS 

General 

All candidates shall comply with the following regulations: 
i . A candidate shall possess moral, ethical, and profes- 
-sional qualifications acceptable to tlie Board. 

2. He shall possess full citizenship in the country in whicli 
he practices, 

3. He shall limit his practice to proctology, shall appear 
personally before the Board, and shall submit to the re¬ 
quired examinations. 

4. He shall deliver to the Board upon request an official 
record of patients hospitalized by him during the year prior 
loathe date of .submission of the application. 

O' He shall .submit a bibliography of papers and books 

published by him. 


PROFESSIONAL QUALII ICAHONS 

, be a graduate of a medical school approx-ed 

)’ the Council on hledical Education and Hospitals of the 
American Medical Association. 

2. He shall possess a license to practice medicine in tlie 
country of his residence. 

, shall hax'e completed an internship, preferably of 

*06 general rotating type, of not less than 12 months in a 
ospital approved by die Council on Medical Education and 
Mospit.ils of the American Medical Association. 


1. He shall have completed a minimum of three years of 
an approved general surgical residency and one of the 
following: 

a. Txvo years of a proctologic residency approved by the 
Board; or 

b. Two years of a proctologic prcceptorsbip approved by 
the Board. 

2. Applicants who present cx-idenee of exceptional train¬ 
ing and e.\pericncc in colonic and rectal surgery during 
their three years of training in general surgery* may*, upon 
special application and approval by the Board, be accepted 
for e.\aminalion following one year of approx-ed training in 
Proctology. 


AI'I’LICATIONS 

E.ieh candidate for examination shall submit an applica¬ 
tion preparer! upon the prescriiied form xx-bich may be 
obtained from the Secretary of the Bo.ird. It shall contain 
a record of the candidate’s premedical and medical training, 
inVemsbips, lesitlcrxcxcs, prcceplccsbips, otbci xxostgradxiate 
study, hospital and dispensary appointments, teaching yxisi- 
tions, service in the armed forces, serx'ice in federal, state or 
local government, membership in medical societies, and any 
additional information considered valuable by the Board. 

Tlic application shall be signed by txx-o proctologists. It 
shall be accompanied by two unmounted autographed recent 
photographs of the candidate, letters of endorsement from ap¬ 
propriate sources and tlie application fee. It shall be filed 
xvith the Secretary not less than 90 days prior to the date of 
examination. 


E.\AMIN.ATIONS 

Examinations are conducted. at times and places de¬ 
termined by the Board and are announced in The Jocrnal 
of die American Medic.al Association. 

Seventy-five per cent is the passing grade on all 
examin.ations. 

Examination papers are identified only by numbers and 
the examiners do not know the identity of the e.\aminees. 

Part 1: This consists of a comprehensive written examina¬ 
tion in die basic sciences, including anatomy, physiology, 
padioiogy-, bacteriology, and biochemistry. Tlie e.xamination 
is held in the fall of the simultaneously in sex'eral cities of 
the United States. 

Upon approval of the American Board of Proctology, 
candidates xx'lio hax'e passed part 1 examinations of the 
American Board of Surgery and w’ho hax'e completed re¬ 
quired training in proctology- may not be required to take 
part 1 of the examin.itions of the American Board of 
Proctology*. 

Part '2; This is a practical examination which is held in 
the community in which die candidate conducts his pro¬ 
fessional actirities. (It may be omitted at die discretion of 
the Board, in which case the candidate w*ill be notified by* 
the Secretary.) It is endeax-ored to arrange the examination 
at a time suitable to both the candidate and the examiner. 
The examination includes inspection of: 

1. Surgical operations. 

2. Hospital rounds. 

3. Hospital and office records. 

4. Office practice. 

Part 3: This consists of comprehensive xxritten and oral 
examinations on the theory and practice of proctology and 
includes roentgenologic interpretation. The examination is 
usually held in the fall of the year in one designated city of 
the United States. The candidate is not admitted to part 3 
examinations until he has completed the requirements of 
part 2. 



6S6 




FEES 

apSli^!"" tl,e 

Examination fee: A fee of $150.00 is due and payable 
when the caudidate is notified that he has been approved 
lor examination. ^ ^ 

No fee .siiall be returned to tlie candidate without Board 
approval. 

All fec.s .shall be made payable to the American Board of 
1 roctology and siinll be scut to tlic sccretnrj^ 




-'y vpvi. 


AMERICAN BOARD OF PSYCHIATRY 
AND NEUROLOGY 

Ru.sseei, N. DeJono, Pre.siden(, Ann Arbor, Mich. 
Paul 1. Yakovlev, \h'ce'prc.sjdent, Boston, Mass. 
Harvey Bartle Jii., PJiiladelphia 
C. II. HAiiniN Biia.ncii, Salt Lake City 
Henry \V. Brosin, Pittsburgh 
Hugh T. Carmichael, Chiciigo 
L. M. Eaton, Rocliestcr, Minn. 

Knox H. Finley, San Francisco 


medicin^.® l«'v to practice 

(b) He is of acceptable ethical and professional standing 

^ member of the American Medical Assn 
ciation. ExcepUons to the foregoing may be 3? .fn 
discretion of the Bo.rf for g„„d .nl sufficient^ 

(d; He has satisfactorily completed adequate training 
psychiatry or-neurology, or both; as a spedaSy ® 

CLASSES OF APPLICANTS 

Class A 

Applicants who graduated from an approved medical 
school before the foundation of tlie Board (1934) will not 
be held to the strict interpretation of the published require¬ 
ments iri formal graduate training. Under such circumstances 
the Board will consider the training and experience of the 
applicant and decide whetlier or not he will be admitted to 
the examinations. For such graduates the Board will consider 
10 years of full-time acceptable experience in psychiatry or 
iieiirology in lieu of tlie formal training requirements. Should 
tire candidate then apply for supplementary certification, tlie 
Credentials Committee will require five years of additional 
acceptable experience in-the supplementary field. 

Ctass B \ 

Applicants who graduated from an approved medical 
school after 1934 shall fulfill the following special require¬ 
ments. 


Fiuncis M. Fou.ster, Washington,’D. C. 

Francis J. GEUiri', Ciiicago 
William Malamud, Bo.ston 

David A. Boyd Jr., Secretarj'-Treasurer, 102 Second Ave., 

S. W., Roclies'tcr, Minn. 

application you certhtcation 

An application, in order to be considered at any meeting 
of the Board, must be in the hands of the Secretary of the 
Board not le.s.s than 90 days before the date of such meeting. 
A proper application form may he obtained from the Secre¬ 
tary. Application maj' be made for certification in psychiatry 
or in neurolog)' or in both fields. Applications will he fonnal- 
ly considered only when made on the official application 
blank in .such form as may be adopted from time to time 
by the Board and when accompanied by an application fee 
in such amount a.s may be fixed by the Board. 

The Secretary of the Board, upon receipt of an applica¬ 
tion, .shall forthwith make inquiries from those to whom the 
candidate refers and from such other persons as the Secre¬ 
tary may deem desirable and shall verify the candidate s 
record from the biographical records of tlie American 
Medical A.ssoeiation, after xvhich he shall forward the ap¬ 
plication to the Committee on Credentials. This Committee 
.shall coii-sider the application and other information available 
and notify the Secretary wiiether the application is accepted. 
Tlie certification of a candidate in eitlier p.ychiatry or 
neurology, or both, .shall be approved by a majority of the 
members of the entire Board at any meeting lield for such 
certification. 


form of certification 

Tlicre sliall be separate certification in psychiatry and in 
neurology and two certifications or a combined certification 
for those qualified in both fields. The certification shall be 
in such fonn as is approved by the Board of Directors. 

General Requirements for Applicants. Each application 
for a certificate must establish that; 


PROFESSIONAL EDUCATION 

1. Graduation from a medical school in the United ' 
States or Canada approved by the Council on Medical Edii- > 
cation and Hospitals of tlie American Medical Association. 

In tlie ca.se of an applicant whose medical training has been 
received outside the United States and Canada, such train¬ 
ing must be satisfactory to the aforementioned Council. 

2. Satisfactory completion of a year’s internship approved 
by tlie same Council on general medicine, general surgery, 
pediatrics, or a rotating service. 

3. The nine-monlli wartime internships will be accepted 
as an equivalent of one year. 


specialized training . 


Admission to the examination for certification in psycin'a- 
try or in neurology requires a total of five calendar years of 
training and e.vperience, tliree years of which must be 
specialized training satisfactorily completed in approved 
training centers, plus two years of e.xperience. 

Admission to tlie examination for certification in botli 
psychiatry and neurology requires a total of six calendar 
years of training and e.xperience, five years of wiiieb must 
be specialized training satisfactorily completed in 
training centers, plus one year of experience. The specialized 
training may be .subdivided into two and one-half years eiich 
in psychiatry and neurology or three years in one subject 
and two years in the odier. The required years of evpenenc 
.should be spent in clinical practice with major responsibilit) 


or the care of patients. 

All applicants wlio wish to qualify for examination /cr 
ertification in psychiatry or neurology under the regulafi 
elating to training credit and who ^^egan training on 
fter Tuly 1, 1956, must show that at least 24 aionm 
leir residency training have beeri secured 
raining programs approved for at least two y < 
ency training in tlie specialty m wliidi they 

ertification. 


i 
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Hie trainini: for pv\clu.ilrisls slumkl iiicUide clinical work 
inih pnclioiicnmtic and psychotic patients, combined with 
the study of basic psychiatric sciences, medical and social 
psychology. psychopatholoRy, psychotlierapy, and the physi- 
clopical tlierapics, including a basic knowledge of the fonn. 
/metion, .and pertinent pathology of the ncraotis system. 
Hie training should he supers iscd and guided by teachers 
competent to desolop skill and understanding in the nlili/a- 
tion of such basic knowledge in de.aling with patients. Mere 
factual knowledge is not snillcicnt. This training period 
should include instniction in the psychiatric aspects of gen¬ 
eral medical and surgic.al conditions and the behavior dis¬ 
orders of children and adolescents sufRcicnt to develop 
pracbc.al ability to direct the trcalnicnl of such (xindiUon<. 
It should also include collahoratis c work with social workers, 
clinical psychologists, courts, and other social agencies. The 
Iraimng program of the candidate for certification in psy¬ 
chiatry should include sufficient training in neurology to 
enable him to recognire and to ev.aluatc the evidences of 
organic neurological disease. 

The training for neurologists should be based on clinical 
work with adults and children with neurological disorders, 
including the neurological complications of medical and 
surgical conditions. Tliis should be combined with study of 
the basic neurological sciences, ncuroanatomy, ncuropliysi- 
ology, ncnmpatliology, and neuroroentgenology. This train- 
ms: should be super%*i.scfl and guided by (eaclicrs competent 
to deselop skill and understanding in the utilization 6f such 
basic knowledge in dealing with patients. Merc factual 
knowledge is not sufficient. Tliis training sliouhl include 
sufficient training in psychiatry to enable the candidate to 
recognize and evaluate the common ps-ycbiatric reactions. 

The Bo.ird offers the foregoing two paragraphs as an out¬ 
line of desirable training. If. however, the candidate has 
esidence of equivalent qualifications of training and e.\- 
pen'ence not in tlie pattern licrc formulated, this evidence 
with appropriate documentary support may be included in 
his application for evaluation and possible approval by the 
Board. 

Candidates seeking certification in both neurology and 
psychiatry, or supplementary certification in one after being 
certified in tlie oUier, must submit csidcnce satisfactory to 
the Board of an addition.al two years of full-time basic train¬ 
ing in the supplementary specialty. 

Thus, no candidate is eligible for examination by* tire 
Board until he has completed at least five years of special 
training and experience in neurology or in psychiatry for a 
single certificate, or at least .six years of special training and 
experience in neurology and psychiatry for certification in 
both neurology and psychiatry. 

The Board will give not more than six months of credit 
for not less than six months of training in an approved train¬ 
ing center for Internal Medicine or Pediatrics in lieu of six 
months of experience to candidates for the certificate in 
psychiatry or rreurology but not to candidates for certifica¬ 
tion in both psy'chiatry and neurology. 

The Board will give credit for one year of training in 
Child Psychiatry proxuding it is the third year of the re¬ 
quired three years of speci.sl training required by the Board 
and proxiding it is taken in a center approved by this Board 
child psychiatry. After July 1, 1956, training 
credit for work in 'the field of child psy'chiatry may be 
gained only by participation in a hospital residency training 
program that is regularly approved. After that date, all in¬ 
dependent training approval of psychiatric clinics for chil¬ 
dren is discontinued. 

The lists of training programs approved by this Board and 
by the Council on Medical Education and Hospitals of the 
American Medical Association may be found in the current 
issues of the Educational Number of the Journal of the 
American Medical Association. 


TUMNING IN THE AHMED tOUCt.S 

Training .me! experience credit toward requirements for 
examination will be granted for military duly in the Korean 
emergency under certain conditions. This policy relates to 
active military medic duty since July 1, 1950. One year of 
training credit will be granted for one year spent in full¬ 
time psychiatric and/or neurologic duties. Additional fram¬ 
ing credit will be granted for that amount of time spent in 
approved training programs. Experience credit will be 
granted for any remaining time spent in full-time psychiatric 
and/or neurologic assignments. Double cretlif will not be 
granted for any single period of time. 

For military duty after January 1, 1954, only e.xperience 
credit will be granted for full-time psychiatric and/or neu¬ 
rologic duties. Training credit xs’ill be granted for residency 
assignments in regularly approved training programs. 

Training credit for full-time psychiatric and/or neurologic 
.\svigmncnts in unapproved military programs or serx'ices be¬ 
tween the dates of January 1, 1950 and Januarx’ 1, 1954, will 
be tcnninatctl as of Januarj* 1, 1959. 

EXAMINATIONS 

D.itcs and places of examinations shall be set by tlie Board 
at Its discretion and shall he announced in The Journ.al of 
the American Medical Association, in the American Journal 
of Psychiatry, in the Journal of \ervous and Mental Dis¬ 
eases, and in the Archives of Neurology and Psychiatry. 

Though the purpose of tlie examination is to test tlie com¬ 
petence of the candidate in psychiatry or neurology or both, 
it must not be forgotten tliat Iioth these medical discipline.s 
constitute p.art of the broad field of general medicine. Tlie 
Board requires some proficiency in neurology on tlie part of 
those it certifies in psychiatry, and xice versa, but it examines 
the candidate in accordance with the certificate he seeks. 
The examinations will be of such 1)156 that no adequately 
trained person will fail, and yet they will be sufficiently 
searching so that tlie specialist in fact may be separated 
from the specialist in name. The practical examination will 
include tlie examination of patients under the supenision of 
tlie examiner. The manner of examining patients, and the 
reasoning and deductions therefrom, xvill constitute an im¬ 
portant part of the examination. Oral and practical examina¬ 
tions will be given in the basic sciences with special regard 
to tlieir clinical implications. Written examinations may be 
given at the discretion of tlie Board. Tlie examination for 
certification in ps)’cbiatiy w’ill differ from the examination 
for certification in neurolog)'. 

PAXMENT OF FEES 

The candidate, upon filing liis application, shall accom¬ 
pany it witli an application fee of 550.00, which is not re¬ 
turnable. If a preliminary' written examination has been de¬ 
creed, an additional 525.00 fee will be required at the time 
of the applicant’s acceptance. \Mien notified by the Secre¬ 
tary that he is accepted for the oral and practical examina¬ 
tion, tlie candidate shall send to the Secretary an examination 
fee of 575.00. A candidate who has been certified in either 
psychiatr)' or neurology and who has been admitted to sup¬ 
plementary examination for tlie other certificate shall pay an 
additional examination fee of $75.00. 

A candidate who has failed in one examination is eligible 
for reexamination within one year upon payment of a re¬ 
examination fee of 575.00. After the year has elapsed, he" 
must submit a new application and pay new application and 
examination fees. If he fails the reexamination, he may, after 
two years hax’e elapsed, submit a new application and $50.00, 
present evidence of further training, and pay an examination 
fee of $75.00. 
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A canclidalc who fails in one or two subjects is eligible for 
reexamination in those subjects within one year upon pay¬ 
ment of a reexamination fee of $50.00. After tlie year has 
elapsed he must submit a new application and pay new 
application and examination fees and repeat the entire ex¬ 
amination, If he fails the reexamination, he may apply again 
for tlie complete examination after two years upon submission 
<}f cn’idcncc of further training and upon payment of an ap¬ 
plication fee of $50.00. If admitted to the examination, he 
must pay a new examination fee of $75.00. 

Any candidate who finds Iiimsclf unable to attend an ex¬ 
amination to which he has been admitted and does not 
notify the Secrctarj' at least three months before the date of 
the axamination will forfeit his examination fee. Any candi¬ 
date who fails to appear for examination within a period of 
tliree years following the dale of notification of eligibility for 
examination shall be required to submit a new application 
and pav tlie attendant fee. If a candidate dies before his 
certifica'le is issued, all fees will be returned to his estate. 

Beginning Januarj' 1, 1958, all unused axamination fees 
or portions of examination fees -on deposit in the Board 
Office will be forfeited by the candidate to the Board when 
the application lapses by going out of date. Further, all 
unused examination fees, or partial, unused 
fees deposited before the date of J.anuary 1, 1952, will 
automatically be forfeited by the candidate to the Board on 
january 1, 1938. 


.•VMERICAN BOARD OF RADIOLOGY 

Bkunauo P. WbuMANN, President, Philadelphia, Pa. 

Lauuknce L. RoimiNs, Vice-President, Boston, Mass. 
jAMia W. J. CAUPENDEn, Treasurer, Chicago 
Rohekt BAUnEJC, Philadelphia, 1 a. 

John- D. Camp, Los Angeles 
Donald S. Childs, Syracu.se, N. Y. 

C. Ali.en Good, Rochc.stcr, Minn. 

E. L. jENEiNSON, Chicago 
TbaiaN Leucutia, Detroit 
Licstek Paul, Madison, Wis. 

F. O’Biuen, Boston 
Dour.LAS Quick, New York 
Leo G. Ricleh, Los Angeles 

B,a.. noccs,., 

Minn. 

CEftTVEICATES 

A ccrlificuto granted By 

rvhicl. deals with tho “'branch of tsidioloey "hicli 

Sioi* 

tors- rnmma-rat/ Phjsics : tliat branch of 

gamma rays. vhu < tirs - that branch of radiolopcd 

physics which tleais x 
and particle accelerators. 


GENERAL REQUIREMENTS AND QUALIFICATIONS 

Each applicant shall be required to present evidence that 
he has met the following standards: 

1. Satisfactory moral and ethical standing in the pro¬ 
fession. 

2. A license to practice medicine in the state or county in 
which he resides. 

3. Holds himself out to be a specialist in radiology or one 
of its branches as defined and devoted his time to the prac¬ 
tice of radiology or one of its branches. 

4. He is a citizen of tlie United States or Canada. A can¬ 
didate from another country must be a pennanent resident 
of that country and a citizen thereof. 

PROFESSIONAL EDUCATION 

1. Graduation from a medical school recognized by the 
Counefl on Medical Education and Hospitals of tlie Ameri¬ 
can Medical Association. 

2. Completion of an internship of not less than one year in 
a ho.spital approved by the same Council. After completion 
of tlie internship, there shall be a period of special training 
(length of time as indicated below) in an approved depart¬ 
ment of' radiology. 

Radiohgij: Those beginning their tr.aining before July 1, 
1956, must have tliree years formal residency training m an, 
approved department of radiology. 

Those beginning tlieir training on July 1, 1956, or tliere- 
after must have tliree ye.ars formal jesidency training in an 
approved department of radiology-plus an additional year of 
efther furtlier training or practice. The 
period must include tlie equivalent of six montlis (total) in 

^^rnguostic Roentgeuologij: Those dmir trammg 

before July 1, 1956, must have two and one^lf years tor 

training in an approved depa training (patliolog)', 

SVcl^asSrladS-l teolmiques) followed by two 

More My 1, ZtZln , II redioM.'- 

S of sir' mUs of 

devoted to Patliology. , ^ 1956 must liaue 

Those beginning 'T 

two and one-half years , (^e equivalent of six 

proved departnent o ra i devoted to p.itliology) 

montlis of which tune u ‘ £ ^j^er training or practice, 

dns an additional year of 1 1957 or there- 

Tl>o.e begirininB 

after will be required to ^ yadiology-the «« 

training in an basic training (pfhote> 

year of which must be spent i radiologic techniques) 
Svsics physics of isotopes, and basic rao 

to^r aSiS^^^^ of eidier further tra« 

®plyi"8 lor d.er.Pe«B0.r»»f^^^^^^^ 

and interstitial radium or equiv 

ficiency in roentgen therapy. 
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Prior to July 1, 1960, those c.wclidiitcs dcsirinj: to be 
certified in either radioloR>- or iherapeulic radiology will be 
urged to take an examination in nuclear inctlicinc. 

Those candidates previously certified in roentgenology de¬ 
siring to complete their certificates in radiology (including 
nuclear medicine) will be required to have the equivalent 
of six months full-time radium and isotope training in an 
approved department of radiologx-. 

Prior to July 1, 1960, those candidates who hax-c been 
preriously certified in roentgenology and who do not desire 
to be examined in nuclear medicine must have the equivalent 
of three months full time radium training in an approved 
department of radiologj'. 

EX,XMINATIOSS 

Usually two examinations are held each year. At present, 
examinations are practical and oral. Tlte examinations arc 
designed to test the candidate’s fitness to practice radiology 
or one of its branches as a .specialty. 

Tile examination consists of tests in film interpretation 
and an oral examination in pathology, physiology, radio¬ 
physics, and radiohiologx-, as well as tJie clinical application 
of roentgen rays, radium, and radioactix’e isotopes. Tlic ap¬ 
plicant is also examined in "profe.ssion.il adapl.ibility," in .in 
attempt to ascertain his attitude toward his fellow practi¬ 
tioners and his patients. 


-AMERICAN BOARD OF SURGERY 

Fr.xxk Glenk, Cliairman, New York 
WiLLUM A. ALTEMEiEn, Vice-cliairman, Cincinnati 
Cletus W. Scim-EGMAN, Associate Secretary, Philadelphia 
JoifK J. McKeow.s Jn., Assist.int Secretary, Philadelphia 
FmocK F. ALunmiTEN Jn., Kansas City, Kan. 

J. GARnoTT Aleem, Chicago 
Joel W. Baser, Seattle 

Howard H. Bbadsjiaxv, A\'insfon-S.ilem, N. C. 

Olwer Cope, Boston 
Michael E. De Bakev, Houston, Texas 
J- En-clebert Dunphy, Boston 
lVn.UAM P. Loncmire Jn., Los Angeles 
Carleton Mathewson’ Jn., San Francisco 

K. Almk MEnE.vDLVo, Seattle 

H. William Scott Jn., Nashville, Tenn. 

Harris B. Shumacker Jn,, Indianapolis, 

William H. Snyder Jr., Los Angeles 

Henry Swan, Denver 

Robert M, Zollinger, Columbus, Ohio 

John B. Flick, Secretary-Treasurer, 1617 Pennsylvania 
Blvd., Philadelpbia 3. 

general qualifications 

An ethical standing in the profession and a moral status 
in. the community which are satisfactory to the Board. 
Engagement in the practice of surgery. 

preliminary training 

Graduation from an approved medical school in tlie United 
States or Canada or from medical schools acceptable to the 
Board in other countries. 

Completion of an intemsliip (straight or rotating) of not 
less than one year in a hospital approved by the Council on 
hfedical Education and Hospitals of the A. M. A. or its 
equivalent in the opinion of the Board. 


SPECIAL TRAINING 

The American Board of Surgery is guided by the evalua¬ 
tion of residency training programs made by the Conference 
Committee on Gradu.ite Training in Surgery' and does not 
it.self condimt such surveys. 

Tlic Board interprets the term general surgery in a com¬ 
prehensive manner and expects candidates to have knowl¬ 
edge of the basic principles applied in the treatment of frac¬ 
tures, head injuries, or other forms of trauma, and of the 
more common procedures in plastic, gynecologic, orthopedic, 
neurologic, thoracic, and urologic surgery. 

Basic Sciences 

It IS fundamental to the concept of an approved residency 
in general surgery that the program prox'ide for properly- 
organized, integrated, and progressively’ graded clinical 
training in this specialty. This presupposes a continuity- of 
clinical axperience under the supervision of the surgical staff 
of the hospit.-il or hospitals in which such training is con¬ 
ducted. Accordingly-, while recognizing the value of formal 
courses in the study of surgery and the basic sciences at 
approverl gradu.-ite schools of medicine, the Board will not 
accept these courses as part of a three or four-year residency- 
program in lieu of clinical experience. Furthermore, the inte¬ 
gration of basic sciences, particul.-irly- pathology, u-ith clini¬ 
cal training is considered superior to formal courses in these 
subjects. 

Senior Year 

Tlic most important single factor in the development of a 
surgeon is the opportunity under guidance and supervision 
to grow- by progressive and succeeding stages to the stature 
of complete responsibility for the surgical care of patients. 
Major operative e-xperience and senior responsibility are an 
essential part of surgical education and training. For this 
reason the Board cannot accept for examination candidates 
who have not had such e.xperience in general surgery, re¬ 
gardless of tlie number of y-ears in training. 

Since a majority- of residency training programs do not 
prox-idc a sufficient accretion of operative e-Xperience and 
personal responsibility until the completion of the senior or 
final year, the Board requires that the candidate have had 
tliis senior year in order to become eligible for examination. 
Because it is recogm’zed that some fle.xibility- and xx-ell-con- 
sidered experimentation are essential to progress in surgical, 
as well as otlier forms of education, the Examination Com¬ 
mittee of the Board is prepared to give indix-idual considera¬ 
tion to applicants whose training in general appears adequate 
although it may- not meet all of the following specified re¬ 
quirements. 

TYPES or PROGRAMS 

The requirements for examination may be fulfilled by 
either of two programs. These are considered to be minimal 
in attaining the purposes of the Board and do not preclude 
additional desirable educational experiences which may 
strengtlien the indixidual residency training program. 

The Board may, at its discretion, require that a member 
of the Board, or other designated diplomate, observe and 
rejiort upon the clinical performance of the candidate before 
considering his eligibility for examination or certificatioii. 

The Board reserves the right to require a candidate to 
submit a list of the operative procedures performed by liim 
during his training period. 

Croup 1 Program 

Completion of a graded lesidency in general surgery- of at 
least four years duradon, including the senior year, in an 
institution or institutions acceptable to the Board and ap- 



(590 


medical specialties 


mitfronn rl""/ the Conference Com¬ 

mittee on Graduate TrainuiR in Surgery is required. 

four-year rc.sidcncy may iuclude a researeh 
p o cc or an assignment to a basie science department .such 

provided this is an 

1,1 fl'c program. I'he program mu.st include at 

• ICiXst three yc/ir.s of clii^icul siircjcrv. 

The Board accepts training of not more than one year 
dmation m airdiate hospitals" as part of its basic formal 
educational reriuiremcnts. Such “affiliate hospital” training 
must have been part of the graded residency program of an 
institution approved for four >-ear.s by the Conference Com¬ 
mittee. The senior year must have been spent in the parent 
institution holding the approval of the Conference Com- 
initloc, except in tho.so in.slances where the senior year in the 
affiliate hospital ’ is, in the opinion of tlie Conference Com¬ 
mittee, eciuivalent in training value to the senior year in the 
parent institution and is under the same supervision. 

riie candidate who completes only four years of an ap¬ 
proved program designed for more than four year.s, and thus 
does not have the senior or final year of the re.sTdenc.v, may 
submit his qualifications for special consideration by the 
Examination Committee. The Committee can rceoinmend 
acceptance of the candidate for examination in group 1 or 
group 2, provided the evidence indicates the candidate has 
had adequate operative experience and clinical responsibility 
as certified by the Chief of Service. 

Residency credit will be granted for surgical internship 
to a candidate who lias completed a prior year of acceptable 
intern.ship when the surgical intcrn.ship is part of a graded 
program approi'od for four s’cars fiy the Conference Com¬ 
mittee. 

Group 2 Program 

Completion of a graded residency in general surgery of at 
least three years duration, ineluding the senior year, in an 
institution or institutions acceptable to the Board and ap- 
\no\’cd for at least tlirec x’ears of training b>' the Conference 
Committee on Graduate Training in Snrgci')’ is the ba.sic 
requirement. 

Bcsidency credit will not lie granted for separate periods 
of time dev'oted c.xehisii'cly to rcseareii or a prctTinieal dis¬ 
cipline allbongb the day to day integration of the.se disci¬ 
plines with clinical surgery is highly desirable. The pro¬ 
gram must have inchided tlirec years of clinical surgery and 
tile final year must have been .spent in the capacity of senior 
or chief resident in general surgery. 

Two additional years of training beyond the tlirec years of 
re/iidcncy to complete a total of five are necessary to meet 
the requirements for examination. 

These may include: 

(a) Practice of surgery under aeeeptalde supervision (pre- 
ceptorship). By "acceptable supervision” is meant an ar¬ 
rangement with a preceptor acceptable to tlic Board who 
should inform the Board in writing of In's willingness to 
a.sstime rc.sponsibilily for ■ the candidate’s further training. 
Before tlic candidate’s eligibility for examination can be 
considered, he will be required to submit to the Board a list 
of the operative procedures performed b)' him during the 
period of supervised practice, and tlie preceptor will be re- 
micsted to vouch for the candidate’s integrity, surgica 
i idgmcnt, and technical shill. The acceptance of supervised 
Lcticc in fulfillment of part of the Board's requirements 
will he contingent upon tlie candidate s hax'ing had adequa e 
clinical opportunities to fortify residency training and consid¬ 
erable responsibility in tlie care of patfonts, ^ 

perfonnunce of major operative procedures under super¬ 
vision. 
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(b) The study of surgery and the basic sciences in an an 

proved graduate school of medicine on a foil-time ba^ and 
for a consecutive period of not less than nine months m one 
.school ye,y Training credit in excess of 12 months will not 
he granted in this category. ^ 

such to study a .single basic science 

• uch as pathology, physiology, or anatomy, up to six months 
Cl edit may be granted for such study. 

Credit may be granted for a maximum of 12 montlis spent 
m full-time surgical research under a re.sponsible investigator 
who is acceptable to tlie Board. A candidate may not claim 
credit for botli graduate study and research j'ears. 

(c) Further acceptable surgical residency or fellowship 
training, either in general surgery or in a recogiiized surgical 
.specialty. 

N.B.; Credit as outlined above under (a), (b), and (c) 
will be applicable only toward the two years of training 
which group 2 candidates must complete in addition to three 
years of approved residency in general surgery. It will not 
he con.s’idered as basic residency credit. 

XflLITAllV CREDIT 

Credit not to exceed one year may be granted to those 
candidates who hax’e served in military liospitals other than 
those approved for residency training, provided that tlie ' 
candidate has had a satisfactory .surgical assignment with 
adequate and diversified clinical material and provided 
further that his work in surgery is carried out under the 
supervision of a siirgeon acceptable to the Board. Any such 
credit will be considered preceptorship credit toward group 
2 requirements and not basic residency credit. 

LICENSE TO PRACTICE 

The Board requires, prior to issuence of a certificate, that 
candidates have a valid license to practice medicine except 
in those situations in the United States or Canada in which 
a license to practice is not required, such as the practice of 
surgery by commissioned officers in the Army, Navy, or 
Public Health Services of these countries. 

REQUIREMENTS FOR FOREIGN BORN AND 
foreign trained CANDIDATES 

Such candidates must meet tlie same requirements .v 
citizens of the United States or Canada. Tlie Examination 
Committee, however, after individual evaluation, may grant 
credit for foreign training. 

APPLICATIONS 

Prospective candidates for examination by the Board 
should carefully read the Board’s requirements as set forth 
in this Booklet of Information. If, after becoming fomihar 
witli tlic requirements, a candidate needs advice about his 
training, or believes he has completed the requirements, lie 
should submit a brief chronological outline of his training, 
including precise dates, using tlie Evaluation Form winch 

will be furnislied on request. . 

Application for Examination fonns are not fonvarded imt 
candidates are witliin several months of completing he.^ 
training requirements and appear to have met a 
quirements of the Board. 

Applications should be returned by Aiigu^ i c 
tion fo desired for examination in part 
sanieTcnr. Those de.viring such re¬ 

apply several months before completing 
quLments to enable die Board’s office to 
applications as possible before die August 1 rcg. 
deadline. 
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C.indidalc.s completing their tr.iiniiip rctpiireincnts after 
September 30 must await consideration for admission to the 
December part 1 esaminafion one year later. 

The Board’s acceptance of candidates for c.\ainination is 
b.r'cd not only upon an evaluation of their training, hut also 
upon infonnation available to the Board concerning their 
profession.al ability as .surgeons and ibeir ethical standing. 

Candidates arc notified of their eligibility for the part 1 
mmination when their applications have been approved, 
and subsequently arc sent a list of evainination centers from 
whicli to choose. Candidates arc not eligible for the part 2 
esaniinations until they have made a passing gnule in part 1. 

EXAMINATION 

Tlic qualifying evainination is diWdcd into part 1 (writ¬ 
ten) and part 2 (oral). In Imth of these a knowledge of the 
practical application of the sciences fundamental to .surgery 
is required. 

PABT 1 

The c.\amination is given simultaneously in as many cen¬ 
ters throughout the United States as the Board may deter¬ 
mine suitable for tlic purpose and sometimes by special 
arrangement in certain centers abroad. It is held onec an¬ 
nually on flic first Wcdncsd.ay of December. 

' The part 1 c-vamination is of the objective, multiple- 
choice l>pc, and is administered during a li.alf-day session. 
This evamination is designed to cover general surgical prob¬ 
lems including tlie application of the sciences basic to sur¬ 
gery. Questions arc of various t)'pcs and arc based upon tlic 
anal>'sis of case histories, cause and effect relationships, and 
other pertinent situations. TIic avaniinations are composed 
by members of the Board witli the technical assistance of the 
Educational Testing Scnicc. 

paht 2 

Examinations usually are held in ten different centers in 
tlic United States each year from September to June inclu¬ 
sive. These examinations are conducted by members of tlic 
Board and selected diplomates acting as guest examiners. 

The part 2 examination is oral and practical and requires 
the candidate’s presence for one day. Candidates arc exam¬ 
ined in clim’cal surgerj’, including diagnosis, management of 
patients, and the application of anatomy, patbolog>’, physi¬ 
ology, biochemistry, and bacteriology to surgical problems. 
In pathology, emphasis is placed on an understanding of dis¬ 
ease processes and their clinical implications. Tlic identifica¬ 
tion of gross and microscopic lesions and the interpretation 
of roentgenograms also may be included, 

FEES 

The fee for examination is $175.00 payable as follows; 
$25.00 for registration, $75.00 for part 1 and $75.00 for 
part 2. 

'The fee for reexamination in part 1 or in part 2 is $75.00. 

The Board is a nonprofit organization. All fees will be 
used, after a reasonable amount is set aside for necessary 
expenses, to aid in improving existing opportunities for the 
training of surgeons. The members of the Board, except tlie 
Secretary-Treasurer, serve without remuneration. 

CERTIFICATION IN THORACIC SURGERY 

Diplomates of the American Board of Surgery wishing to 
become certified in thoracic surgery are advised to com¬ 
municate with the Secretary of the Board of Thoracic Sur¬ 
gery, Dr. William M, Tuttle, 1151 Taylor Ave., Detroit 2. 
This Board is an affiliate of the American Board of Surgery. 


BOARD OF THORACIC SURGERY 
(An affiliate of the American Board of Surgery) 

John C. Joses, Chairman, Los Angeles 

O. Theron Clacett, Vice-chairman, Rochester, Minn. 

Joseph W. Gale, Madison, M’is. 

EnWAnn Nt. Kent, Pittsburgh 
Hiram T. Langston, Ciiicago 
HERnERT C. Maier, Kcw York 
Paul C. Samson, Oakland, Calif. 

Roreut R. Sievw, Dallas, Te.\as 
JoM.v W’. STtiiEDEtJ, Boston 
Roreut H. M'yue, \ew’ York 

Wm. -M. Tuttle, Sccrctar}’ and Treasurer, 1151 Taylor Ave., 

Detroit 2. 

requiuements for examination 

1. Certification by the American Board of Surgery. 

2. Two years training in thoracic surgeiy approved by tlie 
Board of Tlioracic Surgery, or meritorious contributions to 
thoracic surgery. One of these two j ears way be spent during 
the four years of training in surgery required by tlie Ameri¬ 
can Board of Surgeiy. 

3. W’rittcn and oral examination. 

Dcfiiiilion of ichat is considered acceptable training in 
Thoracic Siirgcrj/.—To quabfy for the esaniination in thoracic 
surgeiy, the candidate shall have bad two years of training 
in an active, xvell-integrated thoracic surgical clinic or 
clinics, or the equivalent amount of tlioracic surgical train¬ 
ing, on a mi.xcd service consisting of thoracic and non-thor- 
acic surgical cases. Adequate training in botli the tubercu¬ 
lous and nontubcrcnlous aspects of thoracic surgeiy is ex¬ 
pected. In order to obtain this objective, combined resi¬ 
dencies between institutions of different tx-pes may be ad¬ 
vantageous. It is also required that the candidate be famib'ar 
with Uie basic sciences as related to tlioracic surgery. Under 
exceptional circumstances certain surgeons may, by virtue 
of recognized proficiency in the surgical treatment of tlior- 
acic diseases, qualify for the examination at the discretion 
of tlic Board. 

APPLIC-ATIONS 

Prospective candidates desiring to apply for examination 
should consider whether they are able to meet the minimum 
requirements of the Board. 'Tliey should tlien submit a letter 
to the secretary’s office, outlining briefly their training and 
experience in thoracic smgeiy' and ash for an application 
form. An application form will not be sent unless ex-idence 
is submitted in the letter indicating tliat the prospectix'e ap¬ 
plicant appears to meet the minimum requirements. 

EXAXnNATIONS 

The qualifying examinations are dixided into txx-o parts. 
Part 1 is xxTitten, and part 2 is an oral examination in cUnical 
surgery, x-ray interpretation, and pathology. 

Part 1.—This examination xx-ill be given simultaneously at 
least once a year in as many centers throughout the countiy 
as the Board may determine suitable for this purpose. 

Part 2.—In order to be eb'gible for part 2 a candidate must 
have successfully completed part 1. Examinations in part 2 
are conducted in certain centers of the country selected by 
the Board. 

Candidates examined by the American Board of Surgeiy 
in part 1 (xvritten examinatioii) on or after October 26, 
1955, xx’ho are certified by the American Board of Surgeiy, 
will be required to take only tlie oral examination gix-en by 
tbe Board of Thoracic Surgery. 

Candidates examined by iJie American Board of Surgeiy 
in part 1 prior to October 26, 1955 xx-ill be required to take 
part 1 (xvritten ex^ination) of the Board of Thoracic Sur¬ 
gery before taking its oral examination. 
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riiose intlivicluals who fail i7art I or part 2 will be lequired 
o wa.l o„o j^ear before they can retake tl)c part whicbXy 
failed Those who fail twice will be required to wait for a 
icnod of two years-. Candidates who arc unMiccessful at 
three attempts will bo required to wait three years before 
Iw't >ccomidcration. The Board may at its discretion 
{lcn\ the candidate the privilege of reexamination. 

Candulatcs declaied eligible but who fail to exercise the 
ex.nnination privilege within thiee ycar.s of tlic date of filing 
the application will be required to file a new and current 
applicalioii and pay a new examination fee. Also a candidate 
sviio lias- failed in an examination (part 1 or part 2) and who 
does not apply far rcexaminatiiin within three j-ears shall be 
required to make a new application and pav a new examina¬ 
tion fee. 


reus 


For the special examination in tlioraeie surgery and the 
issuing of a certificate the fee will be SIOO.OO. Fifteen dol¬ 
lars of tiiis fee is to accompany the apidieation and will be 
considered as a registration fee. It is nonretumable to the 
applicant in ease he is disapproved for examination. 

The foe for reexamination will be $50.00. 


AMERICAN BOARD OF UROLOGY 


Eixiau Buiins, President, New Orleans 
Ghayson Cahholi,, XT’ce-prcsidcnt, St. Louis 
Thomas D. Mooiii;, .Memphis, Tcnn. 

Runrs' IL Flocks, fawa City 
Donald A. Chailvock, Los Angeles 
William P. HnnnsT, Washington, D. C. 

Fhank: C. Hamsi, Brooklj’ii, New York 
WyLAND F. LKADnETTKIl, Bostoii 

WiLLLAM Nilus WisiiAUD JiL, Sccretaiv-Treasurcr, 30 West- 
wood Road, Minneapolis 26. 

Nfns. Ruhy L. Cuigos, Exccufivc-sccrctary, 30 Westwood 
Rd., Minne.ipolis 26. 


IILQUIIIL’ML'.VTS 


A. Application foi certification must be made on a special 
form. This will he pros'ided by the secretary and must he 
rotnnicd to him accompanied by other required data and 
eretlcntials and by $50 of the examination fee. 

B. The applicant must have graduated from a medical 
school of the United States or Canada recognized by tlie 
Coiincii on Medical Education and Hospitals of the Ameri¬ 
can Medical Association and mnst have completed an intern¬ 
ship of not less than one year in a hospital approved by the 
.same council. 

Requirements of graduates of foreign medical schools 
shall conform to and bo similar to the requirements as de¬ 
manded of the applicants for the accepted medical schools 
in the United States and Canada. Such applications will be 
considered Iry the full board on individual merits. 

C. ■ he applicant must establish in a manner satisfactory 

to this Board that he is a ph)'sieian duly licen.scd by law to 
practice medicine and that ho is of liigh ethical and pro¬ 
fessional standing. , . , , . , 

D. The applicant must establish that he has received spe¬ 
cial graduate training as follows in this older; 

1. An approved internsliip of at least one year. 

•2. One year in the basic sciences or clinical .studies basic 
toTirology, or one year lesidency in general surgery'or in- 
tcmal medicine. 

3. An approved graduated three-year residency in urology, 
leading to competency in all its phases. 

E. Applicant must have an additional period of not *ess 
than two years in the practice of urology in the city of his 
office or place of practice, 


in o the Board that he is cngwerl 

in the full time practice of urology. 


fee 


e"«»\in«tion fee is ^50. Fifty dollars must accompany x 
the application. One liundred dollars must be paid when the 
application has been processed. Neither fee is returnable 
Applications for certification shall be examined by 'the 
credentials committee and reviewed by the board. When 
additional data are required to complete the application, 
iHGSG will OG TcquGstGcl by the secretaiy\ 


UCQUIUEMENTS FOR CEUTiriGATION 


The requirements for certification include ex-idence of 
Jiospit.il practice including the presentation of report of 25 
representative (not necessarily consecutive) major iirologic 
case.s from practice, which must contain all items essential 
for diagnosis, Urerapy, prognosis, results of treatment, etc; 
a written examination; and pathology and oral clinical exam¬ 
inations. 

A. Evidences of Hospital Practice and Case Reports; An 
index, in consecutive order, of all major and minor urologic 
surgery (including endoscopy) done during the last two 
years of practice must be presented. This index must be x'cri- 
fied by the various hospital administrators. 

The candidate must present 25 recoids of major urologic ^ 
eases completed since tlie candidate’s residency training with 
hospitals, names, (or initials) and record numbers in whicli 
the candidate has had complete charge, responsibility and 
.activity in all phases of the patient’s care. These reports must 
he typewritten on 83i-by-ll-in. paper and in duplicate but 
need not be on any special form. Please file the duplicate in 
your own office. This second copy wall be called for wlien 
.md if ft is needed. 

Complete index lists must accompany the reports. If they 
are obtained from more than one hospital a separate intlex 
list of each group sliould be provided. These lists must state 
the opcratoi’s n.ime at the head of each page, the name (or 
initials) of the patient, the hospital auimher, and the name 
and date of operation. Statements from tlie administrators 
of the hospitals attesting that the candidate was the operator 
must be included. 

The applicant must personally prepare the case reports, 
remembering that they are documentary exddence of his 
ability and that the material in them and the manner of 
yiresentation are important exadences of his competence as 
an urologist. 

The case reports must he received on or before Septem¬ 
ber 1. , 

B. Written Examination; The xvritten examination is de¬ 
signed to test the candidate’s preparation in and his knowl¬ 
edge of the whole field of urology, including the subjects, 
clinical mology, pathology, anatomy, physiology, enibq'o- 
ogy, hacteiiology, physiological chemistry, and endoennoS- 
ogy. These may be held on certain dates simultaneously m 
di/leient parts of the country at places convenient for canti!- 

C. Pathology: The examination in pathology will consist 

of tiie identification of gross specimens and of sections o 
tissue observed through the microscope. It will be beW 
the time of the oral examination. , 

D. Oral-Clinical Examination: Tins xvill consist of 
c„s,iom of orologfc problem,. O.e 

bash of Ibis esamiMlion ate orogtapby; diseases of «ic 
ta organs, including ll.o prostate and ead, portion 

tract and die adrenals It tv.ll J f 7,„, 

date’s familiarity with recent literature the bread Ji 
Sinical experience, and his general qualifications for practice 

"'■fSSfessioml adaptabUilp of cad. 
vestigated in an attempt to determme his 
his attitude toxvard his patients and felloxx p r 
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NO SINGLE PANACE.4 FOR 
i THE INTERNSHIP 

< GUEST EDITORIAL 

i Leland S. McKittrick, M.D. 

I 

T THE recent meeting of tlie House of 
Delegates in San Francisco several reso¬ 
lutions were introduced which had as 
. their objectives the supplying of certain 

■. hospital serhice functions through the means of in- 
j terns. One resolution ’ suggested that since non¬ 
university affiliated hospitals were experiencing 
-i difficulty in obtaining interns in requisite number 
and caliber, the problem might be solved by 
J having the American Medical Association take 
T appropriate measures to investigate the feasibilit}' 
'' of the use of senior medical students to replace 
first-year- interns in affiliated hospitals, tliereby mak- 
, ing such interns available for tlie nonaffiliated insti¬ 
tutions. Another resolution “ jrointed up the critical 
shortage of interns in communit)' and municipal 
hospitals and proposed that medical schools adopt 
a policy of encouraging a reasonable percentage of 
graduates to seek a two-year rotating internship in 
such institutions. A thirdresolution indicated that 
the intern shortage interferes with the quality and 

, Chairman. Council on Medical Education and Hospitals. 

Q U^nlntion No. 10 on Use of Senior Medical Students as Clinical 
erks to Replace First Year Interns, introduced at San Francisco Ses¬ 
sion of House of Delegates of A. M. A.. June, 19.58 
—_ Resolution No. 26 on Two-Year Rotating Internships in Com- 
and Municipal Hospitals, introduced at San Francisco Session 
M House of Delegates of A .M. A.. June, 1958. 

I tlesoluiion No. 27 on Plan to Promote Improved Intern Education 
no to Correct the Shortage of Interns, introduced at San Francisco 
aeyion of House of Delegates of A. M. A.. June, 1958. 

, ., ■ Hospital Intern Problem, Editorial, J. A- M- A. 75:418 

f (Aug. 7) 1920. 

' n ^.‘ Approved Internships—Direclorj* of Approved Internships and 
esmencies, compiled by Council on Medical Education and Hospitals 
‘ M. A.. J. A. M. A. 168:529 {OcL 4). 1958. 

»■ Hospital Statistics, Hospitals 32:352 (Aug. 1, pt. 2) 1958. 


the quantity of service provided for patients in vol- 
untaiA' and municipal hospitals. It also categori¬ 
cally stated tliat “the two-year rotating internship 
is the best foundation for the practice of medicine, 
for further training in a specialty, and/or for train¬ 
ing in the armed forces," and resolved that the 
.•\mcrican Medical Association should recommend 
the two-year rotating internship. 

Tliroughout each of these resolutions the thread 
of emphasis is placed on supplying interns to cer¬ 
tain hospitals for the purpose of covering the 
seri'ice needs of these institutions. This problem has 
confronted the House of Delegates and the Council 
on Medical Education and Hospitals ever since it 
was recognized that a period of hospital education 
and training beyond graduation from medical school 
is an essential experience before entering general 
practice or undertaking further preparation for 
specialty practice. It is clearly recognized tliat 
there is ii need for augmentation in the number of 
physicians in keeping with population growtli and 
the development of new specialty fields. Unfor¬ 
tunately, however, tlic so-called intem-shortage has 
been repeatedly utilized by indmduals and organi¬ 
zations as one of the eridcnces of inadequate num¬ 
bers of medical graduates to tlie point where it has 
confused the real issues. Tliose who advocate intern 
needs as a measure of physician requirements fail 
to remember that at no time have more than 12 to 
15% of the hospitals in tlie nation been approved 
for intern education and training. Furtliermore, 
those who imply that good medical care e.xists only 
where there are internships and/or otlier forms of 
graduate medical education forget tliat 85% of our 
hospitals do not have such programs. Such pro¬ 
grams are no guarantee of high quahtj' medical 
care unless the medical staff of a hospital and tlie 
hospital administration are exerting every’ effort to 
maintain high standards of graduate medical educa¬ 
tion where5’er they' are being conducted. High 
quality medical care is a responsibility that lies 
directly’ lUtli the phy'sician whenev’er a patient is 
hospitalized, regardless of the presence or absence 
of an intern or resident education and training 
program uithin the institution. 

An editorial from The Journal which appeared 
in August, 1920,^ described “The Hospital Intern 
Problem” of, tliat day' in a manner that so nearly’ 
parallels the current scene that it merits full quota¬ 
tion, as follows: 

As noted in the previous comment, .593* of tlie 6,440 lios- 
pitals in the United States require annually 3,420 interns, or 
about 400 more than are turned out this year by tl)e medical 
schools. Nevertheless, these hospitals represent a very small 
proportion of all hospit.als in the countrj-, and the number 
seeking interns is increasing. It can be seen, therefore, that 
the number of students graduating annually is not sufficient 
to supply interns for all hospitals seeking them, far less to 
meet the demand if all general hospitals should desire to use 
diem. This, meanwliile, is one of the bases for die claim that 
there is a dearth of physicians. It can readily be seen, how¬ 
ever, diat sufficient interns could not be provided for aU hos¬ 
pitals even if the armual niunber of graduates e.\cecded by 
several times the normal output for this country. The intern 
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problem must be solved in some other way. Many hospitals, 
even now, are employing physicians as residents or house 
oflicers at increasing salaries or with gradually increasing 
privileges in the way ol practice. Interns, also, should be re¬ 
lieved of much of the work required of them wliich should 
be done b)' orderlies employed for that purpose. History¬ 
writing and records, which have depended largely on intern 
sersnee, can be kept up by staff physicians through the use 
of stenographers. It is certain that the increased demand for 
interns docs not justify cither the lowering of educational 
standards or a multiplication of medical schools. 

Of the 6,946 hospitals in the United States today, 
only 867 have been approved by the Council on 
Medical Education and Hospitals'* (see tliis issue, 
page 529) for internship education and training. 

In 1958 these institutions offered a total of 12,325 
internship positions. During that year there were 
6,861 graduates from approved medical schools 
in the United States. However, between graduates 
of these schools and graduates of foreign medical 
schools, 10,198 of dre total approved internship 
positions were filled. Thus in the 6,946 hospitals® 
in the United States, territories, and possessions 867 
or slightl)' ON'er 12% offered internship training 
opportunities far in excess of the number of grad¬ 
uates of the medical schools. It is obvious from 
these figures that redistribution of interns, utilizing 
clinical clerks to replace interns in teaching institii- 
tions, or prolonging the internship to two years will 
not provide the t>Tie of panacea for supplying the 
extra pair of hands so keenly sought by many 
members of the medical profession and hospital 

administrators. . . , 

The whole area of medical education is under¬ 
going transition in this rapidly changing and dynam¬ 
ic scene. The internship is just one facet of med¬ 
ical education which continues to be the focus o 
controtrsv, because its service aspects do involve 
medical care in those institutions where such pro- 
Samriiave been developed. The next few years 
mav see the disappearance of the internship m 
traditional concept as further advances 
with knowledge and needs are made in the edi 
t or^ 5 the physician. In the meantime we should 
ot be deluded into the belief that diere is sorne 
Lgic manipulation of 

S’afe°thrresponsiMily of tte ^ 

S ™NSmS 

Tlie 32nd Annual Report on 
idencics published in this issu 

based on Although these 

hospitals with *11 " represent the 

data apply to the year ft y ^ 

situation on Sept, i, Y'i * . i gjes contains data 
proved IntcBiships but it an an- 

provided mtliesan' 9 available on 

^S;Tw.tat%arf959-1960. 


This 32nd Annual Report indicates tliat there 
was a modest increase in die number of approved 
internships and residencies offered on July 1,1958, 
as compared with those announced for the prewous 
year. The total number of hospitals now conducting 
approved programs has reached 1,400. Of this num¬ 
ber, 10% (141) offer only intern training, 38% (537) 
offer only resident training, and 527o (722) offer 
botli intern and resident training. 

This annual report arid directory serves two dis¬ 
tinct groups of individuals. It is useful to tlie recent 
graduate in medicine who is planning his furdier 
graduate training program. It is of equal or greater 
use to training program directors and medical ad¬ 
ministrators dealing with broad aspects of graduate 
training and concerned with program trends and 
planning for the future. 

The staff of the Council on Medical Education 
and Hospitals is now engaged in a study aimed at 
increasing the usefulness of the report and the di¬ 
rectory. Tlie standard questionnaire for die year 
1958-1959 has been altered only to include a ques- n 
tion on certification by the Educational Council for 
Foreign Medical Graduates. A supplemental ques¬ 
tionnaire will also be used this year as a first step in 
this continuing study. 

Among tlie subjects under study are a more thor¬ 
ough characterization of other areas of graduate 
training leading toward specialization such as iel- 
lowships, traineeships, and preceptorships; addi¬ 
tional descriptive data on hospital training features 
such as percentage of private patients, averag 
length of patient stay, average daily census of the 
individual specialty services, and the autopsy rate 
for each such service,and a mote Umrough study of 
tlie range of stipends in individual programs. 

Tliere mil be a continuing effort to indicate com¬ 
binations of training programs through the mecha- 

Si of the “indented listing.” It may be possible to 

list die resident positions for each year of each pr 
gram so *al its Vertical or pyramidal nature rv.ll be 

Therf is now a functioning residency ^review 
committee for obstetrics an<i 
program's in patliology and the 

Approved by concurrence of C^r *^0*4 

«ot.i"eaTers"of.^ 

4 report is 

it represents the combined efforts of * 

Conference Committe ’ members of other 

medical educatois, a graduate medical 

national groups “"Ttte lmXce rvH* 
education and ti;amm& T 

annual report will ass q^estion^ai^e items are 
nation 'ftraccuracy and completeness of to 
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ORGANIZATION SECTION 


LETTER REGARDING CONFERENCES 
ON AGING 

August 11, 195S 

The Honorable Lister Hill, Cliainiian 
Committee on Labor and Public Welfare 

* United States Senate 
’ Washington 25, D. C. 

! 

1 Dear Senator Hill; 

^ The American Medical Association is distressed 
, to learn that your Committee lias decided to in¬ 
definitely postiione further consideration of H. R. 
9S22, which provides for the holding of a White 
' . - House Conference on Aging and to assist states in 
conducting similar conferences on aging prior to 
die \Miite House Conference. 

Tlie American Medical Association has had a 
deep and longstanding interest in the problems of 
our aged citizens, especially in regard to their 
health needs. Our Committee on Aging, established 
in 1955, is composed of some of the leading medical 
authorities in the country on the health problems 
I of older persons. This Committee has recently con¬ 
ducted regional conferences on aging in Seattle, 
Dallas, Philadelphia, Binningham, and Omaha. The 
' American Medic-al Association has also scheduled a 
j national conference on aging to be held in Chicago 
on Sept. 12-14. Up to the present time, appro.xi- 
mately 30 state medical societies have created Com¬ 
mittees on Aging, and by September it is expected 
i tliat approximately 40 such Committees will have 

* been formed. 

In addition to the actisities of its Committee on 
^ging, the American Medical Association has re¬ 
cently joined with the American Dental Association, 
the American Hospital Association and tlie Ameri¬ 
can Nursing Home Association in establishing a 
Joint Council to Improve the Health Care of the 
Aged. Although studies of the problems of tlie 
aged have been under w'ay for the past several 
years by these various organizations, research in 
this field will now' be intensified through joint ef¬ 
forts, and projects for meeting the problem will 
be activated as rapidly as possible. 

^ The American Medical Association believes very 
' strongly that there is a need for systematic inter¬ 
change of ideas in this field. Through our experi¬ 
ence with our regional conferences on aging and 
, through our activities as a member of the Joint 


Council, w'e have learned that much is to be gained 
from state and national conferences on this subject, 
such as proposed in H. R. 9822. The members of 
the medical profession will take part in these con¬ 
ferences, both on the state and national levels, to 
the fullest e.xtent possible. 

The purpose of this letter, therefore, is to re¬ 
quest that you and your Committee reconsider your 
action and favorably report to the Senate H. R. 9822, 
as it passed the House. 

Sincerely yours, 

F. J. L. Bl-xsixcame, M.D. 

Executive Vice-president. 

CHANGES IN PERSONNEL 
AT HEADQUARTERS 

Dr. M. Eleanor Blish of Houston, Te.vas, has been 
appointed a member of the field staff of the Council 
on Medical Education and Hospitals. Dr. Blish, w'ho 
has been in the practice of pediatrics for many 
years, w’as also assistant clinical professor of pedi¬ 
atrics at Baj’lor Unir’ersih' College of Medicine and 
assistant to the director of the Children’s Clinic at 
the Houston Tuberculosis Hospital. 

Mr. William Hetherington, Executive Publisher 
of Todays Health, who had been w'ith the A. M. A. 
for 10 years, left headquarters Sept. 19 to accept a 
position wiUi the Readers Digest, w'ith his head¬ 
quarters in Cliicago. 

Mr. Richard Stalvey, w'ho has been w'ith the 
A. M. A. since 1954, first as an administrative as¬ 
sistant in tlie Bureau of Investigation and later in 
tlie Public Relations Department, has taken up his 
new duties as Assistant Executive Director of the 
Los Angeles Count)' Medical Association. 

RALPH CREER TO ATTEND JAPAN 
MEDICAL CONGRESS 

Ralph Creer, director of motion pictures and 
medical telewsion for the American Medical Asso.- 
ciation, is to go to Tok)'o ne.xt April as a guest of 
the Japan Medical Congress. Mr. Creer wlU organ¬ 
ize and direct an International Medical Film Exhi¬ 
bition as part of the Congress’ 15th General As¬ 
sembly. He also w'ill deliver several illustrated 
lectures to the facult)' of the tsvo medical schools 
in Japan. 
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must attest that the patient wa.s under his care 
and in the second or third trimester on or before 
Oct. 1. 

It should be noted that this exception applies 
only to those in the second or third trimester. A 
patient in the first trimester on Oct. 1, who is re¬ 
siding with her sponsor, must obtain care from the 
government facilitx- unless the commanding officer 
or his designee certifies that adequate personnel 
and facilities are not available and issues a permit 
for civilian care. 

.All these exceptions arc merely temporary, and 
affect only those patients whose hospitalisation (for 
termination visit and t)Utpationt iiresurgical and 
postsurgical procedures), birth (for neonatal x-isits), 
second trimester (for maternity care), or injuries 
(for outpatient treatment) took place prior to the 
effective date, Oct. 1, 1958. Any of these events 
commeuemg after Oct. 1 v,aU be goverrxed by tbe 
new regulations. 

Reporting Methods 

For treatment of dependents residing apart from 
their sponsors, a certification to that effect by the 
dependent on the claim form is sufficient to justify 
paxinent for care in the authorized categories— 
matemitx’ care and hospital treatment of acute and 
emergency surgical or medical conditions—“pro- 
xided tliat the person or entityproviding the care 
has no actual knowledge to the contraiy'.” 

Care for a dependent residing with a sponsor but 
away from tlie sponsor’s household on a trip is also 
allowable on the basis of the statement “On Trip” 
in Item 3 or 4 of die claim form if tlie physician 
has no actual knoudedge to tlie contrarx’. Emergen¬ 
cy' care by' a cix'ilian phy’sician or hospital for a 
dependent residing with a sponsor is pay’able if the 
claim fonn included a statement by tbe attending 
physician that “This case was a bona fide acute 
emergency.” 

In these three ty'pes of cases, according to the 
directive, tbe phy'sician’s or the hospital’s statement 
is considered sufficient evidence of the validity’ of 
tlie claim, if the treatment provided is authorized 
under the new regulations and the statement is 
made in good faith. 

In the case of the temporary' exceptions to the 
new regulations, described under “‘Carry'-Over’ 
Patients” abox'e, where the treatment provided in¬ 
volves hospitalization, all hospital claim forms must 
show tliat the patient was admitted before Oct. 1, 
1958. Claims for neonatal visits must show that the 
infant was bom prior to midnight Sept. 30, 1958. 
Claims for outpatient treatment of injuries must 
show that tlie patient arranged for treatment prior 
to Oct. 1, 1958. Claims for maternity' -care of a de- 
pendent residing with her sponsor must show that 
the patient was in die second or third trimester and 
under the care of a civilian physician on or before 
Oct. 1 and both the physician and hospital must 
attest to these two facts. 


For all dependents residing with their sponsors 
not covered by these temporary' exceptions, a per¬ 
mit signed by the appropriate commander must be 
attached to the original copy of DA Form 1863 on 
claims submitted by' attending phy’sicians or hos¬ 
pitals. Claims submitted by others than the attend¬ 
ing physician or hospital (such as assistant surgeons, 
radiologists, pathologists, consultants, physiatrists) 
will be authorized for payment without a permit. 
How'cver, the forms initiated by diem must state 
that a permit w'as furnished to die attending phy¬ 
sician or hospital, and identify' them by' name. 

Caused by Budget Pressure 

The Department of Defense itself opposed the 
budgetary limitadons that resulted in diese restric¬ 
tions and urged a continuation of the program as 
originally implemented. How’ever, some elements 
widiin the Department desired increased utilization 
of military' medical personnel and facih'ties and pre¬ 
vailed on the appropriations committees of Con- 
gre.ss to encourage this by' limiting the amount of 
money available to pay' for civilian care. In fact, the 
first version of die appropriation measure passed by 
the House w’ould have required even more stringent 
limitations on die civilian phase of the program.' It 
cut the budget to 60 million dollars and included 
a section which prohibited supplemental appropria¬ 
tions or the use of other Department of Defense 
funds for pav'ment to civilian physicians and hos¬ 
pitals. However, the House-Senate conference com¬ 
mittee adopted, and both the House and Senate 
ratified, an amended v’ersion sponsored by Senator 
Knowland of California which raised die appropria¬ 
tion by 10 million dollars and placed less restrictions 
on requests for supplemental appropriations. 

As a result, die budget for the current fiscal year 
(July 1,1958, to June 30,1959) is set at 870,246,000, 
but the Department of Defense vv'as directed by’ the 
conference committee and Congress to initiate and 
enforce administrative regulations designed to 
achieve “optimum” utilization of uniformed services 
facilities and personnel. Mffiat is “optimum” is as y'et 
undefined and is apparently' left to die decision of 
the commanding officer of each facility'. 

Since e.xpenditures during fiscal v'ear 1958 totaled 
nearly 90 million dollars and anticipated costs for 
the current v'ear (fiscal V'ear 1959) W'ould be even 
higher under the regulations in effect prior to Oct. 
1, 1958, the Department of Defense announced it 
W’as forced to bring out its new directive on a 
“crash” basis. It has tw’o stated objectives; to achieve 
greater economy and to encourage more use of 
government facilities. Tliese ends the Department 
is attempting to attain, as has been noted, by elimi¬ 
nating authorization for a number of categories of 
care previously provided by civilian physicians and 
hospitals and by requiring those dependents who 
live with their sponsors to obtain care from gov'em- 
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menl focilities unless tlie commanders of the facil- 

adequate person¬ 
nel or facilities a^^^ilable. 

Tlic clami that the increased emphasis on utiliza- 
lon 0 mihtaiy facilities was an economy measure 
elemanded by Congress seems somewhat question¬ 
able m view of the fact that the same session of 
'-ongress increased current Public Health Service 
appropriations over fiscal year 1958 b)' nearly 200 
million dollars, an increase in federal health and 
medical expenditures almost three times as great as 
the total Medicare cost. 

Limitations and Military Morale 

The Department of Defense has stated its belief 
that continuation of the program on its first basis 
would be more conducive to high morale among 
members of the uniformed services. In fact, Public 
Law 569 states “The purpose of this Act is to create 
and maintain high morale throughout the uniformed 
services. . . .” Tlie following comments on possible 
results of restrictions on civilian care are taken from 
the First Annual Report of the Office for Depend¬ 
ents Medical Care on the Dependents’ Medical 
Care Program (1 June 1958); 

A rcslriclion of “free olioice” would reejuire dependents 
ii> restricted are.is to apply for and receive .special aiitliority 
for civilian care and if not administered most wisely, could 
concciv'aWj’ result in an cstremoly adverse morale reaction 
among troops, (page 5) 

VounR women about to become motjicrs prefer one phy¬ 
sician; tbc>' desire pris'acy; they like to discuss with their 
physician the type of anesthetic to he used; and they do not 
like long waiting periods. They feel that the cisalian program 
offers' a better opportunity for obtaining the pensonal atten¬ 
tion which they prefer, (page 5) 

If a c.Kse is accepted for svhich payment is later denied, 
because the patient lis'ed within a restricted area, that par¬ 
ticular phy.sician will he reluctant to accept future cases. The 
individual physician will reflect liis reaction to the State As¬ 
sociations and this svill inevitably result in strained relation¬ 
ships, if not actual cancellation of contracts, (page 6) 

Patients requiring (special types of) surger>', or mocVical 
care for some of the more rare diseases, could not receive this 
treatment in the great majority of the uniformed services 
medical installations; however, in order to obtain authoriza¬ 
tion for care by civilian physicians, the patient would have 
to undergo a diagnostic study by service pliy.sicians. Ohyi- 
ouslj', this would he time consuming, wasteful, and costly, 
(page 6) 

Tlmrc is no known comparison of costs, between unifonned 
service and civilian facilities, .for medical care of young 
women and children. In fact, over-all comparison is most 
clifliciilt because of the differences in organization and mis¬ 
sion. Tim loss of dependent patients in uniformed services 
facilities is largely accounted for by maternity cases and it is 
in this area that .service facilities were overcrowded prior to 
Medicare, (page 5) 

This last comment is adequately supported by 
comparative data from the same Report (page 78) 
for the eight-month periods from January through 
AuEust 1956 (before Medicare) and January 
Ihraigii August, 1957. In the 1957 sample penod 
the average daily patient load of dependents m 
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military hospitals was 801 less than in 1956- almost 

hree-fourths of the drop, 573 patients, occjjta 
the obstetne and gynecologic care category which 
averaged 2,915 in 1956 and 2,343 in 1957. bn the 
otnet hand, the category "Care other titan OB-GYN” 
dropped only 228, from 3,961 in 1956 to 3,733 in 

But while the dependent load in militaiy liospitals 
had dropped only 801 in 1957, over 4,500 depend- 
enfs received care daily in civilian hospitals under 
Medicare during this period. The total average daily 
jtatient load of servicemen’s dependents receiving 
hospital care under federal auspices had increased 
over 3,700. In view of the comparatively small 
decrease in utilization of government facilities, 
especially in nonmaternity cases, and the 5d% in¬ 
crease in the number of dependents receiving care 
in Medicare’s first year, it appears open to question 
whether the present drastic reduction in civilian 
care will provide sufficiently improved utilization of 
military facilities to offset the probable eflPect on 
servicemen’s morale. 

Future of Medicare 

Until tlie new regulations are in effect for some 
time, data will be insufficient for any analysis of 
their over-all effect. It seems likely, however, fliat 
the restrictions will be felt most in those states widi 
a large number of military establishments, where 
die limitation of free choice for dependents living 
with their sponsors may result in a definite curtail¬ 
ment of civilian care. The results, tlierefore, svill 
probably be felt most in the South Atlantic States, 
which had 21.9% of the hospital claims and 21.6% 
of the ph)'sician claims during tlie first year of the 
program’s operation; in tlie Pacific States, which 
had 16,5% of tlie hospital and 21.9% of the physician 
claims; and in the ^Vest Soudi Central States, which 
had 16.7% of tlie hospital and 15.4% of the physi¬ 
cian claims. The foregoing percentages refer to the 
number of hospital and physician claims rather than 
the dollar amount. The six states in which tlie 
largest amounts were paid out in physicians claims 
from Dec. 7,1956, to Dec. 30,1957, were Califoiuia. 
Texas, Florida, Virginia, North Carolina, and 
Georgia. 

The Board of Trustees of tlie American Medical 
Association has transferred responsibility in regard 
to the Medicare program from its special task force 
to the Council on Medical Service, which will keep 
track of developments in the program, confer with 
the ODMC when such action is indicated^and in¬ 
form the profession concerning changes. On Mon¬ 
day, Dec. 1, 1958, the day prior to tlie opening ot 
tlJ Clinical Session, the Council’s Committee on 
Federal Medical Services will sponsor a one-d^ 
conference on federal medical ^ohvibes at 
apolis. Tlie afternoon sMion ivili 5= 
discussion of current and possible ftitare Medicare 

activities. 
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MEDICAL NEWS 


ARKANSAS 

Four Cases of Spotted Fever.—According to the 
Morbidih- and Mortalih' ^^^eekh’ Report of tlie 
U. S. Piddic Health Service foi Sept. 5, Dr. Ar- 
tliur M. Washburn, Arkan.sas State Board of Healtli, 
has reported on four cases of Rock)' Mountain 
spotted fe\’er, all of wliich occurred in members of 
one family residing in a count)' in which no cases 
of this disease have been reported for at least 10 
years. This family lives in a rural wooded area and 
all four persons had numerous tick exposures. All 
of tlie illnesses yielded to treatment, but the fading 
rash was still evident on extremities four weeks 
after onset. 

CALIFORNIA 

S)Tnposium on Viruses.—The Kaiser Foundation 
Hospitals in Northern California will present the 
second annual s^sanposium on I'inises and Viral 
Disease Oct, 10-11 in the Fairmont Hotel, San 
Francisco. At the first session Wendell M. Stanley, 
Ph.D., will present “Newer Developments in Basic 
Virology” and Dr. Edwin H. Lennette will give 
“Laborator)' Diagnosis of l’’iral Disease.” The Oct. 
11 program lists the following topics; 

Tile Nature of Viruses, Robert C Willuinis, Ph D , Berkcles 
Res-pirators N'lnises of Clinital Importance, Dr James O 
CuUer, Bcrkele>. 

Enteric Viruses, Dr Gilbert J Dalldorf, New York Citj 
Interactions Between Tumor Viniscs and Animal Cells, 
Harrj’ Rubin, D V XI , Pasadena 
Chemotherapy of Viral Disease, Dr Aaron F Rasmussen Jr , 
Los Angeles. 

Present Status of Vaccination Against Poliom> elitis with 
Killed and Li\e Vims X'acemes and a Combination of the 
Two, Dr Albert B Sabin, Cincinnati, Ohio 

The s)'mposium will conclude with a panel dis¬ 
cussion “Viral Disease of the Central Nervous 
System,” moderated by Dr. Edward B. Shaw. For 
information write Kaiser Foundation Hospital, 
Broadway and MacArthur, Oakland 11, Calif. 

FLORIDA 

Seminar on Premature Infants.—The Umversit)' of 
Miami School of Medicine, Coral Gables, and the 
Florida State Board of Health will hold a five-day 
Seminar on Care of Premature Infants at the Pre¬ 
mature Demonstration Center, Jackson Memorial 


Phjsicians are mv’ited to send to this department items of nexxs of 
general mterest, for example, those relating to soclel^ actl^^tles, new 
nospitals, education, and public health Programs should be recei\ed 
At least three weeks before the date of meeting 


Hospital, Miami, Nov. 17-21. The seminar, open to 
physicians and nurses, wiU promde demonstrations 
of equipment and their use, discussion of feeding, 
skin care, infections, and home care of prematvures. 
Newer developments in the prevention of infection 
m nurseries will be included. The American 
Academy of General Practice will accord 35 hours 
credit in category I for those registering. Dr. 
Robert B. Lawson, chairman, department of pedi¬ 
atrics, and Dr. Demetrius G. Traggis, assistant 
professor of pediatrics, Universit)' of Miami School 
of Medicine, are in charge of the seminar. 

ILLLNOIS 

Chicago 

Dr. Coller to Give Phemister Lecture.—The' Dallas 
B. Phemister Lecture u'iU be presented this year at 
the Universit)' of Chicago Clinics by Dr. Frederick 
A. Coller, professor emeritus of surgerx', Universit)' 
of Michigan, Ann Arbor, on “Suiger)' and Science.” 
The lecture u'ill be held on Get. 7, 8:00 p. m., in 
Lecture Hall P-117 at Billings Hospital, 950 E. 59th 
St. 

Sam Pearlman Honored.—Dr. Samuel J. Pearlman 
will be feted by Chicago doctors at a banquet in 
his honor at tlie Morrison Hotel Oct. 8. Dr. Pearl¬ 
man, who mil be honored for his “sen'ice to tlie 
medical profession” during a lifetime of practice in 
Chicago, is senior attending surgeon at Michael 
Reese Hospital, attending surgeon at Cook Count)' 
Hospital and chairman of its ear nose and throat 
department. 

MARYLAND 

General Practice Meeting in Hagerstow'n.—The lOtli 
annual meeting of the Mar)'Iand Academy of Gen¬ 
eral Practice will be held Oct. 11-12 at the Hotel Al¬ 
exander, Hagerstou'n. Eight hours of eategor)' I 
credit u'ill be given for attendance. Papers to be 
presented by out-of-state speakers include the fol- 
lomng: 

The Imtable Child, Dr. Ebvood K. Hammond, Paoli, Ind. 
Diagnostic Aids and Management of Office Problems in Oto- 
l.-uyngology’, Dr, Peter A. Pastore, Riclimond, Va. 

The Imtable Bowel Ss'ndrome, Dr. Frederick Steigmann, 
Chicago 

Some Obsers'ations on Headache, Dr. Arnold P. Friedman, 
New York City. 

Routme Rectal Exammabon, Dr. Walter H. Genvig, Wash¬ 
ington, D. C 

The G. P. and the Care of the Discharged Xfental Patient, 
Dr. Else B. Kns, New Y'ork City. 
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Tile annual banquet will be held Oct. 11, 7:30 
p. m., and the cost for wives and guests will ’be $7 
hor information write the Maryland Academy of 
Gmieral Practice, 3722 Greonmount Ave., Baltimore 


NE^^^ JERSEY 

Conference on Child Amputees.—The biannual 
Congenital Child Amputee Conference and Clinic 
n'lll take place at the Kessler Institute for Re¬ 
habilitation, West Orange, Oct. 18. The morning 
program will consist of an educational and orienta¬ 
tion session. Dr. Henry H. Kes.sler, medical di¬ 
rector of (he institute, will discuss "Congenital 
Malformations and General Principles of Rehabili¬ 
tation of the Congenital Amputee.” The program 
will include documentary films on rehabilitation- 
procedures employed in specific cases. Clinical ex¬ 
aminations will be held in the afternoon. This free 
diagnostic service is available to congenital am¬ 
putee children through medical referral. This con¬ 
ference is open to physicians, nurses, limb makers, 
therapists, and other rehabilitation personnel with¬ 
out charge. Advance registration is requested with 
Mrs. Lucile Gould, Kessler Institute for Reliabilita- 
tion, \Vcst Orange, N. J. 

NEW MEXICO 

Regional Physicians Meet in Santa Fe,—A regional 
meeting of the American College of Physicians for 
New Me.vico will be held Oct. 11 at the Museum of 
International Folkart, Santa Fe. Dr. Robert Frieden- 
berg, governor for New Me.xico, and the folloxsang 
speakers, among others, are on the program: 

Arc Former Mctliods of Tubcrcalosis Tre,^tment Obsolete?, 
Dr. Bela SzifiCti, Fort .Stanton. 

Coronarj’ Heart Disease in the N.a\’ajo: A Preliminary Re- 
irort, Drs. Richard B. Streeper, Cecil H. Dillingham, 
Robert U. Massey, and Gordon F. Liu, Albnqnerqne. 
Parathyroid Adenoma: A Case Report witii Suggestion.s as to 
Management, Dr.s. Richard M. Angle and Robert C. 
Derbyshire, Santa Fe. 

The General Hospital and the Acute Psydiiatrie Patient, Dr. 
Rudolph Kieve, S.anta Fe. 

Primary Rhabdom}'osarcoma of the Heart, Dr. J. Robert S. 
Grier, Los Alamos. 

Problems of the Identification of Aging, Dr. Edwin R. Bal¬ 
linger, Los Al.amos. 

Fluoromctric Steroid Determination in Plasma, Dr. Harry D. 
Ellis, Santa Fe. 

The U.se of the Large Liquid Scintillation Counter in Bio¬ 
logical Rcscard). Wright Langham, Pb.D., Los Alamos. 
Clinical Applications of the Large Liquid ScintillationJiVcll- 
coimler, Dri Clarence C. Lushbaugh, Los Alamos.' 

Dr. Howard Wakefield, Chicago, regent, will give 
"Poignant Activities of the Colfege" at the dinner 
mcctine. The New Mexico Society of Internal Medi¬ 
cine wl meet at 5:15 p. m., Oct. 11, and a tour of 
the Los Alamos medical facilities will be provided 
Ocl. 12. For information write Dr. Heinz R. Land- 
mann, P. 0. Box 2033, Santa Fe, N. M. 


J.A.M.A., Oct. 4, 1958 

NEW YORK 

Symposium on Cinefluorography.-The first annual 
Symposium on Cmefluorography, sponsored by the 
department of radiology. University of Rochester 
Schoo of Kpdicine and Dentistry, will be held 
Nov. 14-1.5 (just prior to annual meeting of die 
Radiologic Society of North America, which begins 
Nov. 16) at the Strong Memorial Hospital, Roches- 
tei. A discussion of cinefluorographic equipment 
and technique, appraisal of image intensification ap- 
paiatus, film emulsions and film sizes, processing, 
viewing and interpretation, and radiation dose 
problems is scheduled for Nov. 14. Clinical applica¬ 
tion with detailed consideration of a major organ 
system will be discussed Nov. 15. The general co- 
chairmen for the symposium are Dr. George H. 
Ramsey and Dr. James S. Watson Jr. Address all in¬ 
quiries to Dr. George H. Ramsey, Department of 
Radiology, Strong Memorial Hospital, Rochester 20, 
N. Y. 


New York City 

Dr. Lempert Receives Surgeons Award.—At die 
Northeastern Sectional Meeting of the International 
College of Surgeons the Edwin and Hanna Speidel 
award was presented to Dr. Julius Lempert, re¬ 
search professor of otolaryngology, Tufts College 
Medical Scliool, Boston, The plaque bears the seal 
of the International College of Surgeons and the 
words; "The Edwin and Hanna Speidel Award 
presented to Julius Lempert,^M.D., F. I. C. S., for 
pioneering surgery for middle ear deafness of 
otosclerotic origin, International College of Sur¬ 
geons, Northeastern Sectional Meeting, July 4, 
195S, Manchester, Vermont.” 


OREGON 

General Practice Meeting in Portland.—The Oregon 
Academy of General Practice will hold its annual 
scientific session Oct. 16-17 at the Multnomah 
Hotel, Portland. Papers by out-of-state speakers 
are as follows: 


Treatment of Breast Diseases; Soine^Controversial Issues, Dr. 

John Armes Gins, Iowa City. 

Lupus Erytlieinatosis, Dr. Aboii D. Pollack, B.iltimore. 
How to Be Sick Successfully, Dr. Thomfts H. Holmes, 
Exercise Electrocardiogram as an Office Procecuire, Dr. is. 
Gray Diinond, Kansas City, Kan. 


Oct. 16 Dr. Bertram L. Trelstad, Salem, presi- 
t of the Oregon academy, will present “Treat- 
)t of Plantar Warts and Keratosis,” and Dr. John 
Walsh, Sacramento, Calif., will speak at the 
dieon on “Proper Relationship Between Medical 
Fession and the Third Party.” On Oct. 17 a lunch- 
panel discussion will be moderated )y ■ 
lert L. MigMl. “The Future of General Practice 
be discussed by Dr. Fred M-.cD^Kich?rdson 
adelphia, at the annual banquet Oct. jo, /.< 

). For information write the Oregon Academy o 
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General Practice, 4942 N. E. 34lh, Portland, Ore. 
Ten hours category’ I credit will be granted for 
attendance. Registration fee for nonmembers is $-5. 

PENNSYLVANIA 

Mortality Among Centenarians.—Sc\cnt)-live per¬ 
sons o\ er the age of 100 died in Pennsyb’ania last 
year, according to a report issued by the Pennsyl¬ 
vania Department of Health. Fifty-three of this 
group were females. One man and one woman were 
111 veal's old. "This is the first tabulation of deaths 
in this age bracket e\er attempted by the depart¬ 
ment." said Dr. Charles L. M’ilbar, secretary of 
health. 

Philadelphia 

-Alumni-Scnior Class Dinner.—The Medical Alumni- 
Faculty-Scnior Class Dinner of the University of 
Pennsylvania will be held Oct. 16, 6:00 p. m., at the 
UniversiW Museum, 3.3rd and Spruce Streets, Phila¬ 
delphia. Dr. .Alan Rubin, department of obstetrics 
and gsTiecology, University Hospital, is chairman. 

Conference on Schizophrenia.—A two-day Confer¬ 
ence on Schizophrenia and the Family will be held 
by the department of pss’chiatr}’, Temple Univer- 
sit\’ Medical Center Oct. 9-10 at the universiW 
Medical School Auditorium. Speakers will include 
Dr. Nathan \V. Ackerman, New Y'ork Cih'; Dr, 
Stephen Fleck, New Haven, Conn.; Gregoiv' Bate¬ 
son, Palo Alto, Calif.; Dr. Lucius Bowen, Bethesda, 
Md.; and Dr. John N. Rosen, Philadelphia. Panel 
discussions will follow each presentation. Dr. OlR'er 
S. English, head, department of ps)'chiatr\'. Temple 
Universih' Medical Center, will open the confer¬ 
ence. Fee swll be SIO. 

Personal.—Dr. Mfilliam C. Y'akovac has been ap¬ 
pointed pathologist to The Children’s Hospital of 
Philadelphia, succeeding Dr. Bernard M. Wagner, 
who has resigned to accept appointment to the 
Robert L. King Chair for Cardiovascular Research 
in the department of patholog}', UniversiW of 
Washington School of Medicine, Seattle.—Tlie 
Metabolic and Arthritic Diseases DMsion of the 
National Institutes of Health has awarded Dr. Jo¬ 
seph N. Seitchik, clinical professor of obstetrics and 
g\mecolog}% Hahnemann Medical College, a grant 
of .$36,000 for research into the reasons for pre¬ 
mature labor and the possible development of 
preventive measures. 

SOUTH DAKOTA 

Annual Seminar and Pheasant Hunt.—The Huron 
District’s fourth annual pheasant seminar svill be 
held Oct. 18-19 and all physician-hunters are in¬ 
vited. Tile program is as follows: 

Oct. 18 

9 a. m.—Registration at St. John’s Hospital Auditorium, 
Huron. 


9:30-11 a. ni.—Dr. Edmund C. Burke, Rochester, Mum.. 
“Nephritis in Childliood, Criteria for Diagnosis and Prog¬ 
nosis.” Dr. William T. Smith, Minneapolis, “Oirr Old 
Friend Pniritis Ani.” 

12 Noon—Pheasant season begins (bag limit of male pheas¬ 
ants—4 ). 

8 p. m.—Football Game: Huron College vs. Black Hills 
Teachers. 

Oct. 19 

9:30-11 a. m.—Dr. Rarwond W. Hcaly, North Miami Beach, 
Fla., “Physical Medicine and Rehabilitation.” Dr. Frederick 
J. Fischer, Detroit, “Common Orthopedic Problems.” 

12 Noon—Hunting. 

8 p. m.—Stag for Registrants at Huron Country Club. 

The registration fee (SIO) will cover program, 
ball game, and the stag buffet. Room reserv'ations 
can be made through tlie Huron Chamber of Com¬ 
merce. Phejtsant Seminar Committee Chairman is 
Dr. Dawd J. Buchanan, 707 Dakota St., Huron, 
S. D. 

MT:ST VIRGINIA 

Heart Association Meeting in Fairmont.—The an¬ 
nual meeting of the Scientific Assembly of the West 
Virginia Heart Association will be held at the Fair¬ 
mont Hotel, Fairmont, Oct. 10. Dr. William F. 
Richmond, of Beckley, chairman of the program 
committee, has announced tlie following program: 

Piilmoii.'iiy' Pliysiolog)', Dr. Edward A. Gaensler, Boston. 
PulmonaiA' Pathology, Dr. Peter P. Ladeuig, Montgomery, 
W'. 

Gcncml Principles of Treatment, Dr. Sol Katz, Washing¬ 
ton, D. C. 

Problems in W’est Virginia, Drs. Albert D. Kistin, Beckley. 
and William C. Stewart, Charleston. 

Dr. Upshur Higginbotham, of Bluefield, is president 
of the scientific assembly. For information WTite the 
Mhst Virginia State Medical Association, Bo.v 1031, 
Charleston 24, W. Va. 

GENERAL 

North Central Medical Conference in Minneapolis. 
-'The annual meeting of tlie Nortli Central Medical 
Conference for tlie six-state area of Iowa, Minne¬ 
sota, Nebraska, North Dakota, Soutli Dakota, and 
Wisconsin will be held Oct. 11-12 at die Hotel 
Leamington, Minneapolis. The presidential ad¬ 
dress will be given by Dr. Arthur A. Lampert, 
Rapid CiW, S. D., at the dinner session after wiiich 
Dr. F. J. L. Blasingame, Chicago, Executive Vice- 
President of the A. M. A., will speak on “Re-Or¬ 
ganization of the American Medical Association,” 
A discussion on “Cultism and Limited Licensees” 
w’ill feature die following: 

Refle.vologists, Jolm Zimmer, Sioux Falls, S. D. 

Chiropractors, Robert B. Throckmorton, Des Moines, Iowa. 
Osteopatlis, Dr. Horatio B. Sweetser, Minneapolis. . 
Optometrists, Dr. Milton E. Nugent, Bismarck, N. D. 
Psychologists, Dr. Edward D. Schwade, Milwaukee. 

Other topics include “Tlie Doctor and the Nursing 
Home,” “Trends in Utilization of Prepaid Medical 
Care Plans,” and “Third Party' Medicine.” For infor- 
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mation write the Minnesota State Medical Asso¬ 
ciation, 496 Lowry Medical Arts Building, St. Paul 
2, Minn. 

Prevalence of Poliomyelitis.-According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 

Sept, (i, lais 

rr—;—^ Sept. T, 
Pnriilylic Totiil 19 .-," 

- Type Cii.=L"i Total 

N’eiv EpRlond Sti\to‘< 

Maine . .. _ 2 

Kew Hnmp“lilre . 

Venjiont . ... __ 2 

Mnp'jnclui'-etts . 1 2 2 

IJliode niimd . 

Connecticut . 1 2 

Middip Atinntic Stiitc.^ 

New York . 12 13 22 

Xow .Terypy . 11 2t 9 

Ppnnj--yh-nnlii . 7 T 

Ka“t North Central State.*-’ 

Ohio. fi 18 10 

Indiana . 8 1 

nilnol# . 4 2(i 3’ 

Jlichlpan . 24 71 25 

■Wl.scontin . 1 1 IG 

lYc«t North Central States 

Minnc'-ota . .. 4 

Iowa . 4 12 7 

Miosouri . .I G S 

North Dakota .. 3 4 

South Dakota . 

Nchrapka. 1 S 

Knniiu.*:. 14 

South Atinntic States 

Delaware. 1 

Maryland . 2 2-- 

District ot Columhln. .. V 

Virginia . 12 14 5 

lYest Ylrglnln .. 10 16 1 

North Carolina. 2 3 

South Carolina. 13 

Georgia . ^ ® ^ 

riorlda . 3 ' 

East South Central Slates 

Kentucky . 113 

Tenne.=.'*ee . 1 0 3 

Alnhama . ^ 

jllpslcslppl . 2 3- 

IVo.st South Central .States 

Arkansas . 1 1 7 

Doulslnna . ^ ^ ^ 

Oklahotna . ® 

„ oij 29 22 

Texas . 

.Mountain States ^ 

Jlontana . 

Idaho . ^ ^ 

Wyoming . ! , 

Colorado . . •• ” 

New Mexico. 

Arizona . ^ ‘j 

Utah . 

Nevada . 

Pacinc States ^ 2 

Washington . 2 o 1 

. in 14 16 

Cnlllomlii . 2 

Alaska . 'j 2 

llawnli . " " 4 

Puerto Rico . _11 _11 — 

l,r,r, 319 248 
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Oct. 4,195S 


Medical Illustrators Meet in Dallas.-The annual 
meetmg of the Association of Medical Illustrators 
will he held Oct. 6-8 in Dallas, Texas, ivith head¬ 
quarters at the Adolphus Hotel. Following an ad¬ 
dress by Dr. Atticus J. Gill, dean, Universitv of 
Te.xas Southwestern Medical School, a discussion of 
Medical Illustration from the Standpoint of the 
Research Physician” will be presented by Drs. 
Carleton B. Chapman and Hugh E. Wilson. Tiie 
discussion will be continued Oct. 7, 2;30 p. m., with 
Drs. Arthur Grollman, Charles L. Martin,’ and 
Curtice Rosser participating. The Brodel Memorial 
Lecture will be given by Dr. Milford O. Bouse at 
the annual banquet Oct. 6, 7:30 p. m., followang 
“The Creation of Images,” by Mr. Lewis Waters", 
president of the association and chairman, depart¬ 
ment of medical art. University of Texas South¬ 
western Medical School. Thomas G. Hull, Ph.D.. 
director of scientific exhibits, American Aledical 
Association, will present “Effective Presentation of 
the Scientific Research Exhibit” the afternoon of 
Oct. 8. A tour through the medical art department 
at the universiW is planned. For information ivrite 
the Department of Medical Art, University of Texas 
Southwestern Medical School, 5323 Harry Hines 
Blvd., Dallas 19, Te.xas. 

Ophthalmology and Otolaryngology Meeting in 
Chicago.—The 63rd annual meeting of the American 
Academy of Ophthalmology and Otolaryngology 
ivill be held Oct. 12-17 at the Palmer House, Chi¬ 
cago. Guest of honor will be Dr. Louis H. Clerf, 
professor emeritus of laryngology and broncho- 
esophagolog)', Jefferson Medical College, Philadel¬ 
phia. The 15th Jackson Memorial Lecture will be 
given by Dr. Arthur Linksz on “Aniseikonia; With 
Notes on the Jackson-Lancaster Controversy,” and 
the 14th Mffierry Memorial Lecture will be given 
by Dr. Julius Lempert, Boston, on “Basic Principles 
Used in the Development of Modern Temporal 
Bone Surgery Technique.” A symposium, “The 
Care of the Surgery Patient," will include the fol¬ 
lowing by imuted guests: 

The Preoperative Evaluation of the Patient, Dr. H. Walter 
Jones Jr., Boston. 

Some Fallacies in Choice of Anesthetic Agents, Dr. 

K. Hamilton, Iowa City. • 

Postoperative Surgical Care, Dr. Alton Ochsner, New Or¬ 
leans. 

Foreign participants will include Dr. Teoclulo 
Manuel Agundis, Mexico City; Dr. Enrique Mal- 
bran, Buenos Aires, Argentina; and Dn u 
Meyer-Schwickeratli, Bonn, West Germany. Motion 
pieces, exhibits, and alumni dinners are planned 
A ladies’ program is arranged, and the annual 
be held 7 p, m OcL 13. Beg,strain 

fee for nonmemhers is 43 For eS„ 

Dr William L. Benedict, Secretary, The American 
Academy of Ophthalmology aod Otolaryagol g,. 
ITO First Avenue Building, Rochester, Mmn. 


Total 
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Surgeons’ Clinical Congress in Chicago.—The an¬ 
nual Clinical Congress of the Aineriean College of 
Surgeons will he held in Chieago, Oct. 6-10 with 
headquarters at The Conrad Hilton. Dr. Robert L. 
Schmitz, Chicago, assistant professor of surgery, 
Stritch School of Medicine of Loyola UniversiU', is 
chairman of the local advisor}’ coininittce on ar¬ 
rangements, Major addresses will be made hy Dr. 
Newell W. Philpott, Montreal, incoming president 
of the college; Dr. George J. Curr\’. Flint, Mich.; 
and Dr. Gunnar Thorsen, Stockholm, Sweden. Con¬ 
tinuing the medical student education irrogram 
launched by the college two \'ears ago. 37 medic-al 
students will attend this congress as guests of the 
college (students arc selected hy vote of theif 
chrssmates and medical colleges sending representa¬ 
tives are rotated each year). About 200 reports on 
research in surgical progress and surgery’ of the 
hiturc will he made hy researchers in the Forum on 
Fundamental Surgical Problems. Dr. W^alter W. 
Carroll, Northwestern University, and Dr. J. Garrott 
Allen, University of Chicago, are in charge of the 
televised program of operations emanating from 
Passavant Memorial Hospital in Ciiicago, and Dr. 
Hilger P.. Jenkins, Chicago, is in charge of the 
medical motion picture program. Dr. Harris B. 
Shumacker Jr., Indianapolis, svipcrs'ises the program 
of research reports. 

Annual Meeting of Rliinologic Society.—The fourth 
annual meeting of the American Rliinologic Society' 
will be held Oct. 17-18 in the Palmer House, Chi¬ 
cago, under the presidency of Dr. Russell 1. Wil¬ 
liams, of Cheyenne, W’yo. .Among the topics to be 
discussed will be pulmonary' and nasal phy'siology’, 
laboratory' and clinical aspects of bone transplants, 
hump removal, roof repair, and nasal process cor¬ 
rections. The preliminary' program includes the 
following: 

Maxillarj' and Premaxillary Approaeb to Septal Surgery, Dr. 

Ralph H. Riggs, Shreveport, La. 

Olfactorj' Faetor.s in Experimental Neurosis in Animals, Dr. 
Jules H. Ma.ssennan, Chieago. 

Second Golden Decade of Rliinologic Surgcr>-—The Advances 
of the Past 10 Years, Dr. Hars-ey C. Gunderson, Toledo, 
Ohio. 

Physiologj' of Re.spiration, Dr. David \\'. Cugell, Chicago. 
Concepts of Nasal Physiology as Related to Corrective Nasal 
Surgery, Dr. Maurice H. Cottle, Chicago. 

Bone Transplants; Experimental and Clinical Aspect.s, Dr. 
Robert D. Ray, Chicago. 

Nasal Physiology, Dr. Irs’ing Cramer, Cleveland. 

Hump Removal, Roof Repair, Nasal Process Cor¬ 
rections” will be tlie subject of a panel discussion, 
with Dr. Walter E. Loch, of Baltimore, as modera¬ 
tor. Dr. Guy L. Boyden, professor of otolary'ngology'. 
University' of Oregon Medical School, Portland, 
will be the guest of honor. There is no registration 
fee. For information write Dr. Robert M. Hansen, 
1735 N. Wheeler Ave., Portland 17, Ore., Secretary. 


EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
Tlie American medical qualification examination to be 
given henceforth twice a year for foreign medical grad¬ 
uates. Medical Schools in tlie United States and Foreign 
Countries, Sept. 23. Final date for filing application was 
June 23. Dates for the 1939 examinations have been set 
for Feb. 17 and Sept. 22. Executive Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Illinois. 

BOARDS OF MEDICAL EXANUNERS 

Alaska:'’ On .application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Califounia: Written Examination. Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, November 15. Oral and 
Clinical Examination for Foreign Medical School Gradu¬ 
ates. San Francisco, June 15; Los Angeles, August 17; 
San Francisco, November 16. Sec., Dr. Louis E. Jones, 
1020 N Street, Sacramento. 

CoLOHAiio: Endorsement. Denver, Oct. 14. Written. Denver, 
Dec. 9-10. Exec. Sec., Mrs. Beulah H. Hudgens, 715 
Republic Bldg., Denver 2. 

Guam: Subject to Call. -Act. Sec., Dr. F. L. Conklin, Agana. 
Mai.ve; Examination and Reciprocity. Portland, Nov. 12-14. 

Sec., Dr. Adam P. Leigliton, 142 Higli St., Portland. 
Montana: Examination and Reciprocity. Helena, Oct. 7. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
New Mexico:" Examination and Reciprocity. Santa Fe, Nov. 
17-18. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fc. 

Ohio: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, August 18; October 6 and Dec. 16-18. Sec., 
Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 

South Caholina: Endorsement. Columbia, Dec. 9. Sec., 
Dr. H. E. Jerx'ey, Jr., Blanding Bldg., Columbia. 

Texas:" Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Wisconsin: Reciprocity. Madison, Oct. 16-18. Sec., Dr. Win. 

H. Barber, 621 Ransom St., Ripon. 

Wyoming: Examination and Reciprocity. Cheyenne, Oct. 6. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAMLNERS IN THE BASIC SCIENCES ' 

Alaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 

Arkansas: Examination. Little Rock, Oct. 6-7. Sec., Dr. 

S. C. Dellinger, Zoology Department, University of Arkan¬ 
sas, Fayetteville. 

District of Columbia: Reciprocity. Examination. Washing¬ 
ton, Nov. 13-14. Deputy Director, Mr. Paul Foley, 1740 
Massachusetts Ave., N. W., Washington 6. 

Kansas: Examination and Reciprocity. Kansas City, Nov. 24- 
25. Sec., Dr. L. C. Heckert, Pittsburg. 

Michican: Examination. Ann Arbor and Detroit, Oct. 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. yiason Bldg., 
W. Michigan Ave., Lansing 15. 

Texas: Examination. Oct. 13-14. Certificates issued by reci¬ 
procity and waiver on the first and fifteenth of each montli. 
Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., Austin. 
Wisconsin: Examination. Milwaukee, Dec. 6. Sec., Dr. 
W. H. Barber, 621 Ransom St., Ripon. 

“Basic Science Certificate required. 
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Prevalwice of Poliomyelitis.-According to tlie Na- 
hwial Office of Vital Statistics, the following xmm- 

thP n -fpoliomyelitis occurred in 
t e United States, its territories and possessions in 
the weeks ended as indicated; 


toil 

Nott Knclntnl States 


Sept, (i, ln-,g 

Pavnlytlc Totnl 
•lypp Cn'scs 




■Sept. <, 
Total 


JInine .... 

J'cw UnmpBblre .. 

Vermont . 

Mn'<<nclwsDtt« .... 

Ithodc Klantl . 

Connecticut .. 

JfUWIe Atlantic .State- 


Xe« .rer>:cv .. . 

I’enngylcnnlii . . xoVer Township Hos- 

i:a=t xorn* c,oocl River, St. Josephs Hospital, and the 
Alton Memorial Hospital, where he died Aug. 6, 
aged (59, of cardiovascular accident. 


Blood, Wilkie Hooper ® Salt Lake City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1917; a.ssociated with Latter-Day 
Saints Hospital; died Aug. 7, aged 73. 

Burstein, Harry <3) Kansas City, Mo.; University of 
Illinois College of Medicine, Chicago, 1932; service 
member of the American Medical Association; at 
one time served with the Indian Service; veteran 
of \Vor!d V^ar I; worked in tlie adjudication divi¬ 
sion of the Veterans Administration regional office; 
died Aug. 10, aged 60, of coronary thrombosis. 

Cardinale, Pasquale F, ® Elizabeth, N. J.; Univer¬ 
sity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1925; died 
near Browns Mills Aug. 11, aged 59, 

Chandler, Ada B., Pardeeville, Wis.; Northwestern 
University Woman^s Medical School, Chicago, 
1895; died Aug. 3, aged 90, of pulmonary edema 
and left venRicular failure, 

Clarke, Anna Calista, Scranton, Pa.; University of 
Michigan Homeopathic Medical School, Ann Arbor, 
1890; served on the staff of the Hahnemann Hos¬ 
pital; an associate member of the American Medical 
Association; her achievements in the medical field 
won for her a “Distinguished Daughter of Penn¬ 
sylvania” citation in 1954; died Aug. 19, aged 89. 

Coover, Donald Bruce ® Littlestown, Pa.; Uni¬ 
versity of Pennsylvania School of Medicine, Phila- 
delnhia 1917; veteran of World War I; died in the 
Aniie M. Warner Hospital, Gettysburg, July 31, 
aged 65, of cancer of the lung. 

@ Imliuatcs Member of tbe American Medical Association. 


J.A.M.A., Oct. 4 ,195S 

Medical Illustrators Meet in Dalla*: - Tbx, 1 
meeting of tJie Association of Medical IllusSoL 
will be held Oct 6-8 in Dallas, Texas, with 
quarters at the Adolphus Hotel. Following an ad 
dress by Dr, Afticus J. Gill, dean, UnivLiiytf 

Medical IHustration from the Standpoint of the 
Research Physician” will be presented by Drs 
Oarleton B. Chapman and Hugh E. Wilson. TJie 
Jscussion will be continued Oct 7, 2:30 p. m. with 

Charles L. Martin,’ and 
Curtice Rosser participating. The Brodel Memorial 
Lecture will be given by Dr. Milford O. Rouse at 
the annual banquet Oct 6, 7:30 p, m., follomng 
The Creation of Images,” by Mr. Lewis Waters, 
president of the association and chairman, depart¬ 
ment of medical art. University of Texas South¬ 
western Medical School. Thomas G. Hull, Ph.D., 
iio?t7tr'-ur''6iiS5de5lt?,fie exlu'hits, American Medical 
sion; died at his summer home 'in 'ny^ation of 
Aug. 1, aged 73. 

Danell, Karl August ® Glendale, Ariz.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; also an 
ordained minister; member of tlie Illinois State 
Medical Society; at one time practiced in Chicago; 
died in the John C. Lincoln Hospital, Phoenix, 
Aug. 17, aged 92, of dissecHng aneurysm and 
nephritis. 


de Lappe, Guerne Wilson ® Modesto, Calif.; Uni¬ 
versity of California School of Medicine, San Fran¬ 
cisco, 1945; received the gold headed cane from 
his alma mater for distinguished academic achieve¬ 
ment; served as president of the Stanislaus County 
Medical Society and the Stanislaus County Heart 
Association, of which he was founder; at one time 
served in the U. S. Naval Reserve; associated with 
Modesto City Hospital, Memorial Hospital, and 
Stanislaus County Hospital; died Aug. 8, aged 38, 
of a self-inflicted gunshot wound in the chest. 


Denniston, Frank ® Fort Lauderdale, Fla,; Cornell 
University' Medical College, New York City, 1909; 
past-president of the Broward County Medical So¬ 
ciety; died in Hamburg, Germany, Aug. 18, aged 72. 

Dillon, Carl Joseph ® Newark, Ohio; Starling Med¬ 
ical College, Columbus, 1907; past-president of the 
Licking County Medical Society; associated with 
the Newark Hospital, where he died July 30, 


aged 75. 

Dolan, Paul Egan ® Livermore, Calif.; Oakland 
College of Medicine and Surgery, 1914; at one 
time city health officer; a member of the medicai 
staff, University of California Radiation Laboratory; 
past-president of the Alameda County Fair Board 
and the Livermore Chamber of Commerce; foun¬ 
der of St. Paul’s Hospital; died m Oakland, A g- 


10, aged 70. 
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Edclen, James Joscpli, West Orange, N. J.; Univer- 
sih’ of Man,'laml School of Medicine, Baltimore, 
1911; an a.s-.sociatc member of the American Med¬ 
ical Association; police surgeon of East Orange; 
on the staffs of the East Orange (N. J.) General 
Hospital and St. Mary’s Hospital in Orange; died 
Aug. 5. aged 69, of coronary occlusion. 

English, Marlin Joseph ® Boston; born May 21, 
1SS2; Hars ard Medical School, Boston, 1907; served 
on the faculty of his alma mater and of Tufts Col¬ 
lege Medical School; professor emeritus of pedi¬ 
atrics at Boston Universih' School of Medicine; 
veteran of M^orld M^ar I; school physician; in 1943 
Holy Cross College in Worcester honored him by 
conferring the honorarx’ degree of doctor of sci¬ 
ence; serx ed ;rs chief of pediatric serxnces at Whid- 
den Memorial Hospital in Everett, Mass., St. Eliza- 
betli’s and St. Margaret’s hospitals, and the Boston 
City Hospital,- where he was for many years mem¬ 
ber and past-president of the board of trustees, 
and where he died Aug. S, aged 76. 

Evans, William Poxvell, WHiite Plains, N. Y.; Jeffer¬ 
son Medical College of Philadelphia. 1906; an as¬ 
sociate member of the American Medical Associa¬ 
tion; veteran of M^orld War I; consultant physician, 
St. Agnes Hospital, xvhere he died .Aug. 16, aged 
73, of cancer of the stomach. 

Falk, Alfred, Great Neck, N. Y.; Ludxvig-Ma.\i- 
milians-Universitat Medizinische Fakultiit, Miin- 
chen, Bavaria, Germany, 1901; an associate member 
of the American Medical Association; served on the 
staff of the New York Polyclinic Medical School 
and Hospital in Nexv York City, North Shore Hos¬ 
pital, and the Manhasset Medical Center; died 
Aug. 17, aged 80, of an embolus of the abdominal 
aorta. 

Fischer, Oscar Gustax’, Berwyn, Ill.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the Unix'ersit)’ of Illinois, 1903; mem¬ 
ber of the staff of St. Anthony’s Hospital in Chi¬ 
cago; died Aug. 17, aged 77, of arteriosclerotic 
heart disease. 

Fliedner, Giordano Bruno, Cleveland; Western Re- 
serx'e University Medical Department, Cleveland, 
1910; x'eteran of World War I; a long time member 
of the staff of Fairxdexv Park Hospital; died Aug. 
2, aged 71. 

French, Wilham Joseph, Annapolis, Md.; born 
Oct. 13, ■ 1878; George Washington Universitx' 
School of Medicine, Washington, D. C., 1903; 
member of the Medical and Chirurgical Faculty of 
Maryland, World Healtli Organization, and the 
American Public Health Association; serx'ed as 
director of the Anne Arundel County Health De¬ 
partment and as health officer of Hoxvard County; 
in 1918 xvent to France as a pediatrician for the 
American Red Cross and his medical xvork xvas 


recognized by tlie French government by the pres¬ 
entation of the Legion of Honor, Chevalier Grade, 
and the Reconnaissance Francaise; folloxxing his 
Paris assignment, served as director of the Dela- 
xvare Child Welfare Committee; in 1923, the Com- 
monxvealth Fund of Nexv York City appointed him 
director of its Child Health Demonstration in 
Fargo, N. D., xx’here he remained for three years; 
in 1925 became director of the Commonxx'ealth 
Fund in Austria, xx’here his xvork xvon for liim the 
Austrian Gold Medal of Honor; on his return he 
xvas named director of the dix’ision of public health 
of the Commonxx'ealth Fund in New York Citx', 
holding this position until his resignation in March 
1931; died in the Johns Hopkins Hospital, Balti¬ 
more. Aug. 3, aged 79. 

Gardner, Charlotte Bell, Cumberland, Md.; Wom¬ 
an’s Medical College of Pennsvlx-ania, Philadel¬ 
phia, 1899; an associate member of the American 
Medical Association; for many years secretarx’ of 
the Allegany-Garrett Counties Medical Societx’; 
died in the Memorial Hospital Aug. 18, aged 86, of 
fracture of the hip, arteriosclerosis, and uremia. 

Greenwald, Jesse, West Islip, N. Y.; Nexx’ York- 
Medical College, Floxx’er and Fifth Avenue Hos¬ 
pitals, Nexv York Cit^', 1951; member of the Med¬ 
ical Society of the State of Nexv York; certified by 
the National Board of Medical Examiners; interned 
at the Queens General Hospital in Jamaica and 
serx-ed a residency at the Goldxvater Memorial 
Hospital in New York Citj'; x'eteran of World 
War II; on the associate staff of the South Side 
Hospital in Bay Shore, xx’here he died Aug. 4, aged 
40, of myocardial infarction and acute chole¬ 
cystitis. 

Hardenbergh, Leroy Thome ® Greenxvood, N. Y.; 
SjTacuse Unix-ersitx’ College of Medicine, 1925; 
serx'ed as school examiner and health officer for 
many years; x-eteran of World War I; on the staffs 
of St. James Mercy and Bethesda hospitals in 
Hornell; died suddenly Aug. 8, aged 62, of arterio¬ 
sclerotic heart disease. 

Rubin, Lionel Charles, Nexv York Citx’; bom in 
Boston Aug. 4, 1905; Harx’ard Medical School, 
Boston, 1930; member of .the Medical Societx’ of 
the State of Nexv York and the American Academy 
of Dermatologx’ and Sj’plulologx'; specialist certi¬ 
fied by the American Board of Dermatologx’ and 
Sy’philology; associate clinical professor of derma¬ 
tology^ and syphilology at Nexv York Universitx’ 
College of Medicine and Nexv York Post-Graduate 
Medical School; veteran of World War II; associate 
attending dermatologist, dispensarx’ serx’ice. New 
York Skin and Cancer Hospital; associate attend¬ 
ing dermatologist and sj'philologist. University Hos¬ 
pital (Nexv York Universitj’-Bellex’ue Medical Cen¬ 
ter); consultant at the Veterans Administration 
Hospital; died Aug. 6, aged 53, of a heart attack. 
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BRAZIL 

Ophdtalmoscopic Examination During Pregnancy.- 
Dr. 1.1. Nogucira (Rcvisfa do gynecohgia e d'oh- 
sfcincia of Rio dc Janeiro, April, 1958) studied the 
oyegiounds in 300 pregnant women. Such an exam- 
tnafion i.s especially important in the pregnant wom¬ 
an with hypertension. The prognosis is good for the 
patients who have no changes in the eyegrounds in 
spite of slightly elevated arterial pressure, edema of 
the legs, and albuminuria in the last three months 
of pregnancy. Usually these symptoms disappear 
with adequate treatment. About 62% of the preg¬ 
nant women with hypertension had hypertensive 
rctinosis and vascular disease prior to pregnancy. 
Stillbirth was more common in the group with 
hypertensive disease prior to pregnancy than in 
those A\’ho suffered fr<5m prceclampsia or uncompli¬ 
cated eclampsia. Prematurity was more common in 
the hi'pertensive than in the normotensive group. 
Both the maternal and fetal prognosis were bad 
when the mother had hypertenshfe retinopathy. 

Maternal Mortality.—In the May issue of the same 
journal. Dr. Fabio GolB presented a study of ma¬ 
ternal mortality based on data recorded in the Sao 
Paulo Health Department. In the last 20 years the 
maternal death rate in the county of Sao Paulo 
decreased significantly. The maternal mortality per 
1,000 deliveries reached 5.8 in 1936 and drojDped 
to 1.5 in 1955. The author suggested that (1) there 
should be greater accuracy of the medical data in 
the death certificates, (2) an autopsy be reqvured 
when the cause of death is in doubt, (3) the Avelfare 
department instiaict official and private agencies in 
the proper n'ay to handle cases needing medical 
.supervision and hospitalization, (4) the obstetrical 
training of doctors and auxiliary personnel be im¬ 
proved, (5) more maternity beds be provided, (6) 
health educatipn concerning prenatal care be given 
to expectant mothers, (7) a campaign against crim¬ 
inal abortion be undertaken, (8) adequate social 
assistance to expectant mothers be provided, and 
(9) the social condition of lower classes be im¬ 
proved. 

DENMARK 

General Practitioner and Hospital Physician Change 
Placcs.-Dr. H. J. Svendsen, a general practitioner 
of 14 years standing in a rural district, and Di. E. K. 

mic items in lltesc letters arc contributed by regular correspondents 
in Ibe various foreign countries. 


Leth, who is on the permanent staff of a general 
hospital agreed to swap jobs for a month. They 
prepared themselves for this venture by several 
meetings at which they initiated each other into the 
respective mysteries of their jobs. Both emerged 
from the experience with enhanced respect for each 
others calling. In Yngre feger for July 17, Svendsen 
tells how lestful it was to hai'e regular hours of 
work and after a bus}'’ day to subside into a chair 
feeling free to read, meditate, or take a nap without 
fear of the telephone or a knock on tlie door. Mod¬ 
ern narcosis was all new to him, and he reveled in 
enhancing his knowledge of minor surgery and in 
learning how to knot a suture with a needle-holder 
without using his fingers. Taking down case his¬ 
tories, with the round next morning of the chief 
in mind, was a bit strenuous at first. He also learned 
that palpation of the breasts was just as important 
as stethoscopic examination of the heart and lungs. 
His sympathy was enlisted for the hospital physi¬ 
cian who waxes indignant over patients witli furun¬ 
culosis sent to hospital as acute emergencies. He 
added rather ruefully tliat his general practice pa¬ 
tients did not seem to appreciate his efforts to bring 
his knowledge of medicine up to date by this ex¬ 
change as much as he did. 

Dr. Leth in his turn rejoiced over what he had 
learned by plunging into a country practice. The 
value of the experiment was enhanced by the con¬ 
ferences he held once or twice a week with Dr. 
Svendsen to exchange notes. His greatest gain was 
the result he acquired for a well-organized practice 
under primitive conditions. The best part of the 
experience was rdsiting patients in their homes, but 
it was difficult to diagnose and treat without x-rai' 
and laboratory support. Another problem was the 
choice of drugs, with an eye not only on their ef¬ 
ficacy but also on their cost. 


;tanus.-Two articles in l<Jordisk medicin for 
ly 24 indicate that Denmark continues to be 
mbled by tetanus in spite of advances in its pre- 
ntion. The first comes from Dr. Foul Riis who 
und that 10 of the 88 nonneonatal cases of tetanus 
Imitted to hospital were due to infection of 
ronic ulcers of the legs. Apparently chronic vari- 
se ulcers have become more frequent causes of 
tanus in recent years, for a study in 1912 showed 
3 nonneonatal cases to include only 10 in which 
ronic leg ulcers were to blame, and another study 
1945 yielded 15 such cases in 527 observed in 
e 10-year period 1932-1941. Riis suggested that tJie 



Vol. 16S, No. 5 


FOREIGN LETTERS 


707 


relative scarcity of such cases now may reflect the 
growing efficiency with which tetanus prophylaxis 
is carried out. Ho concluded that, even so, it would 
be well to immunize patients with chronic leg ulcers 
against tetanus as a routine measure. In another 
article, Andersen and Kjaer reported two patients 
with modoratel)' se\’ere tetanus successfully treated 
with meprobamate. The\’ urged the admission of 
such patients to hospitals with special knowledge 
of the disease and equipment to treat it. 

Salmonellosis.—Kojel and Bang in Vgcsknff for 
Irgcr for July 24 reported an e.vplosive outbreak of 
acute gastroenteritis that in\’olved 46 patients and 
59 members of the staff of a pro\4ncial hospital in 
No\’cmber, 1956. It killed two of the patients and 
necessitated the admission of 25 of the staff to hos¬ 
pital. Among the suspected articles of food was a 
mayonnaise of which all had partaken and which 
was found to contain 100,000 Salmonella typhimu- 
rium per milliliter. The incubation period ranged 
from 12 to 40 (average 24) hours. Most of the pa¬ 
tients had a hiah fe\'er which subsided after a 
couple of days. The duration of fever was much tlie 
same whether the temperature was high or mod¬ 
erate. It lasted less than 6 days in 19 patients, and 
in 6 it lasted 7 to 11 days. Apart from the two 
deaths there were no complications, but it was re¬ 
markable how ineffecti\'e the antibiotics penicillin, 
chloramphenicol, and oxytetracycline given singly 
or combined were. 

Traffic Accidents.—Several original articles in Ugc- 
skrift for licger for July 3 were about traffic acci¬ 
dents. Tli'e first dealt with tlie five-year period 
1947-1951 when over 30,000 persons were admitted 
to hospital for acute traumatic brain lesions, srith 
a mortalit}’ of 4.1%. Tlie accidents responsible for 
these lesions were classified according to whether 
they were due to traffic or not, the traffic accidents 
in their turn being classified according to whether 
they were due to bicycles, motor cars, motorcycles, 
etc. Here the bicycles came first, the motor cars 
second, and the motorcycles third, with the horse 
far down on the list. The second article dealt wnth 
two five-year periods, 1947-1951 and 1952-1956. The 
number of acute traumatic brain lesions treated in 
the neurosurgical departments of the hospitals in 
Copenhagen showed a marked rise even in this brief 
period. Another article was concerned until 691 
deaths from traffic accidents in 1955. In only 182 
of these was a legal autopsy performed. It showed 
that 36% of the patients who were dead on arrival 
presented signs of aspiration of blood, mucus, or 
gastric contents into the respiratory passages, 
whereas this was the case witli only ^% of those 
who were alive on admission and who died later. 
This indicates the necessity for keeping the respira¬ 
tory passage clear during transport. 


INDIA 

Environmental Sanitation.—According to a report 
in Antiseptic (June, 1958), the National Water Sup¬ 
ply and Sanitation program inaugurated by the 
government in 1954 envisaged the proxdsion of a 
safe water supply and adequate drainage arrange¬ 
ments for the entire country' in the course of a few 
years. The program comprises giving technical 
and financial assistance and supplies of materials, 
and equipment imported from abroad to the various 
state governments. During tlie first Five-year Plan 
period, 196 water supply schemes and 58 drainage 
schemes were initiated. About 30% of the funds 
available were set aside for rural and the rest for 
urban schemes; 258 urban and 1.34 rural schemes 
are now in various stages of development. 

In the last 10 years, great stress has been laid on 
tlie creation of a suitable organization both at state 
and federal levels for planning and executing public 
health engineering works, and a Central Public 
Health Engineering Organization has been set up, 
to which five consultants from the United States 
are attached. The training of engineers and auxiliary 
personnel in public healtli engineering has come into 
prominence during this period, and the health 
ministry has given an added impetus to this aspect 
of tlie program by proWding about a million dollars 
in the second plan. Under this program, since the 
beginning of tlie second plan, 200 candidates spon¬ 
sored by the state governments hai'e been trained 
at the All-India Institute of Hygiene and Pubfic 
Healtli, Calcutta, at the Engineering College, 
Madras, and at the Dellii Water Works. The Indian 
Council of Medical Research has also stimulated 
research in the field of emironmental sanitation, 
and a number of field research projects have been 
set up under its auspices. International agencies 
helped to establish field research projects. 

Prednisone in Diphtheritic Laryngeal Obstruction.— 
Sami and Sinha {Indian Journal of Pediatrics, vol. 
25, April, 1958) used prednisone to treat larymgeal 
diphtheria with obstruction. The main problems in 
larymgeal diphtheria are mechanical obstruction to 
the airway and the high degree of toxemia. Trache¬ 
otomy performed to overcome the obstruction is 
associated with serious hazards. As prednisone is 
more potent than cortisone and has far less side- 
effects, the authors tried it in such patients with 
encouraging results. For prednisone to be of bene¬ 
fit, how'ever, sunival for 12 to 18 hours is necessary'. 
In severely ill patients with marked cy'anosis and 
other signs of acute lary'ngeal obstruction, trache¬ 
otomy must be resorted to. 

In the authors’ series, 12 patients with latyrngeal 
diphtheria with vary'ing degrees of obstruction were 
treated with prednisone, and the results were com¬ 
pared with another group of 12 who did not receive 
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USE OF CARBON TETRACHLORIDE BY 
HAIRDRESSERS 

To the E(Utor;-ln recent months, two person.s liave 
been encountered with symptoms, signs, and lab¬ 
oratory data characteristic of carbon tetrachloride 
intoxication. Both patients were professional hair¬ 
dressers employed in motion picture and television 
production. Although one acknowledged having 
used carbon tetrachloride to remove house paint 
splattered on his skin during a "do-it-yourself” 
project, both admitted its regular use in the course 
of their daily work. 

Inquiries revealed that this substance is used 
frequently In- man}' theatrical makeup artists and 
hairdressers, especially tiiose who work with wigs. 
It is used by the former, and by actors and actresses 
who do not have professional assistance, chiefly to 
remo\’e the spirit gum adhesive used in appb'ing 
such “prostheses” as false noses, ears, mustaches, 
beards, and eyebrows. Hairdressers rub a cloth or 
cotton wad saturated with carbon tetrachloride over 
the hair to remove any oily or dusty films that ap¬ 
pear to diminish its luster under the theatrical 
lights. This is done most frequently in preparing a 


theatrical wig for use, but on occasion it is applied 
while the wig is being worn or even when ^oom- 
mg an actress’ own hair. 

Some nontheatrical hairdressers also use carbon 
tetrachloride, although much less frequently, to re¬ 
move from hair about to be tinted any oily film 
that might cause uneven absorption of the dj'e. 
Carbon tetrachloride is an ingredient of certain "dn' 
shampoos.” 

The toxic potentialities of carbon tetrachloride 
and the rather marked variation in individual sus¬ 
ceptibility to its efifects are well known. It has been 
amply demonstrated that its toxicity is considerably 
enhanced by dietary irregularities and ingestion of 
alcohol, both of which are not rare in theatrical 
circles. The application of this material to the face 
and about the head facilitates inhalation of its 
vapor and presents obwous dangers to the subject 
as well as to the hairdresser himself. 

Less toxic agents should be substituted for car¬ 
bon tetrachloride used in this way, and patients 
presenting the vague signs and symptoms charac¬ 
teristic of mild or chronic carbon tetrachloride in¬ 
toxication should be interrogated about the possi¬ 
bility of exposure in this manner. 

Leon J. Wabshaw, M.D. 
Paramount Pictures Corporation 
1501 Broadway 
New York 36. 


MEDICAL FILM REVIEWS 


Cystectomy for Ovarian Dermoids: Ifi mm., color, sound, 
showing time 25 minutes. Prepared in 1958 by Phil C. 
Schrcier, M.D., and Albert M, Alexander, M.D., Memphis, 
Tenn. Procurable on loan from Phil C. Schrcier, M.D., Uni- 
s'cnsity of Tennessee, 894 Madison Ave., Memphis' 3, ^ enn. 


This film emphasizes that with virtually all 
ovarian dermoids the tumor can be resected and 
the ovary preserved. Also, it is emphasized that the 
o\'arian capsule over the tumor may have primor¬ 
dial follicles in it. In other words, no matter liow 
thinned out the ovary may seem to be, tliere has 
been no loss of ovarian substance, and as much as 
possible of this thin capsule should be preserved. 
The film shows resection of several cysts, one in a 
girl who otlierwise would have been desexed at an 
early age bad it not been possible to resect the 
tumor. Another patient had a cesarean section a 
vear or more after cysts’dvad been resected from 
each of her ovaries. It was thus possible for the film 
to show the appearance of these ovaries after re¬ 
section. The sound is good, and the color is excel¬ 
lent This film is unreservedly recommended to any 


audience concerned with gynecologic surgery and 
could also be shown with profit to medical students 
and perhaps to nurses. 


For the Love of Life: 16 mm., color, sound, showing time 
13 minutes. Produced in 1957 by Adas Film Corporation, 
Oak Park, Ill., through a grant from the American City 
Bureau. Procurable on rental ($5.00) or purchase ($100) 
from American Hospital Association, 18 E. Division St., 
Chicago 10. 


The purpose of this film is to present the hospital 
) the community and show its function and oper- 
tion within tlrat community. It gives the public an 
lea of the various departments and the work in- 
olved and the people needed and employed to do 
lis work. In a short period, it covers graphically 
le scope of various surveys and makes it clear to 
le community why the hospital is such a comp ex 
peration and needs its support. It is recommended 
jr lav groups, such as civic groups and serwee 
rganizations. and also could be used by members 
f the medical profession when they are aske o 
articipate in a fund raising campaign. To a lesser 
xtent,^the film could also be used for recruiting 
ospital personnel. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 

The “Sitosterols’’: Variability of Serum Cholesterol 
Levels and Difficulty of Evaluating Decholeslerol- 
izing Agents. A. H. Levere, R. C. Rozian, G. Craft 
and others. Metabolism 7:33S-34S (Jidy, pt. 1) 19-58 
[New Yorbl- 

The authors discuss factors in the use of plant 
sterols as a means of lowering human serum 
cholesterol levels, which may be responsible for 
contradictory reports on the basis of studies on 2-5 
patients who were followed up without therap\' 
for from 9 to 23 months. .-Ml the patients had 
coronary artery disease, with and without hyper¬ 
cholesterolemia. and were without clinical or 
laboratory evidence of diabetes mcllitus, nephrosis, 
biliary cirrhosis, hypothyroidism, or familial IiNyrcr- 
lipemia. The patients were from the cardiac clinic 
of the 4th medical division (Now York University) 
of Bellevue Hospital Center, New York. They were 
50 to 75 years of age. ambulaton.', and lived rela¬ 
tively simple, routine, and sedentary lives. Dietary 
histories were taken, and it was found that the food 
consumed %vas relatively constant, although it was 
not controlled by the authors. These patients were 
seen at 2-to-4-week intervals. Nine of the 2-5 pa¬ 
tients, after a control period of 9 to 22 months, then 
received daily 15 to 25 Cm. of sitosterols, divided 
into 3 equal portions and taken immediately before 
meals for 9 to 30 weeks. Seven other patients, with¬ 
out the long control period, received sitosterols in 
similar fashion and in comparable amounts. The 
serum cholesterol levels were determined in true 
duplicate by the Schoenheimer-Sperrs' technique, 
as modified by Sperr\' and further modified by the 
authors. 

In commenting on the results that are recorded 
in tables, the authors point out that the percentage 
variation from the mean among hypercholesterol- 
emic patients was as great as -f-SO to —33%. Even 
in the normocholesterolemic group, the patients 
studied exhibited wide deviations. It was also 

^le place of iiublication of the periodicals appear*, in brackets pre- 
ceding each abstract. 

on file in the Library' of the American Medical Association 
may be borrowed by members of the Association or its student orpani- 
i'ation and by individuals in continental United Slates or Canada who 
''umcribe to its scientific periodicals. Rcniuests for i>eriodicals should be 
aadressed ‘Librar>', American Medical Association/’ Periodical files 
date only, and no photoduplicalion services are available. 
‘ o charge is made to members, but the fee for others is 15 cents in 
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must not be kept longer than five days. Periodicals pub- 
uhed by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
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found that, for long periods of time (4 to 6 months), 
the serum cholesterol values might be relatively 
stable and vary only within narrow limits. The 
mean values for these stable periods were often 
significanth' difiFerent from tlie mean for the entire 
control period. The data on the 9 patients with 
prolonged control periods show'ed that there had 
been a decrease in the mean cholesterol value for 
the treatment period as compared with the mean 
for the entire control period in 7 of the 9 patients. 
How'cver, this is more apparent than real if one 
considers the wide variation in values which pro¬ 
duced these means. The magnitude of fluctuations 
appears to increase w'ith the degree of hvqpercho- 
Icsterolemia. The fluctuation.s complicate die inter¬ 
pretation of studies of serum cholesterol-low'ering 
agents, even when control periods are more than 
I year in duration. Results ascribed to therapy 
must be clearly beyond the variations present with¬ 
out therapy. Infrared spectrums and melting point 
determinations indicate that the present sitosterol 
preparations arc not identical, either chemically or 
physically. Studies, during which soybean-oil and 
tail-oil sitosterols were given to patients with coro¬ 
nary artery disease, with and without hv'percho- 
lesteroiemia. resulted in no decrease in serum 
cholesterol levels that could confidently be attrib¬ 
uted to medication. 

Chickenpox and Its Repercussion on Immunology 
in Primary Infection with Tuberculosis. P. de Vil- 
hena Moraes. Rev. Hosp. clin. 13:225-228 (May- 
June) 1958 (In Portuguese) [Sao Paulo, Brazil]. 

Thirti'-four children with pulmonarx' tuberculosis 
hospitalized at the Hospital Infantil of Sao Paulo 
w-ere obser\-ed during an epidemic of cliickenpox. 
Tile patients w'ere betiveen the ages of 10 months 
and 4 years except 2 w4io were 11 and 12 years old. 
The patients had been under treatment with strep¬ 
tomycin and isoniazid for a period varjing from 2 
weeks to 6 months w'hen chickenpox developed. 
The treatment was continued without interruption 
during the course of development and after the 
control of the chickenpox. Roentgenologic exami¬ 
nation of the chest w'as made before, during, and 
after the course of the chickenpox and at intervals 
of 1 or 2 months after the patient’s recoven,'. The 
Mantoux reaction, elicited by an intradermal injec¬ 
tion of 0.10 cc. of a 1:1,000 gross tuberculin solu¬ 
tion recently prepared, w'as used for determination 
of skin sensitixiti'. Tlxe results of the test were 
compared with those obtained at the start of anti- 
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carcinomas of the breast with invasion of the 
tlmracic wall in elderly women, and in patients 
with viscera] inetastases. Stilbestrol is given in 
daily doses of 15 mg. for as long as tlm disease 
responds to the treatment. WJien tlie effects of 
castration stop, cortisone in daily doses which 
^’ary between 200 and 300 mg. produces significant 
remissions. \Mien tlie good effects of hormonal 
licatmcnt slop, total bilateral adrenalectomy or 
hypophyscctomy is still of some benefit to the pa¬ 
tient. Hormonal treatment is not a cure of carcinoma 
of the breast in the advanced stages. It is indicated 
only in cases in which either surgery or roentgen- 
therap\f cannot be carried out. 


J.A.M.A., Oct. 4,1958 


of the breast which also contains demonstrable 
carcinoma m fresh-frozen sections should be treated 
by radica mastectomy. They are convincedX 
wide lo^ excision, when feasible, is indicated in 
the treatment of recurrent sarcoma of the breast. 

PUBLIC HEALTH 

Mass Prophylaxis of Epidemic Streptococcal Infec¬ 
tions with Benzathine Penicillin G: II. Experience 
at a Naval Training Center During the Winter of 
1956-57. R. B. McFarland, V. G. Colvin and }. R. 
Seal. New England J. Med. 258:1277-1284 (lime 
26) 1958 [Boston]. 


PATHOLOGY 

Sarcoma of the Mammary Gland. R. J. Botham, 
J. R. McDonald and O. T. Clagett. Surg. Gynec. A' 
Obst. 107:55-61 (July) 1958 [Chicago]. 

A study of the clinical and microscopic features 
of sarcoma of the breast was undertaken to clarify 
sucli factors as the history and physical findings, 
gross and microscopic pathological obsemtions, 
clinical course, and appropriate therapy associated 
^\•ith this type of primary neoplasm of the breast. 
The records of all paHcnts seen at tlie Mayo Clinic 
during the 50 years between 1907 and 1956, in- 
clusi^'c, whose diagnoses contained the term “sar¬ 
coma” in reference to a tumor of the breast, were 
selected for study. The histories and the operative 
and pathological reports were reviewed. There 
were 34 cases in which the microscopic features of 
the primary lesion were consistent with a diagnosis 
of true primary sarcoma of the breast. The mean 
age of the 34 patients was 49.2 years, the extremes 
being 21 and 69 years. There were 33 women and 
1 man in the scries. The authors discuss the diag¬ 
nosis, history and physical findings, gross and 
microscopic pathological aspects, clinical course, 
and treatment of primary mammary sarcoma. 

Tlie authors conclude that true primary sarcoma 
of the breast is a distinct clinical and pathological 
entity and that this lesion may contain one or more 
types of malignant mesenchymal tissue intimately 
admixed witli malignant epithelial tissue. Associ¬ 
ated palpable involvement of axillary lymphatic 
vessels is of little significance in determining the 
appropriate surgical therapy or ultimate clinical 
course associated witli sarcoma of the breast. True 
primary sarcoma of the breast rarely, if ever, metas¬ 
tasizes to regional lymph nodes. Primary sarcoma 
of the breast, although occasionally associated witli 
ulceration, rarely invades the overlying integument, 
but it is capable of metastasizing, and often does 
metastasize, primarily by way of the blood stream, 
most frequently to the lungs. The authors believe 
that simple mastectomy, udth excision of the under¬ 
lying pectoral musculature, is adequate therapy for 
sarcoma of the breast not containing a malignant 
epithelial component, and that primary sarcoma 


This program of streptococcic prophylaxis was 
carried out on the male-recruit population at the 
United States Naval Training Center, Bainbridge, 
Md., from Oct. 29, 1956, to May 9, 1957. A total of 
12,858 men received an injection of benzathine 
penicillin, and 237 (1.8%) were excused because of 
a history of allergy to penicillin. Tliose recruits in 
each company with an even number for the last 
digit of the service number were given 600,000 
units of penicillin, and those whose last digit was 
an odd number received 1.2 million units. Throat 
cultures were taken immediately prior to injection, 
again during tlie 8th week, and during the 10th and 
final week of training. Only 3 recruits among die 
20,000 men at risk had rheumatic fever during the 
period from Noi'ember, 1956, to June, 1957. One 
case was a recun’ence which developed before the 
patient's company received prophylaxis. Tlie second 
patient had had a sore throat 5 days prior to enter¬ 
ing recruit training, and rheumatic fever developed 
in the third patient 2 months after his prophyla.\is. 
Thus, only 1 of the 3 cases occurred after tlie 
single prophylaxis and might have been prevented 
by repeated injections. 

Of the 13,905 men who were cultured in the 4tli 
week, 294 ( 2.24%) had positive cultures. In the 
Sth week 11,965 men were cultured, and 43 ( 0.36%) 
had positive cultures. In tlie lOdi week 12,511 men 
were cultured, of whom 175 were positive. Only 4 
of the 141 recruit companies had over 10% of the 
cultures positive for group A streptococci in the 
4th week, and. only 4 other companies had over 
10% positive in the 10th week. Of tlie 4,568 cultures 
taken from men who had received 600,000 units, ^ 
14 v'ere positive at the Sth week, while in the 
4,571 men who had received the 1 . 2 'milh’on-unit 
dose 5 were positive. At the time of the lOth-week 
cultures tliere were essentially the same number o 
positive cultures in both groups. In tlie period from 
42 to 48 days after injection there were 54 positive 
cultures from the group who had received 600 (Juu 
units and 46 positive cultures among those "'ho jiac 
received 1.2 million units. Under the conditions 
existing at the time of survey, the f 

would seem to offer little advantage over the smaJ/ 
er dose in either degree or duration of mfecti . 
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Modem Trends in Gastroenterology (Second Series). 
Editcel by F. Avery Jones, M.D., F.R.C.P. Clotli. 816. Pp. 
416; 23, with 143 illustrations. Paul B. Hochcr, Ine. (medical 
book department of Harper & Brothers), 49 E. 33rd St., 
New York 16, 1958. 

This compilation reflects the advances made in 
gastroenterologv’. Tliere is no attempt to be com¬ 
prehensive, the selection of subjects being deter¬ 
mined bv' progress and current interest shown in 
basic physiological research, clinical pathological 
entities, therapeutics, and diagnostic procedures. 
The retaeivs of collagen disease, Peutz-Jegher sjn- 
drome, and carcinoid tumors, with coverage of the 
clinical, chemical, physiological, and pathological 
advances made in the latter, are excellent. The ad- 
h vances made in diagnostic laboratorj’ procedures, 
exposing new horizons in the field of cancer de¬ 
tection by exfoliative cytologx% the use of the maxi¬ 
mal histamine test for anaciditj' necessitating 
critical reappraisal of conditions associated witli 
achlorhydria,- and the position of radiographic 
cholangiography, are of great interest and well 
presented. The chapter dealing with the anatomy 
and pathological physiology' of tlie lower esophagus 
and the chapters on the blind-loop syndrome, mas¬ 
sive resection of the small intestine, and hepatic 
failure are instructive and of practical interest. 
The handling of the present position of ACTH, 
corticosteroids, and antibiotics is timely and in¬ 
cludes appropriate words of caution as to the use of 
these agents. Reviews on peptic ulcer, ulcerative 
colitis, regional ileitis, steatorrhea, and selected pro¬ 
tozoan and helminthic infestations are skillfully 
written. With all the chapters of such high caliber, 
this volume should be a worthy addition to many 
physicians’ libraries. 

Signs, Symptoms and Treatment of Certain Acute Intoxi- 
Mtions. By William B. Deichmann, Ph.D., Professor and 
Chairman, Department of Pharmacology, University of 
Miami, School of Medicine, Coral Gables, Florida, and 
Horace W. Gerarde, M.D., Ph.D., Head Toxicologist, Esso 
Research and Engineering Company, Medical Research Di- 
wsion. Linden, N. J. Second edition. Cloth. $3.75. Pp. 154. 
Charles C Thomas, Publisher, 301-327 E. LawTcnce Ave., 
Springfield, 111.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1958. 

This pocket reference book is intended as a ref¬ 
erence for the treatment of acute intoxications by 
interns and residents in hospitals and poison control 
centers. The new edition has been expanded to in¬ 
clude 400 additional entries and new sections on 
first aid and artificial respiration. No attempt has 


been made to include well-known chemicals, but 
information is provided on compounds that have 
been described in the most recent literature. Part 1 
deals w'ith first aid, general suggestions for treat¬ 
ment, drugs and dosages for treatment of into,xica- 
tions, and supportive treatment; part 2 gives an al¬ 
phabetical listing of toxic substances, with brief 
summaries of signs, symptoms, and treatment of 
acute into.xications. References to the literature are 
provided. In order to provide summary information,. 
the authors have sacrificed details of treatment and 
special problems in many instances. ^^Tlile a hand¬ 
book of this size is useful, the abbreviated nature of 
its content limits its value. Medical personnel 
would best be advised to use this handbook only' as 
an adjunct to existing textbooks on the treatment of 
accidental or intentional into.xications. 

Microbiology and Epidemiology. By La Verne Rutli 
Thompson, R.N., M.A., M.S. Fourth edition. Cloth. $6. Pp. 
581, with 110 illustrations. W. B. Saunders Company, 218 
W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C. 2, England, 1958. 

MTien a textbook reaches the foiurth edition, it re¬ 
flects the merit of the contents as well as a message 
for its readers. This valuable and informative book, 
in its present edition, keeps abreast with the re¬ 
search in the past years concerning not only the 
diagnostic procedures in microbiology' but the ad- 
v'ancing concepts in the field of epidemiology'. The 
author indicates that the book is vv'ritten primarily 
for the student whose chief interest lies in the field 
of health and welfare instead of bacteriology' per se, 
but the reader should also enjoy' a comprehensive 
survey of the subject. The author presents the sub¬ 
ject of microbiology' and epidemiology' in a precise, 
succinct, and readable manner that holds the inter¬ 
est of the reader. Section 1 deals vv'ith microorgan¬ 
isms, their nature and response to env'ironment, and 
their influence on their surroundings. Section 2 
deals with body defenses and the v'arious means of 
preventing and controlling infections. The illustra¬ 
tions and the text are clear and easy to follow', and 
at the end of each chapter references to the current 
textbooks and periodicals are given. There is a glos¬ 
sary of the important terms used in the text, and 
the index is adequate. Although the book does not 
give details of technical procedures for the identifi¬ 
cation and isolation of bacteria, it should be ex¬ 
ceedingly beneficial to the student in his early train¬ 
ing in bacteriology and epidemiology, as well as to 
the bacteriologist. 
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sylyania assembly voted 2,000 pounds to Philadel¬ 
phia, on condition that the city itself by popular 
subscription raise a like amount. 

On the reasoning behind Hill-Burton, the report 
says: 


The underlying social philosophy of tlie program 
under Title VI of the Public Health Service v&t is 
that the health of the nation is a national resource 
and that Federal leadership and financial en¬ 
couragement are warranted and necessary in estab¬ 
lishing a systematic network of facilities for hos¬ 
pitals and medical facilities. For this purpose, 
comprchcnsi\'c planning by the slates themselves is 
regarded as essential, based on careful inventories 
of existing facilities, while local initiative and local 
financing must launch specific projects in accord¬ 
ance with the state plan, if Federal assistance*is 
to be proN’ided.” 


As of 1956, the survey found that the general 
hospitaj bed ratio is 3.37 per 1,000 population, or 
about 75% of the total planned by die states and 
73% of what the states regard as their actual need. 
Mental facilities, with 2.7S beds per 1,000, are regis¬ 
tered as only 55% of the total need but 78% of con¬ 
struction planned by states. 

Tuberculosis hospitals have 0.52 beds per 1,000, 
or 70%) of the total need and 88% of the planned 
objective. Chronic care facilities show the greatest 
deficit, according to Hill-Burton—0.26 acceptable 
beds jjer 1,000, or 23% of the total jDlanned and 13% 
of the estimated need. 

Under a heading Unfinished Tasks, the report de¬ 
clares: “Since the adoption of this Act in 1946 much 
has been achieved in the planning and construction 
of health facilities, yet the broad purpose has by no 
means been carried out. 

“Adequate facilities of many kinds are still lack¬ 
ing if a high quality of medical care is to be pro¬ 
vided for all the people. 

“Changed in modern therapy and shifts in popu¬ 
lation make continued planning essential. The phys¬ 
ical needs must be reappraised with respect to 
geographic distribution, and functionally by the 
interrelating of several tjqres of facilities for com¬ 


mon purposes. 

“Standards are essential for systematic planning 
for health facilities in order to determine what is 
adequate.” 


• PHS PROPOSES DEFINITIONS 
FOR NURSING HOMES 

Public Health Service has started work on model 
legislation and regulations for nursing homes for 
the aged, which it Iropes will serve as a guide to the 
states in revising their laws or enacting new statutes. 
Tire study was recommended by the Association of 
State and Territorial Health Officers and tire Na¬ 
tional Conference on Nursing Homes for the Aged. 

In a first step, PHS has drawn up and circulated 
to interested groups a proposed numbering and 
definition system on the theory that current termi- 
ad\ogy used to refer to nursing homes is confusing, 
“Ihe same term often means diflFerent things to 
drfeent people and makes communication at a 
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national level difficult and often impossible. T 
tore It IS proposed to use numbers to refer to 
vanous kinds of facilities,” PHS said. 

The proposed system: 

Series 210 Facilitij~A facility whei^er operai 
tor profit or not, including those run 
other political subdivision, which provides ft 
' period of not less than 24 hours a day intermed 
care for two or more individuals. Such care is 
fined as nursing care, diet therapy, physical ther 
occupational therapy, recreational therapy, and 1 
social^ group work and social casework. 

Series 310 Facility—A facility, profit or nonpr 
operated for the purpose of providing nursing c 
Such care is that given by or under tire supervi 
of a registered nurse. 

Series 410 Facility—FroSit or nonprofit facility 
viding personal care. This is defined as such as 
ance, with the every day essential activities of li\ 
as does not require tiie services or supervisio: 
a registered nurse. 


NEW TYPE OF TOURNIQUET 
FOUND SUCCESSFUL 

Tests in operating rooms at ^filter Reed A 
• Hospital 'for more tlian .^nave proved 

Howard-Bailey pneumatic/^ ^^^juet as comple 
reliable and trouble-free, ^^^/‘^is reported by 
Sterling J. Ritchey, assist'nt chief of the ortliop* 
section at the hospital, u riling in tlie current i; 
of the Armed Forces Medical Journal. 

The simply constructed,tourniquet consists < 
blood pressure pneumatic arm cuff enclosed i 
removable cloth sheatli. The sheadi is serni at 
edges to a strip of fle.xible metal fireplace screen 
size of die cuft. Tube outlets.of the tourniquet bl 
der are cut off and “cold patched ’■ mtli auto ti 
patches. An auto replacement valve also 
cold-patched to the center of the bladder as a ic/ 
ing and deflation valve. 

Colonel Ritchey e.xplains that tlie tourniquet 
inflated in the same way as an automobile tire, I 
loading tip being applied at a predetermined pi 
sure. Because of its broad steel mesh support, 
tourniquet is extremely comfortable and much s 
pier to apply., 


MISCELLANY 

The Veterans Administration is reminding ph 
icians and hospital administrators tliat it canni 
ay the bills for care of Spanish-American War vf, 
cans in non-Va hospitals. Comments tire VA; “Sinfj 
iw Spanish-American War veterans have disabi 
es tliat are service-connected for purposes of ho 
ital treatment, tire number eligible for care i 
on-VA hospitals at VA expense is extremely Im 
-ed” 

' Office of Civil and Defense Mobilization fiasco 
racted with the National Broadcasting Compas 
or a 10-program series titled “Ten for Survivai; 
,nd it will be shown over the 32-station edurationj 
elevision network. The first will be sho\m c.-j 
rhe series, according to NBC, will be 
he problems of man’s adaptation to the nuclea : 




